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the full committee a new bill on the registration of 
welfare and pension plans, most of which involve 
nealth insurance. 

The measure will lay over until January, when the 
luJl committee will take it up. 

The draft legislation somewhat resembles an 
earlier bill sponsored by three committee members, 
Senators Douglas, Murray, and Ives. A major change 
would place administration of the proposed law in 
die hands of the Secretary of Labor instead of tlie 
Securities and Exchange Commission. The subcom¬ 
mittee, headed by Senator Kennedy, heard con- 
iiicting testimony on tliis subject. 

The bill provides for compulsory registration and 
reporting to the Secretary of all types of plans 
whether run by management or unions. The reports 
would be available to the public, and beneficiaries 
of plans would be entitled on request to receive 
summaries of the reports from tlie operators of the 
plans. Financial reports would have to be based on 
certified units. 

A policy statement in tlie bill notes a “rapid and 
substantial growth" of employee welfare and pen¬ 
sion funds and says that they have become an im¬ 
portant factor affecting the stability of employment 
as well as the continued well-being and security of 
millions of employees and their dependents. 

Accordingly, it is desirable “in tlie interests of 
employees and their beneficiaries for the protection 
of the revenue of the United States and to provide 
for the general welfare and the free flow of com¬ 
merce, tliat disclosure be made with respect to die 
operation and administration of such plans.” 

Both this committee and a House Education and 
Labor Committee have uncovered a number of 
abuses in tlie conduct of such plans. 


BIOLOGICAL EFFECTS OF RADIATION 
STILL IN DISPUTE 


The country’s foremost authorities on the biologi¬ 
cal effects of radiation still are far from agreement 
on (a) tlie dangers to which man already has been 
exposed and (b) what continued testing of weapons 
w'ill produce in man. 

Summarizing testimony presented in eiglit days 
of hearings, the Joint Committee on Atomic Energy 


“There was general agreement [among witnesses] 
hat any amount of radiation, no matter how small 
he dose, increases the rate of genetic mutation m 
L population. There was, on the otlier hand, a differ- 
mce of opinion as to whether a very small dose ot 
adiation would produce similarly an increased 
ncidence of such somatic [nongenetic] conditions 
.s leukemia or bone cancer, or a decrease in li ^ 
xpectancy, in a population. ... 

“There were differences of opinion on how to 
□recast the consequences of furtlier testing. Ihe 
lifferences hardest to reconcile appear to be tliose 
'oncerning tlie biological effects of radiation. 

"Pending a resolution of differences, it would ap- 
Dear from the information presented that the con- 
;equences of further testing over the next severa 
venerations at the level of testing of the past ^ 
?ears could constitute a hazard o the x^rld. 
population. It is very difficult, if not impossible, 
precast with any real precision the number of pe 
pie that would be affected.” 
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Tlie report describes how strontium from fall-out 
reaches man tlirough vegetables that have become 
contaminated, tlirough milk from contaminated 
cows, and tlirough otlier sources. It summarizes the 
efiFect of strontium as follows, a conclusion appar¬ 
ently agreed to by tlie fatnesses: 

“Strontium participates in biological processes 
resulting in eventual deposition in the human body, 
almost entirely in bone. 

“Strontium stays in tlie bones a long time and has 
a 2S-year half-life; that is, tlie beta rays emitted by 
strontium 90 and its daughter element yttrium 90 
irradiate the bone over a long period of time. But 
strontium 90, concentrating in tlie bones and emit¬ 
ting beta radiation, is primarily a somatic not a 
genetic hazard.” 


JOINT BLOOD COUNCIL LAUNCHES 
NEW SUR^^EY OF TRANSFUSION SERVICES 

A second and more extensive mail questionnaire is 
being distributed to more tlian 5,200 hospitals, blood 
banks, and otlier blood transfusion sen’ices by tlie 
Joint lllood Council. Tlie council and its sponsoring 
organizations are seeking to coordinate tlie country's 
blood banking facilities, practices, and terminology'. 

Tlie first sim’ey', conducted last y'ear, provided tlie 
first reliable estimate in six y’ears of how much blood 
is being transfused in tlie United States. Tlie council 
said that the sun'ey' also showed tliat blood trans¬ 
fusion sen'ices are operating under handicaps tliat 
need remedy'. Tlie latest survey is designed to pro¬ 
vide data to bring about the remedies. The council 
cites, for example, tlie fact there is no precise defini¬ 
tion of tlie term “unit” of blood; in some instances, 
a unit is 480 cc. and in others, 250 cc. 

The new sun'ey includes diese questions: Are 
blood transfusion sen'ices capable of rapid e.xpan- 
sion in time of emergency? V'here are they' located? 
How are tliey organized and operated? What areas 
do they sen'e? Wiat is their annual volume of 
business? How do they' relate to allied sen'ices such 
as tissue banks? 

Federal agencies concerned mtli hospitals, as well 
as pharmaceutical and hospital supply firms, are 
e.xpected to derive benefit from the data collected, 
the council points out. 

Organizations sponsoring tlie council are the 
American Medical Association, American Hospital 
Association, American Association of Blood Banks, 
American Red Cross, and the American Association 
of Clinical Pathologists. 


VA DE\TELOPS INSTRUMENT TO MEASURE 
RADIOACTIVE PARTICLES IN BODY 

An instrument so sensitive that it can measure the 
small amounts of radioactivity' naturally present in 
the human body has been developed by' the Vet¬ 
erans Administration. The device, titled a total body 
radioactii'ity counter, was designed and developed 
by Dr. Gerald J. Hine of the VA Hospital in Boston. 

The counter will be used to study' some functions 
by' tracing activity of natural radioactivity' of the 
body and also to chart the course of radioisotopes 
introduced into the body. Because only small 
amounts of radioactmty would have to be put in 
the body, the new counter ivill have the advantage 
of making possible longer study' of the patient than 
was possible before, according to the VA. 
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THE PROBLEM OF FE\^R IN PATIENTS MTTH VALVULAR HEART DISEASE 

Richard S. Ross, M.D., Victor A. McKusick, M.D. 
and 

John C. Harvey, M.D., BalHmore 


Q HE proper interpretation of fever in patients 
with v^snilar heart disease can be one of 
tlie most perplexing problems confronting 
die internist. The clinical situation in wliich 
fever and vahnlar heart disease coexist presents a prob¬ 
lem in differential diagnosis and management which is 
quite different from that associated with either condi¬ 
tion alone. In a patient nath fe\'er and vahnlar heart 
disease, the physician must, of course, consider all the 
usual causes of fever. Individuals with heart murmurs 
have at least the usual susceptibility to the infectious, 
neoplastic, and other diseases which produce fever. It 
is with the group of diseases which causes fever more 
or less peculiar to vahnlar heart disease that we are 
primarily concerned. 

We have been impressed iwtli the relatively higli 
frequency ivith which this problem arises in general 
hospital practice. No attempt has been made to re- 
xiew all the patients presenting this problem in the 
Johns Hopldns Hospital. Therefore, no statistical 
analysis of the final diagnoses or of the incidence of 
tile condition is Justified. However, 25 patients who 
posed this problem in striking form were obsen'ed 
by us during the years 1951 to 1954 when we were 
resident physicians of the Osier Medical Sers'ice. The 
conclusions reached are based on a review of these 
25 cases listed in the table. The cases of three patients 
are described in detail in this paper (cases 1,2, and 14). 

The causes of fever more or less peculiar to valvular 
heart disease are as follows: I. Active rheumatic fever 
(cases I through 10). 2. Postcommissurotomy syndrome 
(cases 11 and 12), 3. Bacterial endocarditis (cases 13 
and 14). 4. Drug fever. 5. Embolism (cases lo through 


The clinical situation in which fever and valvular heart 
disease coexist presents a problem in differential diag¬ 
nosis and management which is quite different from that 
associated with either condition alone. The causes of 
fever more or less peculiar to valvular heart disease 
are active rheumatic fever, bacterial endocarditis, drug 
fever, embolism, congestive heart failure, hemoglobin 
pneumonia, systemic lupus erythematosus, and atrial 
myxoma or thrombus. Bacterial endocarditis should be 
given first consideration when fever and heart murmur 
coexist. 


19). 6. Miscellaneous. Under this grouping are in¬ 
cluded congestive heart failure, hemoglobin pneumo¬ 
nia (cases 20 and 21), sj'stemic lupus erTThematosus 
(case 22), and atrial myxoma or thrombus (cases 23 
through 25). 

We have not attempted to give a comprehensive 
discussion of each disease. The discussion is oriented 
about the problem of the patient with fever and a 
heart murmur, and the various diseases are mentioned 
only as they enter into the consideration of such a pa¬ 
tient. 

Active Rheumatic Fever or Subacute 
Bacterial Endocarditis 

In both cases 1 and 2 the major diagnostic possibili¬ 
ties were active rheumatic fever and bacterial en¬ 
docarditis. 


From the Department of Medicine, the Johns Hopkins University and Hospital. 
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Case 1.~A 27-year-old male sehoolteacher gave no definite 
history of acute rheumatic fever, but e.xertional dyspnea and a 
heart murmur had been present since he was 12 years of age. 
The patient reported several illnesses characterized by episodes 
of fever and dyspnea, described as “pneumonia." Four months 
prior to the final hospital admission he complained of increasing 
exertional dyspnea, cough, orthopnea, and paroxysmal nocturnal 
dyspnea. There were several episodes of malaise, drenching 
night sweats, and temperature to 103 F (39.44 C); each of 
these episodes subsided with penicillin therapy. Three weeks 
prior to admission, painful su'elling of the upper part of the 
abdomen was noted. For the first time the patient complained 
of swelling and sfiflhcss of the ankles, knees, and knuckles. 
The joint symptoms persisted only a few days, but malaise, 
fever, and s}'mptoms of increasing cardiac decompensation 
continued. 

The patient was pale and chronically ill. Two tj'pical splinter 
hemorrhages were seen beneath the nails of the second and 
fourth fingers of the right hand. There were a few fresh 
petechiae on the right side of the soft palate. There was no 
evidence of joint disease. There was generalized lymph node 
enlargement. The heart was enlarged. There were signs of 
mitral stenosis and atrial fibrillation. The liver was large and 
tender, but the spleen was not felt. 

The patient’s hospital course is illustrated in the figure. Dur¬ 
ing the first two weeks the peripheral leukocyte count remained 
below 10,000 per cubic millimeter; the sedimentation rate 
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(Wintrobe-Landsberg method) was 30-40 mm. per hour; tlie 
hematocrit reading was normal. The urine contained neither 
albumin nor red blood cells. 

Vigorous therapy was directed at the failing heart with essen¬ 
tially no effect. The patient remained afebrile, but new “em¬ 
bolic” lesions continued to appear. The splinter hernorrhages 
seen on admission disappeared, and new ones developed. In 
the mucous membranes, petechiae appeared and disappeared. 
Bacterial endocarditis was suspected because of the history ot 
fever and the petechial lesions. Twenty blood cultures were ob¬ 
tained during this period of observation, and StreptococciiN 
faecalis grew from one. In view of the positive culture and tlie 
numerous lesions, interpreted as embolic, it was decided to 
treat the patient for bacterial endocarditis. 

During the third week he was started on therapy with 6 
million units of penicillin and 2 Gm. of 

streptomycin a day. During the first week of antibiotic admin¬ 
istration, he showed no improvement, his fever increased, and, 
because of this apparent lack of response, tetracyclme was also 
After five weeks, the penicillin and streptomycin were 
withdrawn, but tetracycline therapy was continued. For hve 
(l,e patient remained b«l then Ae gver reeumed 

with the temperature reaching 105 F (40.56 C) eight days 
after withdrawal of the antibiotics. New petechiae appeared; 


tlie patient complained of dyspnea and cough; and the leukocvto 
count rose to 20,000 per cubic millimeter. The hemSocrit re J 
mg at that time was 43%. 

The physicians managing the case felt obligated to reinstitute 
antibiotic therapy, and this was done at the end of the lOth 
week, ivith 6 million units of penicillin, 2 Gm. of probenecid 
(Benemid), 2 Gm. of tetracycline, and 1.6 Gm. of erythromy¬ 
cin being given daily. Blood cultures taken during the febrile 
penod between courses of therapy were sterile. The tenipera- 
ture continued to rise in spite of the antibiotics, reaching 106 F 
(41,11 C) at the end of the 10th week. Throughout the hos¬ 
pital course, heart failure was a major problem. The patients 
chief and often only complaint was dyspnea. It had been diffi¬ 
cult to control the ventricular rate with 0.2 mg, of digito.vin a 
day, and the pulse deficit increased with the rising tempera¬ 
ture. The patient required oxygen almost constantly. At the 
beginning of the 11th hospital week, aspirin in a dosage of 5-6 
Gm. a day was given. With this regimen the temperature re¬ 
mained normal more consistently than at any time in previous 
weeks. The ventricular rate fell to 70 per minute. The patient 
reniained afebrile for the next 11 days but continued to com¬ 
plain of dyspnea. During the 12th hospital week be developed 
acute pulmonary edema and died. 

At postmortem e.vamination, lesions of acute and chronic 
rheumatic fever were seen in the myocardium, endocardium, 
valves, and pulmonary artery. There were small organized 
thrombi in the lungs and liver. There was absolutely no evi¬ 
dence of active or healed bacterial endocarditis. 

Case 2.—At 13 years of age the patient in case 2 experienced 
an initial episode of painful swelling of the knees and ankles. 
She was first admitted to the hospital when she was 17 years 
old because of fever and increasing dyspnea after dental extrac¬ 
tions. Physical examination revealed fever, the auscultatory 
signs of mitral stenosis, atrial fibrillation, and pulmonar)' con¬ 
gestion. The peripheral leukocyte count was 18,000 per cubic 
millimeter, and the sedimentation rate was 38 mm. per hour. 
The patient was treated with 2.4 Gm. of aspirin a day; with 
this treatment she became afebrile and improved symptomatical¬ 
ly. She was discharged on maintenance therapy with aspirin 
and prophylactic sulfadiazine. 

Nine weeks after discharge she was readmitted with fever, 
joint pains, and a rash. The fever and joint pains responded 
promptly to aspirin and bed rest. However, after two weeks of 
improvement the temperature rose to 101-102 F (38.33-38.89 
C) and could not be controlled with aspirin in doses of 4.8 Gm. 
daily. The appearance of cutaneous petechiae aroused suspi¬ 
cion of bacteria! endocarditis. Thrombosis of the right innom¬ 
inate vein developed, and because of this complication heparin 
sodium therapy was instituted. With great suddenness petechiae 
appeared on the soft palate, arms, and chest. The prothrombin 
time was found to be 50 seconds (prothrombin concentraHon 
was less than 25% of normal) on the day the petechial lesions 
appeared. No bishydro.xycoumarin (Dicumarol) had been 
given, but it was felt that the combination of hepatic conges¬ 
tion and aspirin could well account for the prolonged prothrom¬ 
bin time. Vitamin K was given, with prompt return of the 
prothrombin time to 29 seconds (prothrombin concentration 
was 40% of normal). Petechiae continued to appear on the 
palate and the extremities. Repeated blood cultures were sterile 
The temperature remained between 101 and 103 F (38.33 and 
39 44 G). There was great difficulty controlling the heart rate 
with digitalis, and signs of cardiac failure increased. Because 
of the continuing fever, petechiae, and venous thrombosis it 
was decided to treat the patient for bacterial endocarditis. Fif¬ 
teen million units of penicillin was administered daily for three 
weeks, with a slow but definite response in the amount of tever. 
The r^ponse was of short duration. 

During treatment with penicillin the paUent developed ten¬ 
derness at injection sites, and it was felt that chemicri myositis 
might be contributing to her fever. After ® 

of the patient while she was on therapy with peniciUm, 
clear that her condition was worsening and the drug ^ ' 
drawn. The temperature dropped to normal as the myositis 
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sided The patient de\ eloped massiie snelhng of tlie face and 
neclv, prestiniabh secondan to thrombosis of the major %enous 
channels Fe\er returned, and the patient died dunng the eighth 
weeh of hospitalization 

Rlieiiniatic niiocarditis nith Aschoff bodies s%as found at 
autopsi. There «as rheumatic endocarditis but no ewdence of 
bactenal segetabons There were thrombi in the atna, and mul- 
hple, remote and recent, piilmonar} emboli were noted. There 
were’ mulbple senous thromboses inioKmg jugular and a\illar> 
seins 


endocarditis should be a prime consideration in a 
patient vdth rheumatic heart disease and fever. It 
is usually curable \vitli proper treatment and is almost 
invariably fatal if treatment is wathheld. 

The diagnosis of endocarditis is confirmed by the 
demonstration of bacteremia, therefore, adequate 
blood cultures must be obtained as the first step in 
tlie investigation of fever in patients unth valralar 


Review of Twenty-five Cases of Valvular Heart Disease with Fever 


OasG 


Ace, 


Temperature, 

>0 

1 

0 

Sex 

M 

F 

Tr 

27 

17 

Heart Disease 

Rheumatic heart dNea«e, mitral 
stono'i'*, otnal fibrillation 
Rheumatic heart di«ea«e, mitral 
steno«i-, atrial fibrillation 

F (C) 

101103 
(Si 33 39 44) 
101103 
(3* 33 39 44) 

3 

F 

SO 

Rheumatic heart disease mitral 
regurgitation 

100-101 
(37 7^33) 

4 

F 

SO 

Rheumatic heart diecn«e, mitral 
stenosis 

Low grade, 
intermittent 

S 

F 

35 

Rheumatic heart disease, mitral 
regurgitation, aortic rcgurgita 
tion 

Rheumatic heart disease, mitral 
stenosis, aortic regurgitation, 
atrial fibrillation 

100-101 
(37 7S-3' 33) 

6 

F 


100-101 
(37 7&-3? 33) 

7 

M 

43 

Rheumatic heart disease, mitral 
stenosi**, mitral regurgitation, 
aortic regurgitation 

101 102 
(3S 33 3s S9) 

8 

F 

SO 

Rheumatic heart dNea«e, mitral 
stenosis 

103 

(39 44) 

9 

M 

19 

Rheumatic heart disease, mitral 
stenosis, mitral regurgitation, 
aortic regurgitation 

100-101 
(37 7fr-3S 33) 

10 

r 

36 

Rheumatic heart dNea«e, mitral 

stenosis 

100-101 
(37 7«-3s 33) 


U 

M 

24 

Rheumatic heart di«ea«e, mitral 
stenosis 

101 104 
(SS S3-40 00) 

22 

F 

36 

Rheumatic heart disease, mitral 
«teno«is 

101 103 
(Sb 3349 44) 

13 

M 

34 

Aortic regurgitation, rheumatic 
heart disease ('^), syppib-* ( ) 

100-301 
(37 78-39 44) 

14 

ji 

IS 

Rheumatic heart disease, mitral 
regurgitation 

9S-102 

(36 C7-3S 69) 

lo 

F 

39 

Rheumatic heart di«ease, mitral 
stenosis, aortic regurgitation 

100-303 
(37 78-39 44) 

16 

F 

41 

Rheumatic heart di«ea«e, mitral 
stenosis, mitral regurgitation 

100-102 
(37 7£-33 39) 

17 

F 

34 

Rheumatic heart disease, mitral 
stenosis, aortic regurgitation 
Rheumatic heart disease, aortic 
regurgitation, aortic stenosis 

101 ICW 
(3S 33-40 00) 

18 

M 

49 

100-101 
(37 7S-3« 33) 

19 

F 

27 

Rheumatic heart dl«ea«e, mitral 
regurgitation 

99100 

(37 22 37 7S) 

20 

M 

2S 

Rheumatic heart di«ea«e, mitral 
stenosis 

90 

(37 22) 

21 

M 

39 

Rheumatic heart di«ea«e, mitral 
stenosis 

103 

(39 44) 

22 

M 

44 

Mitral Stenosis 

100-103 
(37 78-39 44) 

23 

F 

63 

Rheumatic heart disease, mitral 
Stenosis, mitral regurgitation, 
(antemortem diagnosis) 

100-102 
(37 78-38 SD) 

24 

F 

37 

Rheumatic heart disease, mitral 
stenosis, mitral regurgitation 

101 

(38 33) 

25 

F 

33 

Rheumatic heart disease, mitral 
stenosis, mitral regurgitation, 
(antemortem diagnosis) 

101 103 
(38 33-39 44) 


CompKeatiQR 

Peaturea 

Pelechlflo, splinter 
bemorrtiapca 
PotcchSae, \ cdou« 
throinho^e-^ penfcillm 


Cau'e of Fever 
Active rheumatic myocarditis 
(autopsy) 

Active rheumatic myocarditis 
(autopey) 

Active rheumatic fever (course) 


Hematuria pulmonary Actue rheumatic endocarditis 
infarction, splinter with multiple emboli (coun-e) 
heraorrha^res 

Intractable heart failure Acute and chronic rheumatic 
myocarditis (autop«y) 


Anemia, Roth « epot's in Rheumatic myocarditis 

fundus nijrbt sweats (autopsy) 

Hematuria, myalgia. Active rheumatic fever (course) 

cpleoomegaly 

Heart failure Active rheumatic mvocarditi^ 

(COUT-C> 


Heart failure, 
splenomegaly, digital 
clubbing, bematuna 
Heart failure, «plinter 
hemorrhages 


Active rheumatic myocarditis 
(autopay) 

Re -teno-N of mitral valve 
after commi«-urotomy 
(autopsy) 


Petechine, tender, 
<wolleii fingertips 
Pleural effusion, heart 
failure 


Actue rheumatic myocarditis 
(course) 

Active rheumatic myocarditis 
(course) 


Heart failure 

Heart failure, 
pericarditis 


Bactenal endocarditis 
(autopsy), syphilitic aortitis 
Bacterial endocarditis, coronary 
emboli‘=m (autop«y) 


Heart failure, 
splenomegaly, 
pulmonary infarction 
Heart failure, atrial 
fibrillation 


Pleural effusion, 
heart failure 
Petechiae, cplinter 
hemorrhages, splenic 
infarction 

Splinter hemorrhages 

Hemopiy«i'!, night 
6weat« 


Hemoptysis night 
sweats 


Pulmonary and coronary 
embolism (autopsy) 

Subacute and chronic rheumatic 
endocarditis and myocarditi'*, 
splenic and cerebral embolism 
(autopsy) 

Pulmonary and splenic 
embolism (autopsy) 

Sterile embolization, 16 blood 
cuItu^e^ negative (course) 

Stenie embohzation, 7 blood 
cultures negative (course) 
Chronic passive congestion of 
lungs, recent and organized 
pnimonary hemoTTbage 
(autopsy) 

Hemoglobin pneumonitis 
(course) 


Hematuria, clubbed Systemic lupus erythematosu® 

fiogers, pericarditis, (autopsy) 

splenomegaly 

Fever, weight los-, ilyxoraa of left atrium, 

pulmonary and systemic embolization of pulmonary and 
embohsm systemic circulations (autopsy) 

Syncopal attacl».s “Ball valve’' thrombus, left 

atnum (autopsy) 

Systemic embolism Myxoma, left atnum 


Remarks 

See text 
See text 


Deferve cence with 
hydroxy phenyl 
cinchoninic acid 
All studiea for bactenal 
endocarditis negative 


Dental extraction 
preceding admi^-ion 


Activation of rheumatic 
fever after cardiac 
catheterization 
Penonychifll erythema 
ohfO striking 

^o definite histological 
evidence of rheumatic 
activity, but re-steno'-i- 
of valve 4 yr after 
operation taken as 
evidence of rheumatic 
activity One blood 
culture positive for 
Streptococcus faecali^ 
“Po-tcommi'-'orotomy 
syndrome ’ 


20 blood cultures 
negative 

Temperature fell with 
hydroxy phenyl 
cinchoninic acid, see text 
Clmical impre'*3ion 
rheumatic myocarditis 


Endocarditis treated 
4 mo previously 

Endocarditis treated 
3 mo previously 
Tuberculosis considered 
clmically 


3S1 million units 
pemciUin for subacute 
bactenal endocarditis 


Long treatment for 
subacute bactenal 
endocarditis 


In both of these cases the incorrect diagnosis of 
bacterial endocarditis was made and treatment given. 
This diagnostic error cannot be criticized Bacterial 


heart disease. There is a great deal of information in 
the literature concerning the number of cultures that 
may be considered adequate, the duration of the 
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^Ituiing period, and ideal bacteriological techniques.^ 
Tltese factors should be considered before it is stated 
that bacteremia is not present. 

In- evaluating the results of the blood cultures it is 
important to remember the following points: (1) a cer¬ 
tain percentage of patients with bacterial endocarditis 
(estimated at between 10-15%) have consistently nega¬ 
tive blood cultures, as in case 13 (2) positive blood 

cultures may occasionally be obtained from normal 
individualsand from individuals with valvular 
heart disease who do not have endocarditis,^ as in 
cases 1 and 10; and (3) when endocarditis exists, the 
blood cultures are usually either all positive or all 
negative.’^' These considerations, for example, cast 
some doubt on the significance of the single positive 
culture in case 1 when 28 other cultures were negative. 

The patients in both cases 1 and 2 died of the con¬ 
sequences of acti\'e rheumatic carditis. In case 1 the 
clinical diagnosis was not made until the last weeks of 
the patient’s life. In both cases the attending physi¬ 
cians were led to the diagnosis of bacterial endocardi¬ 
tis by a variety of incorrectly interpreted findings. 

The diagnosis of rheumatic activity in patients with 
long-standing rheumatic valvular disease is difficult. 
The classic manifestations of the disease as it is seen in 
children are often absent in adult patients, especially 
in those in the southern part of the United States."* The 
diagnosis of rheumatic activity is made especially 
difficult by the lack of a precise definition and even 
a single pathognomonic clinical criterion. Histological 
evidence obtained from atrial appendages removed at 
the time of mitral valve commissurotomy correlates 
poorly with clinical and laboratory findings.® The 
various serologic tests, usually positive in rheumatic 
fever, are of some use in following the course of the 
disease but are not specific, can be positive in other 
diseases, and, in general, are of limited diagnostic 
significance.® 

The diagnosis of rheumatic fever is essentially a 
clinical one. Joint manifestations, erythema margina¬ 
tum, and subcutaneous nodules are extremely helpful 
v'hen present, but, in our experience, such definite 
signs are usually lackiiig in the type of patient under 
discussion. Minor arthralgias are common but often are 
no more prominent than the skeletal symptoms of indi¬ 
viduals acutely ill with bacterial endocarditis. Ob¬ 
jective evidence of joint involvement should, however, 
be considered clinical evidence of the highest order for 
the existence of rheumatic disease. In patients with 
long-standing rheumatic heart disease, fever and pro¬ 
gressive cardiac failure may be the only signs of active 
rheumatic myocarditis. In retrospect, it is easy to see 
that fever and heart failure were the predominant 
manifestations throughout the courses of the patients 
in cases i and 2. Atrial fibrillation, associated with 
unusual difficulty in controlling the ventricular rate 
with digitalis, suggests active myocarditis. In the past 
there \yas a clinical axiom that bacterial endocardiUs 
did-not develop-in patients with* atrial fibrillation; Al¬ 
though it is clear that this axiom is not invariable, 


bacterial valvulitis does occur less frequently in these 
patients and, in general, in the advanced stages of 
valvular heart disease. 

A therapeutic trial of aspirin is a dubious method 
tor diagnosis of active rheumatism. In case 1 such a 
trial seemed helpful in that a fall in temperature and 
pulse rate and improvement in tlie degree of cardiac 
compensation accompanied the second course of 
aspirin. In contrast, there was no fall in temperature 
in Ae patient in case 2 when she was given 4.8 Gm. of 
aspirin a day, a dose which produced s}OTptoms of 
salicylate intoxication. This lack of response was taken j 
as evidence against active rheumatic fever and led 
to the diagnosis of bacterial endocarditis. 

Whenever possible, therapeutic trials of antibiotic 
therapj' should be avoided, as they are rarely helpful 
and often confusing. Antibiotics are frequentl)' given 
to patients with fever and valvular heart disease on 
the basis of a presumptive diagnosis of bacterial endo¬ 
carditis. It is impossible not to attach at least some 
diagnostic significance to the response of fever to this 
therapy, but tliis can be hazardous whether the tem¬ 
perature rises, falls, or remains unchanged. Body 
temperature is usuall}^ selected as the sign to follow 
for response to therapy, because it can be measured 
easil)', graphed, and treated quantitati\'ely. It is not, 
liowei'er, the only sign of therapeutic success in the 
treatment of bacterial endocarditis. 'Weight gain with¬ 
out heart failure, increase in appetite, and a general 
sense of ivell-being, though more difficult to evaluate, 
are possibly more reliable indexes of progress. 

In tlie patients in cases 1 and 2, minor falls in tem¬ 
perature which coincided with antibiotic administra¬ 
tion were taken as evidence corroborating the diagno¬ 
sis of bacterial endocarditis. In case 1, after penicillin 
in a dosage of 6 million units per day had been 
administered for several days with no sustained fall in 
temperature, it was assumed that the dosage was in¬ 
adequate. The dosage was doubled, and the tempera¬ 
ture fell to the normal range. This sequence of events 
was taken as further confirmation of the diagnosis of 
bacterial endocarditis. A similar, although less impres¬ 
sive, response was interpreted as evidence for 
endocarditis in case 2. 

Occasionally it is necessary to institute treatment 
for bacterial endocarditis \ritliout bacteriological con¬ 
firmation of tlie diagnosis. In evaluating response to 
therapy, the following possibilities must be kept in 
mind: subsidence of fever may indicate the existence 
of endocarditis, or it may be only a chance variation in 
tlie course of another disease. Continued fever may 
indicate that the dosage is inadequate, tliat the cor¬ 
rect drug is not being used, that the diagnosis is in- j 
correct, or that the patient has developed a febrile 
reaction to the therapeutic agent. • 

As yet, the experience with the combinahon ot 
antibiotics and adrenal corticoids in patients wim 
subacute bacterial endocarditis is too limited to 

justify any' final -conclusion about either-benefits or 

risks. Our personal experience is limited to a smgfe 



Vol. 165, No. 1 


PROBLEM OF FEVER-ROSS EX AL. 


o 


patient in whom the administration of cortisone for a 
penicillin reaction had no evident adverse effect on die 
course of die subacute bacterial endocarditis treated 
concurrentlj' with large doses of penicillin. In the 
literature good results are reported by some" and 
poor results by others.® 

Drug Fever 

Febrile reactions to antibiotics are largely responsi¬ 
ble for the confusion associated Math therapeutic 
trials. Penicillin, the most commonly used agent in 
die treatment of bacterial endocarditis, is capable of 
producing fever in at least two ways. When the fever 
rises gradually after a period of a week or more of 
intramuscular administration of penicillin, sterile in¬ 
flammation at the injection sites should be suspected. 
In case 2, tenderness at the injection sites facilitated 
the diagnosis of chemical myosids. Often die patient 
does not complain, and it is only by careful palpation 
that the indurated, slightly tender areas of myositis 
are detected deep in the muscle. Tlie diagnosis is 
confirmed by the gradual defers'escence w’hicli ac¬ 
companies die subsdtution of die intra\'enous for the 
intramuscular route of administration. 

Fever caused by jpenicillin does not present a diag¬ 
nostic problem when accompanied by a rash, but fever 
is often die only manifestation of h\'persensiti\'it}.' to 
the drug and prompt defei^'escence may follow its 
withdrawal. The serum sickness tjTpe of reaction ® 
characterized by myalgia, ardiritis, hnnphadenopathy, 
and splenomegaly often closely simulates rheumatic 
fever and, dierefore, assumes special significance in 
patients in whom rheumatic acti\’ity' is alwaj's a defi¬ 
nite possibiliti'. 

Fever may result from die use of many other drugs 
commonly employed in the management of patients 
with ^'al^^llar heart disease. Febrile reactions to 
quinidine, procaine amide, and mercurial diuretics 
have been reported. In one of our patients, quinidine 
w'as responsible for fever, petechial hemorrhages, and 
splenomegaly—a clinical picture closely simulating 
bacterial endocarditis. To our knowdedge, digitalis has 
never been proved to be responsible for drug fever, 
although urticaria has been observ^ed and we have 
recently seen erythema multiforme in a patient who 
received separate administrations of digitalis leaf and 
digitoxin. 

Evaluation of Embolic Lesions 

Petechial hemorrhages, embohsm in retinal vessels, 
and “splinter hemorrhages” under the nails are irn- 
portant signs in patients wdth vabailar heart disease. 
These lesions, commonly referred to as hemorrhagic or 
embolic, are usually thought to be pathognomonic of 
bacterial endocarditis, and often a prolonged comse of 
penicillin therapy has been started because of one 
splinter hemorrhage or one showier of petechiae. These 
lesions are of great significance and should be dihgent- 
ly sought, but caution must be e.xercised in their 
interpretation. 


Hemorrhagic and embolic lesions appeared period¬ 
ically in patients in cases 1 and 2, and yet neither 
patient had bacterial endocarditis. These lesions have 
been noted in other patients witli active rhemnatic 
fever and in patients with the postcommissurotomy 
sradrome (case 11). A strikingly similar case has been 
reported in w'hich splenomegaly, hematuria, and 
petechiae W'ere seen in a patient d\ing of rheumatic 
carditis.” Petechial lesions and sphnter hemorrhages 
may occur on tire basis of the rheumatic process alone 
and in tlie absence of bacterial vegetations of the 
heart ^’alves. The lesions may be the result of sterile 
embolization from fibrillating atria or rheumatic val- 
\ailitis or may represent a local vascular component 
of the rheumatic process. In tivo patients (cases 18 
and 19) with long-healed bacterial endocarditis, 
splinter hemorrhages have been seen witlr no eWdence 
of active infection, and it is presumed that sterile 
emboli from healed vegetations were responsible. 
Sterile emboh w’ere apparently responsible for ti^pical 
Roth s spots in the retinas in another patient (case 6) 
w'ho did not have bacterial endocarditis. 

Petechiae or splinter hemorrhages may occur from 
trauma, for example, in the oral ca\it}" from ill-fitting 
dentures or in the nail beds from injur^^ Reactions to 
drugs, with or witliout thrombocytopenia, may be ac¬ 
companied by hemorrhagic lesions, w'hich, w'hen few 
in number, may suggest bacterial endocarditis. Before 
petechial lesions are attributed to embolism it should 
lie demonstrated that tlie blood coagulation mech¬ 
anism is functioning normally. The hepatic congestion 
of heart failure can be accompanied by a prolonged 
prothrombin time and excessive bleeding. In case 2 
the prolonged prothrombin time w'as attributed to the 
“bishydro.\ycoumarin-hke” effect of aspirin superim¬ 
posed on the impaired hepatic fimction resulting from 
congestion. This increased sensitiidti' of the congested 
liver to bishydroxycoumarin and aspirin is especially 
important, as both of tliese drugs may be given in 
the situation under consideration. Frick attributes 
the bleeding tendency to a direct effect of salicylates 
on capillaries. The thrombosis of tlie great veins w’hich 
occurred in case 2, w'hile an unusual complication, 
occasionally develops with severe heart failure. 

In both cases 1 and 2, old and recent pulmonari' 
emboli were present. This finding is veri^ common in 
patients dying with chronic rheumatic heart disease, 
particularly w’hen atrial fibrillation has e.xisted for an 
appreciable period (cases 4, 15, and 17). Pulmonan.’ 
embohsm wthout accompanying rhemnatic myocardi¬ 
tis w'as a "good diagnosis” in case 1. Tlie history of 
recurrent bouts of pneumonia suggests prexious epi¬ 
sodes of embohsm. If the emboh are small, flie classic 
signs and syunptoms, such as cough, hemopU'sis, fric¬ 
tion rub, and ty'pical x-ray changes, may be absent. As 
the pulmonary vascular tree is progressively occluded 
by embolization, chronic right ventricular failure can 
develop and the slowdy developing puhnonary^ x'ascular 
obstruction may have effects resembling those of 
rheumatic myocarditis. Fever, progressive and un- 



PROBLEM OF FEVER-ROSS ET AL. 


controllable heart failure, and tacliycardia arc some¬ 
times the only manifestations of recurrent pulmonary 
embolism. 

In cases 1 and 2 petechiae and splinter hemorrhages 
w'ere encountered in association with active rheumatic 
carditis. Splenomegaly, another finding often con¬ 
sidered specific for bacterial endocarditis, also occurs 
in patients with iheumatic heart disease in the absence 
of bacterial endocarditis.*' Congestive heart failure or 
splenic infarction explains some, but by no means all, 
of these instances of splenomegaly. In cases 7, 9, and 
15, and in cases reported by others, active rheumatic- 
fever seemed, even at autopsy, to be the sole basis 
for the splenic enlargement. The patient in case 9, a 
19-year-old boy who died with active rheumatic cardi¬ 
tis, also had marked digital clubbing, perionychial 
erythema, and hematuria~all features commonly 
associated with bacterial endocarditis. 

In cases 1 and 2 presented above, rheumatic myo¬ 
carditis simulated bacterial endocarditis. In the case 
(case 14) below, an unusual complication of bacterial 
endocarditis led to the mistaken diagnosis of rheumat¬ 
ic myocarditis. 

Case 14.—An 18-year-old boy had developed fever, malaise, 
and fatigue five months prior to admission. He was admitted to 
anotlier hospital where two blood cultures were positive for 
nonhemolytic streptococci and 47 million units of penicillin 
were administered over a period of 78 days. After discharge, 
the patient did well until rivo weeks prior to readmission, when 
he developed fever and pain in the joints. He was readmitted 
to the same liospital and given a short course of penicillin and 
tetracycline and then transferred to the Johns Hopkins Hospital. 

He was found to have mitral stenosis and regurgitation. He 
was afebrile on admission, tire peripheral leukocyte count was 
9,800 per cubic millimeter, and the erytlirocyte sedimentation 
rate was 21 mm, per liour, A rare erythrocyte was seen in the 
urine, but there was no albuminuria. Eleven blood cultures 
were sterile. On the seventh hospital day the patient awoke 
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combination of fever, leukocytosis, and peri¬ 
cardial friction rub in a patient with rheumatic heart 
disease most often indicates rheumatic pancarditis. In 
this case, however, while lesions of subacute rheumatic 
endocarditis were present at autopsy, the priman^ 
myocardial disease ivas infarction secondar\' to cor¬ 
onary embolism. 

Miscellaneous Causes of Fever 

In nio.st patients with fever and valvular heart 
disease, rheumatic fever, bacterial endocarditis, drug 
fever, or embolism will be found to explain the fever, 
Tliere are, however, several more unusual febrile dis¬ 
orders that deserve consideration in relation to these 
patients. 

Congestive failure is included merely to state that 
per se it probablj' nei'er produces sufficient fever to be 
important in the tj'pe of patient being discussed.** 
Oral temperatures of 99-100 F (37.22-37.78 C) may be 
attributed to congestive failure, but for fever of great¬ 
er magnitude other explanation must be sought. 

Systemic Lupus Erythematosus.~A 44-year-old man 
(case 22) was seen at autopsy to have had systemic 
lupus erythematosus manifested by mitral stenosis, 
fever, clubbed fingers, hematuria, splenomegaly, and 
petechial rash. The clinical diagnosis had been bac¬ 
terial endocarditis, and, although blood cultures were 
negative, he receii-ed treatment for this infection. A 
circulating anticoagulant was present in this patient 
and contributed to petechial and ptlier hemorrhagic 
manifestations. It is important to remember that lupus 
can produce valvular heart disease and that the mani¬ 
festations of acute sj'stemic lupus may simulate bac¬ 
terial endocarditis and rheumatic fever. 

Hemoglobin Pneumonia.—Hemoptysis is a familiar 
event in mitral steno.sis. Rupture of bronchial varices 


w'ith severe precordial pain, which persisted for tliree liours 
and was accompanied by a fall in l)]ood pressure. On tlie fol¬ 
lowing day the temperature rose to 102 F (38.89 C), the 
peripheral leukocyte count ro.se from 7,800 to 27,000 per cubic 
millimeter, and a pericardial friction rub appeared. Electro¬ 
cardiograms showed no significant change from that on the 
admission record. It was felt that this sequence of events was 
best explained by either a coronary embolus or acute rlicuniatic 
myocarditis and pericarditis. Treatment with hydroxy phenyl 
cinchoninic acid (an aspirin-like agent then under investigation) 
was instituted, resulting in tlie prompt fall of the temperature 
and leukocyte count to normal. The patient was discharged, 
essentially asymptomatic to convalesce at home. However, 
heart failure developed after discharge, and he returned after 
one month. 

On readmission he was in severe heart failure. This was in¬ 
terpreted as a manifestation of progressive rheumatic myo¬ 
carditis. He was afebrile on admission, but the temperature 
reached 101.4 F. (38.6 G) on the fifth hospital day and rose 
to approximately this level on each of the next three days. The 
peripheral leukocyte count was 12,000 per cubic millimeter, 
and the erythrocyte sedimentation rate was 7 mm. per houE 
In one of the three urine specimens examined one red blood 
cell was seen, and in others a trace of albumin was noted. Three 
blood cultures were sterile. The patient died after one week m 
the hospital. At autopsy, vegetations containing microscopically 
demonstrable bacteria were found on the mitral valve. There 
were multiple subacute focal infarcts of the right and left 
ventricles and subacute rheumatoid endocarditis. 


is usually responsible; however, repeated massive 
heinoptyses associated vdth elevations of temperature 
may result from extensive rheumatic pneumonia and 
pulmonary' vasculitis. Occasionally the aspiration of 
blood into the lung after a bronchial hemorrhage pro¬ 
duces a clinical picture which may include fever as a 
leading feature. Shaking chills are not infrequent at 
tlie onset. Leukocytosis, elevation of tire sedimentation 
rate, and mild bilirubinemia may be observed. Pro¬ 
nounced apprehension is rather characteristic and 
often develops witliout apparent reason before the 
other signs.*® These attacks are usually nocturnal and 
often follow unusual exertion during die day. 

Hemoglobin pneumonia is a satisfactory term for 
the generalized illness these patients may have. Pa¬ 
tients often have physical and x-ray signs as a result 
of aspiration of blood into the lung, but these are not 
always present. Infiltrations concentrated at the base 
of the right upper lobe overlying the fissure are rom- 
mon, suggesting that tlie laws of ‘ bronchial embolism 
as defined by Brock apply here. Sometimes Ae pul¬ 
monary shadows fan out from each hilum in a butter¬ 
fly” pattern; this may be the result of a concomitant 
pulmonary edema. 



PROBLEM OF FEVER-ROSS EX AL. 


Vol. 165, No. 1 

Tile mechanism of biliriibinemia is not clear, but it 
is probably similar to that responsible for icterus witli 
pulmonary infarction. The jironounced systemic reac¬ 
tions—chills, fever, leukocytosis—may well be a re¬ 
sponse to altered blood in tlie airways. In many of 
tliese cases ver\’ little blood is necessars' to evoke tlie 
reaction, tlius suggesting that lij'persensihAat}’' plays 
a role. Pulmonari’^ infarction obviously can produce 
much tlie same clinical picture and, of course, is fre¬ 
quent in patients with mitral stenosis. Usually, how- 
e\-er, these two disorders can be distinguished from 
each odier. Hemoglobin pneumonia represents a 
discreet entity worthy of consideration. 

A striking case of hemoglobin pneumonia was tliat 
of the patient in case 21, a 39-}'ear-old man s^ith 
mitral stenosis who had been having intermittent at¬ 
tacks of shortness of breath and fever at night for tivo 
years prior to hospital admission. He had been studied 
at tliree different medical centers, and, because of 
fe\'er, tlie diagnosis of endocarditis had been made 
despite the fact tliat all blood cultures were negative. 
He had received 381 million units of penicillin, but the 
attacks continued to occur while he was receiiing 
antibiotie tlierapy. A ri'pical nocturnal episode was 
characterized by apprehension, tachj'cardia, fever to 
103 F (39.44 C), and leukocytosis of 23,500 cells per 
cubic millimeter. Tliis was most likely to follow a day 
of unusual e.vertion. All the signs and sjTnptoms sub¬ 
sided u-ithin 12 hours. Tlie patient had a mitral val¬ 
vulotomy for relief of pulmonary hiTortension and 
when last heard from, one year after operation, re¬ 
ported amelioration of these simiptoms. 

Feocr from Ball-Valve Tumors.—It is not generally 
appreciated that intracardiac tumors and thrombi may 
cause the presenting s)'mptom of fever. One patient 
(case 24), when she was admitted to the hospital, had 
signs of rheumatic mitral stenosis and a low-grade fever. 
The major diagnostic possibilities were rheumatic fever 
and bacterial endocarditis, and both aspirin and peni¬ 
cillin were administered without effect. At autopsy, a 
pedunculated ball-valve thrombus was found in the 
left atrium and there was evidence of botli recent 
and old pulmonary embolism. Fever and signs of 
peripheral embolism were prominent features in two 
other patients (cases 23 and 25) who proved to have 
myxoma of the left atrium urith multiple tumor emboli. 
It seems probable that tlie fever in these patients 
arises in part from the process of embolization. Tire 
combination of fever, heart murmur, and peripheral 
embolism frequently leads to the mistaken diagnosis 
of bacterial endocarditis. At least one similar case of 
fever with auricular tumor has been described.'” 

Comment 

Patients with valvular heart disease and fever pre¬ 
sent difficult problems in differential,diagnosis and 
management. Bacterial endocarditis should properly 
be given first consideration when fever and a heart 
murmur coexist. Without deemphasizing the impor¬ 
tance of bacterial endocarditis, one should also direct 


attention to other conditions which closely simu¬ 
late it. Petechial lesions, splinter hemorrhages, club¬ 
bing of the fingers, and .splenomegaly can appear dur¬ 
ing tlie course of active rheumatic fever. These lesions 
are not specific for bacterial endocarditis. Rlieumatic 
myocarditis may be fatal if untreated. In cases in 
which tlie differentiation betrveen rheumatic acriruty 
and bacterial endocarditis cannot be made udth cer¬ 
tainty and in which the patient is gravely ill, therapy 
probably should be directed at both diseases. 

Johns Hopkins Hospital (5) (Dr. Ross). 
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HEMIPELVECTOMY FOR MALIGNANT DISEASE 

Royce C. Lewis Jr., M.D. 
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William H. Bickel, M.D., Rochester, Minn. 


Though the first successful transiliac amputation or 
hemipelvectomy was done by Girard * in 1895, it has 
been in only comparatively recent years that the mak¬ 
ing of a diagnosis of a malignant neoplasm of the 
bones or soft tissue of the pelvis and upper part of 
the thigh did not almost invariably amount to the 
signing of the patient’s death warrant. The first resec¬ 
tion was attempted in 1891 by Billroth.^ His patient 
died in shock, as did several others on whom resection 
was attempted before Girard performed that first 
successful hemipelvectomy in 1895. As late as 1935, 
Gordon-Taylor and Wiles '* were able to find in the 
literature only 79 reported instances of treatment by 
hemipelvectomy, with 46 operative deatlis. The largest 
single group of cases to date is that reported by Gor¬ 
don-Taylor and Munro ■* in 1952. They presented in¬ 
formation on a total of 64 cases, u'ith 14 deaths, or an 
operative mortality of 22%. It should be pointed out, 
however, that operations were performed in 11 of 
their cases prior to 1940 under conditions somewhat 
less favorable from the standpoint of supportive care 
than tliose enjoyed today. Four of these 11 patients 
died (36%), whereas 10 of 53 patients operated on 
after 1940 died, an operative mortality of only 19%. 

The Series and Operative Mortality 

The first hemipelvectomy at the Mayo Glinic was 
performed in 1943; in 1946, Beck, with one of us 
(W. H. B.),® reported 12 cases in which the operation 
was done at this clinic mth no operative deaths. 
Through December, 1954, tliis series has been ex¬ 
tended to 50 cases in which hemipelvectomy has been 
performed for malignant neoplasms of the pelvis and 
upper part of the thigh, still without an operative 
death. Hemipelvectomy was performed also during 
this time in two cases for intractable, advanced 
osteomyelitis of the innominate bone witli multiple 
draining sinuses. Both of these patients recovered and 
are completely well. These two cases are not included 
in the 50 cases which form the basis of this report. 
Thirteen additional operations have been done but 
are not included in the series because of the brevity 
of follow-up. One of the patients operated on in 1955 
died of pulmonary embolism on die seventh post¬ 
operative day. He had been ambulatory for several 
days prior to his death. This has been the only hos¬ 
pital death in the total of 65 cases in which hemi¬ 
pelvectomy has been done prior to Jan. 1, 1956, at 
the Mayo Clinic. _ 

From the Section of Orthopedic Surgery; Mayo CUnic and 
Mayo Foundation. The Mayo Foundation is a part ot the Grad¬ 
uate School of the University of Minnesota. 


The results of amputating an entire lower ex¬ 
tremity with the corresponding half of the pelvis 
for malignant disease in 50 patients seen be¬ 
fore the end of December, 7 954, are reviewed 
for the purpose of assessing the therapeutic 
value of the operation and identifying the 
factors that affect immediate surgical mortality. 
No hospital deaths occurred, but in 7955 a 
hospital death followed operation. It resulted 
from pulmonary embolism on the seventh post¬ 
operative day. This extremely low mortality is 
ascribed to the relatively short duration of the 
operative procedure (which averaged 2 V 4 
hours), to the general supportive care given to 
the patient, and to the replacement of lost 
blood. A tracheal tube was used by the anes¬ 
thesiologist in every case. The surgeon must 
avoid seeding the wound with tumor cells, and 
transabdominal biopsies of tumors of the os 
coxae during exploratory laparotomy or through 
the incision made at the time of hemipelvectomy 
are strongly condemned. The life expectancy of 
the patient depended on the type of diseases 
that necessitated operation, and the best post¬ 
operative survival rate was in the group of 
patients with chondrosarcoma. 


Explanation for this extremely low mortality lies in 
several factors. Foremost of these is the excellent sup¬ 
portive therapy tendered by the members of the 
section of anesthesiology. Careful attention must be 
given to replacement of the blood lost, and even mild 
shock cannot be tolerated, since in a procedure of the 
magnitude of hemipelvectomy it may rapidly become 
irreversible. A total of 120,500 cc. (about 30 gal.) of 
blood was given to the 50 patients either during or 
immediately after operation, a rough average of 2,410 
cc. (5 pt.) each. The most blood given to any one 
patient was 7,000 cc. and the least 1,000 cc. Levartere- 
nol or ephedrine was given if necessary. A tracheal tube 
was used for all these patients so that respiration 
could be under the direct control of the anesthesi¬ 
ologist at all times. 

Another important factor in maintaining low opera¬ 
tive mortality is the duration of the operative pro¬ 
cedure itself. The average operating time in all 50 
cases was 2Vi hours, with the longest being and 
the shortest 1% hours. In 13 of these cases the operat- 
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ing time was less than two hours, and in only 7 was it 
more than tliree hours. It is obvious that the alarm 
reaction and stress mechanism of the patient are much 
more severelj' ta.\-ed by e.x'tremel}" long procedures, 
even with excellent supportive care; it must be remein- 
bered too that a difference of e\'en one or trvo hours 
makes considerable difference (1) in the total amount 
of anesthetic agent given, (2) usually in the total 
quantity of blood lost, and (3) most certainly in the 
likelihood of postoperative complications. 

Operative Technique 

The operatir'e technique described by King arid 
Steelquist® was followed in most cases, although 
alterations were made as die occasion arose. In cases 
of tumors arising in the buttock, it was oftentimes 
necessarx' to form anterior instead of the standard 
posterior flaps in order to avoid the tumor. In a few 
of the cases in which tumors of die innominate bone 
protruded into the abdomen, a general surgeon 
assisted in die abdominal phase of die operation. 

In all 50 cases, primarx' closure xxnth rubber drains 
of the Penrose tjqie xx'as employed, xx'ith removal of 
die drains in 48 hours. Sex'eral of the stumps xx'ere 
sloxv in healing and drained for a xx'cek or txx'o after 
operation, but in only three instances xx'as healing a 
problem. In one case a large hematoma developed; 
it xvas ex’acuated repeatedl)' but re-formed. Finally, 
the margins of the flap xx^ere opened inferiorly, the 
defect xx'as packed open, and the area xx'as alloxx-ed 
to fill in by granulation. In the txvo other cases the 
margins of the flaps sloughed and skin grafting xx'as 
necessarx' before final healing could be accomplished. 

Injurx' to the genitourinar}' organs occurred in only 
one case, in xx'hich die urethra xx'as lacerated xx'hen 
the pubic bone xx'as remox'ed. The defect in the 
urethra xx'as immediately repaired bj' a urologic 
surgeon xx'ho xvas called in, and, except for the incon- 
x’enience of an indxx'elling catheter xx'hile healing 
took place, no difficulty xvas experienced and no 
sequelae xvere observed. 

Perhaps the most important point in technique is 
emphasized by the fact that in 14 of the 25 patients 
xx'ho hax'e died since operation, and in 2 of the pa¬ 
tients xx’ho are noxv knoxvn to have metastases, seed¬ 
ing of the xx'ound xvith tumor cells xx'as knoxx'n to 
have occurred at the time of operation. This resulted 
from (1) taking of a biopsy specimen through the 
future operatix'e site before hemipelx'ectomy or 
through the operatix'e site at time of hemipelvectomy; 
(2) the necessary remox'al of huge tumors in pieces 
xx'hich made it impossible to avoid some seeding 
xxnth tumor cells, (3) adherence of the tumor to 
vessels, peritoneum, intra-abdominal organs, or tissue, 
such as parts of the sacrum that could not be re¬ 
moved, (4) incomplete removal of a tumor as a pal- 
hatix’e procedure in cases in xvhich it xvas obxnous 
at the time of operation that complete removal xVas 
impossible, and (5) accidental opening of the tumor 
in the course of the operation. 


No patient xx'ho noxx' is Imng and xx'ithout metas¬ 
tases is knoxx'n to hax'e had seeding of the xx'ound 
xvith tumor cells; all patients in xx’hom seeding is 
knoxvn to have occurred have either died or hax-e 
definite ex'idence of recurrence. In one case, trans¬ 
abdominal biopsy of a chondrosarcoma of the ilium 
xx'as carried out elsexx'here, and, though the surgeon 
suspected that seeding had occurred at the time of 
the prex’ious operation, this xx’as not knoxx'n for cer¬ 
tain. This patient, contrarx' to the usual storx’, is lix-ing 
12 months after operation and is xx'ithout knoxx'n 
metastases. 

The removal of tissue from tumors of the innomi¬ 
nate bone for microscopic examination and diagnosis 
at the time of exploratorx' laparotomy is to be de¬ 
plored, as such practice often precludes any chance 
of complete eradication by hemipelx'ectomy later. 
The seriousness of the situation can usually be de¬ 
termined before operation and the patients permis¬ 
sion for radical operation obtained. Then, at operation, 
an approach suitable for biopsx' can be emploj'ed. If 
the frozen section of the tissue remox'ed rex'eals a 
malignancy, definitix'e treatment can be instituted 
immediately and the tissue near the incision used for 
the biopsy can be included in the portion removed. 
In this xvay, seeding the remaining tissues xx'ith tumor 
cells is avoided. 

Duration of S>’mptoms and Surx'ix'al 

From a clinical standpoint, the 50 patients, for the 
most part, presented the sj’mptoms and signs xx'hich 
xx'ould be expected from neoplasms of the peWs for 
xx'hich hemipelx'ectomy xx'as necessarj'. ITie usual 
symptoms xx'ere pain, mass, loss of motion in the hips, 
signs of nerx'e pressure and x'ascular pressure, and 
in some cases dysfunction of the boxx'el or bladder. 

Of much more significance than the ty'pe of sj'mp- 
tom presented, hoxvex'er, xx'as the duration of the 
s)'mptoms. Although some of these neoplasms are 
relatively sloxv groxx'ing and hence might shoxv a good 
incidence of cure—ex'en xx'ith sj'mptoms of relatively 
long duration—for the most part, the shorter the 
time betxveen onset of s)'mptoms and removal of the 
tumor by hemipelvectomy, the better the chances 
of surx'ix'al for the patient. Txvelve of the 18 patients 
xx'ho had had sj'mptoms less than six months at the 
time of operation are still Imng (txvo xvith metastases), 
and 4 of the 6 xx'ho had had sj'mptoms for six months 
to one year are still lix'ing (one xx'ith metastases), 
xvhile only 8 of the 25 patients xx'ho had had sx'mp- 
toms for more than one year have siuvived the present 
folloxv-up periods, and one of these has ex’idence 
of metastases. 

A total of 25 of the original 50 patients xx'ho under- 
xvent hemipelvectomy are still living, though 4 of 
this group have generalized metastases. Discounting 
these four, the folloxv-up interval for these living 
patients ranges from the shortest period of five months 
to the longest of 11 years and eight months. In seven 
cases the folloxv-up period xx'as five years or more; in 
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three it was between four and five years; in one, 
between three and four years, in two, between two 
and three years; in four, between one and two years; 
and in four, less than one year. The four patients with 
generalized metastases were living 22, 13, 6, and 2 
months after operation when follow-up information 
was obtained. 

Of the 25 patients who are dead, 13 did not survive 
the first year following hemipelvectomy, four lived 
one to two years, one lived about three years, five lived 
three to four years, and two lived six years and five 
years and five months, respectively, before dying of 
the neoplasm. 

Selection of Patients for Operation 

With adequate follow-up data now available on 50 
patients, some conclusions may be drawn which 
may help to evaluate the eflScacy of such a radical 
procedure as hemipelvectomy. Certainly the decision 
to recommend a hemipelvectomy must be the result 
of careful weighing of the many aspects by the sui¬ 
table 1.—Survival After Hemipelvectomy, by Type of Lesion 
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are certainly sequelae to be considered and can b( 
disabling when they do occur. The third factor to bi 
considered in elective hemipelvectomy is the tremen 
dous psychic trauma associated with a mutilatint 
procedure of this type. Many patients who can adjus 
to me idea of amputation of a leg are somehov 
unable to accept emotionally the loss of half of thei 
pelvis as well, even though the resulting disabilit 
is almost the same. 

It becomes obvious from the foregoing that carefu 
consideration of each patient is imperative in selectioi 
of cases for hemipelvectomy. Not only must the sur 
geon assure himself to the best of his ability tha 
distant metastases do not exist, but also he must weigl 
the operative mortality, stormy postoperative course 
prolonged convalescence, resultant disability Avitl 
the chance of sequelae, and psychic trauma agains 
the possibility of obtaining a cure by this procedure 
Since most patients will gladly accept the disadvan 
tages for a reasonably good chance of permanen 
eradication of the tumor, consideration of the lilceli 
hood of cure in the different types of tumors i 
pertinent. 


Patients 

Lesions 

Bone tumors 

Chondrosarcoma . 

Ostcopenlc sarcoma . 

Fibroblastic . 

Osteoblastic . 

Chondroblastlc . 

Reticulum-cell saicoma. 

Total bone tumors. 

Soft-tissue tumors 

Fibrosarcoma . 

Liposareoma . 

Miscellaneous . 

Rhabdomyosarcoma . 

Myoflbrosarcoma . 

Xeuroflbrosarcoma . 

Hemangiopericytoma .... 

Malignant mesenchymoma 
Total soft-tissue tumors .. 

Grand total . 

* 1 has metastases. 
t 2 have metastases. 

geon who suggests such a course of action and by the 
patient before deciding to have it done. Aside from 
the immediate danger of loss of life during the pro¬ 
cedure itself, a patient faces, on occasions, a rather 
stormy postoperative period and sometimes a pro¬ 
longed convalescence, especially when any difficulty 
in wound healing is experienced. 

The disability associated with the loss of an entire 
lower extremity is not slight. The patient who has 
been engaged in active physical work is faced with 
the inability to return to this type of work, no matter 
how agile he may become on crutches or with use 
of a prosthetic appliance. Adjustments in his daily 
life must be made because the type of prosthesis 
available leaves much to be desired, particulaidy for 
older and. heavier individuals. .Driving, a-car presents 
problems in some instances. Bowel and bladder dys¬ 
function, wliile not a'prominent problem in our series. 


Survival as Related to the Type of Neoplasm 

From a pathological standpoint, our patients wer 
divided into hvo large groups, namely, those wit! 
primary tumors of bone and those with malignan 
neoplasms of soft-tissue origin. Tumors of 32 patient 
arose from bone. Of these 32'patients, 16 are living 
a]though one has generahzed metastases. These neo 
plasms of bone were of three general histologica 
types: chondrosarcoma, osteogenic sarcoma, an( 
reticulum-cell sarcoma (table 1). 

The largest histological group of bone tumors wa 
that of chondrosarcomas. Of the 22 patients in thi 
group, 13 are living, including the one with general 
ized metastases previously mentioned. Follow-uj 
periods in this group included the longest of 11 year; 
and eight montlis without signs of recurrence, anc 
the shortest of five montlis. Histologically, the chon¬ 
drosarcomas were graded according to the classifica¬ 
tion of Broders, and the malignancy of all except one 
was found to be either grade 1 or 2 (table 2). Of the 
10 patients with grade 1 malignancy, 5 are still living 
of the 11 with grade 2 malignancy, 7 are living. 
patient with the grade 3 chondrosarcoma is livinj 
three years and eight months after operation withou 
signs of recurrence; and one of the patients witi 
grade 2 chondrosarcoma has generalized metastase 
only six months after operation. 

The location of the chondrosarcoma seemed pai 
ticularly significant. The primary site of the chondro 
sarcoma was the femur in 7 of the 22 patients, an: 
only 1 of tlrese 7 has died. This patient, who wa 
treated originally by disarticulation of ffie hi^na: 
a recurrence in the stump involving the ilium. Hemi 
pelvectomy was performed .because of. the recurrena 

one year later. Eight of the 15 patients wth chon 
drosarcomas of the innominate bone have died. 


^-- — - 

Total Llvloff Dead 

22 13* 9 

9 3 6 

1 1 

2 11 

6 15 

1 ... 1 

32 IG 16 

6 16 

0 4f I 

7 4 3 

1 0 1 

2 2 

2 11 

1 1 * 

1 ... 1 

18 9 9 

50 25 25 
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Of the nine patients who liad osteogenic sarcoma, 
only three ha^’e survived (table 1). Histologically, 
all three h'pes of osteogenic sarcoma were repre¬ 
sented in tlie group: one tumor was of the fibroblastic 
tv'pe (grade 2), two were of the osteoblastic tjTpe 
(^ade 3 and grade 4), and si\ were chondroblasdc 
osteogenic sarcomas, two of which were of grade 
2 and four of grade 3 malignancy (table 2). Two of 
the tliree living patients who had osteogenic sarcoma 
had neoplasms of grade 2 malignancy, while the third 
had a tv-pical grade 4 osteoblastic osteogenic sarcoma 
involving the entire upper part of the femur com¬ 
plicated by a patliological fracture. This last patient 
had one of the longest follow-ups in the series (nine 
vears and two montlis) and apparently can be con¬ 
sidered well. 

One primary tumor of bone was a reticulum-cell 
sarcoma wliich involved tlie uppei part of tlie femur, 
die innominate bone, sciatic nen^e, femoral vessels, 
and femoral nen'e. There was massive brawny edema 
of the entire extremity, with exquisite intolerable 
pain resulting from invoh'ement of tlie nerv'e. Hemi- 
pelvectomy was done as a palliative procedure to 
reheve the excruciating pain and remove the greatly 
enlarged useless extremity. Intensive x-ray therapy 
was given to tliis ordinarih' radiosensitive tumor, but 
the patient lived only seven months. Death vv'as due 
to generalized involvement. 

The second large group of neoplasms, the soft- 
hssue tumors, consisted of two main and several mis¬ 
cellaneous tv'pes. There were sLx fibrosarcomas, five 
liposarcomas, and seven in the miscellaneous group. 
Of the IS patients in diis group, 9 were livang at the 
time of follow-up, but 3 of these had evidence of 
generalized metastases (table 1) The longest follow-up 
period in diis group vv'as eight years and four months 
and vv'as for one of die patients vv'itli mvcfibrosarcoma. 
Tlie shortest follovv^-up period was seven months and 
two odiers were less than one year. 

Only one of the six patients vvdth fibrosarcoma is 
livang. This patient, who had a grade 4 neoplasm, is 
living 18 months after operation and does not have 
any signs of recurrence. Of the five patients wadi 
liposarcoma, die one with the lesion of grade 1 and 
all three of the padents with lesions of grade 3 are 
living, aldiough two of the latter have evidence of 
metastases. One of these patients with a grade 3 
liposarcoma had a solitarv' metastatic lesion in die 
lung 16 months after hemipelv'ectomv’. Pneumonec¬ 
tomy was performed on the nght. The patient is living 
nine months after this second operation, and, wdiile 
definite proof of other metastatic lesions cannot be 
demonstrated, it is suspected that such lesions exist. 

The miscellaneous group of soft-tissue tumors is 
listed in table 1. Of the seven patients in this group, 
the two with myofibi osarcoma and one of the tw'o with 
neurofibrosarcoma are living and are without evidence 
of metastases. The jiatient with a hemangiopeiicv'toma 
has evidence of extensive pulmonarj metastases IS 
months after hemipelvectomv. 


From the foregoing, several general impressions 
may be gained. By and large, the greatest percentage 
of survivals for the follow-up period w'as in the group 
of patients having chondrosarcomas. This might be 
expected, since chondrosarcomas are usuallv^ of a lower 
grade of malignancy, and more clearly differentiated 
grossly, vv'hich allovv's greater success in attempts at 
complete removal. Furthermoie, many of the soft- 
tissue tumors occurred relatively high in the buttock 
or groin, making removal of all malignant cells less 
likely, particularlv' wdien these tumors are ordinarily 
poorlv' demarcated. The importance of location of the 
tumor, even among tlie chondrosarcomas, has already 
been pointed out. It is impossible to attach significance 
to surviv’al associated with lesions of different grades 
of malignancy within groups (other than behveen 
groups having characteristically different grades as a 
group), since complete circumstances are not knowm in 


Table 2.—Survital After Hcmipchectomy, by Grade of Mahg- 
naney of the Bone Tumors and Three Soft-Tissue Tumors 


^eopln**Tn 

Chondro«nrcoinft 
(22 cflsc«) .... 

Total 

0«tcoccnic «ircoma (9 ca«e') 

O'tcoMistjc .. 

ChoDdrol»la«tlc 

Total . 

Fl^ro^Q^coIlla . . 

(6 caeo') . . 

Total 

Liposarcoma 
(5 casc>) 

Total 

Ncurofibro'-arcoim 
(2 case") 

Total 

*1 patient ha- metostasc" 
t 2 patients ha\e metnsta«e- 


Patients 

r --^ 

Grade Li\in? Dead 


15 5 

2 4 

3 1 

13 0 

2 1 

3 1 

4 1 

2 1 1 

3 i 

3 6 

2 . 1 

3 . 4 

4 I 

I 5 

1 1 

3 31 

4 1 

4 1 

2 1 

4 1 

1 1 


some cases and the groups are not large enough to 
present statistically v'aluable data. There are instances 
of relativelv' long follow-ups of patients with neo¬ 
plasms of grade 4, wdiei eas patients witli neoplasms of 
grades 1 and 2 of the same histological tvqpe liv'ed only 
a few months. 

Postoperativ'e Discomfort, Use of Prosthesis, Vesical 
and Bowel Dysfimction 

From questioning the 2o survivors, it vv^as leanied 
tliat a lelativ'ely high percentage liav-e experienced 
x'arving degrees of phantom pain. Although this phe¬ 
nomenon is an almost constant finding during the first 
few weeks after operation, the discomfort is usuallv of 
only short duration. Five of the patients stated that 
they had occasional mild pain that seemed to arise 
from the amputated extremity. These episodes had 
occurred periodically throughout the follow-up period. 
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Six otl)ers' c-'a.siified tlieir ciiscomfort as moderate and 
more or less constant, Tlie pain was described as 
severe by four, being so severe in one as to require 
cliordotomy for relief. In only these four cases has the 
pain been severe enough to be disabling per se. There 
were no s\Tnptoms of bowel or bladder dysfunction in 
any of the patients comprising this series with the 
exception of the case mentioned in which chordotomy 
was done because of persistent pain. 

Only two of the patients stated that they routinely 
use a prosthesis, tliough two others mentioned that 
they had tried various prosthetic appliances and had 
found none satisfactory. The remainder of the sur¬ 
vivors have not tried to use a prosthesis, either on 
advice of the limb makei' or because of their own 
disinclination. Many of these patients have felt that 
they fared so well on crutches that they did not be¬ 
lieve that any type of prosthetic appliance could offer 
additional comfort or function. 

The local physician of one of the patients reported 
that the patient became pregnant some months after 
operation, enjoyed a relatively uneventful pregnancy, 
and spontaneously delivered a normal, healthy child. 

It is now three years and eight months since hemi- 
pelvectomy was done on this patient for grade 3 
chondrosarcoma of the upper part of the femur. 

Conclusions 

Oji the basis of 50 cases in which malignant neo¬ 
plasms of the pelvis and upper part of the thigh were 
treated by hemipelvectomy at the Mayo Clinic, the 
following points seem worth stressing: 

1. The chances of survival are definitely improved 
by early recognition and operation soon after dis¬ 
covery of the tumor, 

2. Chances for survival seem much greater in the 
slower-growing neoplasms, but anaplasia per se is not 
a contraindication, since some of the longest survivals 
in the series have been among patients with neoplasms 
of grades 3 and 4. 

3. Location is an important factor in determining 
chances for survival, since tumors that can be removed 
in toto with a wide margin of normal tissue offer tlie 
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best chance of complete eradication. This is best illus- 
tiated by the fact that the percentage of survivors 
amorig those who have had chondrosarcomas occur¬ 
ring in the upper part of the femur was much greater 
than among those who have had chondi'osarcomas 
arising primarily from the innominate bones. 

4. The highest percentage of survivals was in the 
group of patients with chondrosarcoma. This is 
thought to be due to the fact that as a group chon¬ 
drosarcomas are usually of lower grade and are slower 
growing than other neoplasms removed. In addition, 
when they occur in the upper part of the femur, they 
often offer a wider margin of normal tissue and hence 
an ex’cellent chance of cure in this location. 

5. Transabdominal biopsy of tumors of the innomi¬ 
nate bone at the time of exploratory laparotomy and 
biopsy of lesions through the same incision as that 
contemplated for hemipelvectomy are to be sti'ongly 
condemned, since the chances for complete eradica¬ 
tion are materially lessened because the procedures 
almost invariably allow seeding of the remaining tissue 
with tumor cells. 

6. Operative mortality can be greatly lessened by 
careful supportive therapy, including meticulous re¬ 
placement of blood, and by maintenance of a minimal 
operating time. 
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The Return of the Patient.-Every doctor is interested in rehabilitation. That is what he me^s 
by the word “cure.” By that term he means tiie relief of symptoms, the restoration of 
and the return of the patient to his job, to his family, and to the 
In the case of appendicitis, staple fracture or pneumonia, the doctor can 

that has pointed the way to surgeons. It is an , hatmel to^heir fellow men.- 

JfinUU Journal of the InUtnattooal College of 

Surgeons, September, 1956. 
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PREDNISONE AND PREDNISOLONE THERAPY IN RHEUMATOID ARTHRITIS 

CLINICAL EVALUATION, WITH EMPHASIS ON GASTROINTESTINAL MANIFESTATIONS IN ONE HUNTIRED FIFTY- 
SLX PATIENTS OBSERATID FOR PERIODS OF FOUR TO FOURTEEN MONTHS 

Bertrand L. Stolzer, M.D., James H. Barr Jr., M.D., Carl H. Etsenbeis Jr., M.D., Richard L. Wechsler, M.D. 

and 

Harr}’ M. Margolis, M.D., Pittshurgli 


Si.\- }'cars of e.xpericnce ^\’ith corticotropin (ACTH) 
and adrenal cortical steroids in the management of 
rheumatoid arthritis has reemphasized the importance 
of a basic tlierapeutic program, which includes ade¬ 
quate rest, physical therapy, salicylates, relief from 
various t}’pes of physical and emotional stress, anal¬ 
gesia and sedation.’ 

In a clinic to which persons with more advanced 
rheumatoid artliritis and those w'lio -re more seriously 
ill are referred, conservative management, even dili¬ 
gently applied, may not suffice. Sustained progression 
of the rheumatoid process, increasing incapacity' of 
the indis'idual, and pressing socioeconomic need for 
earliest functional rehabih'tation may force the clini¬ 
cian to add an adrenal cortical steroid to the basic 
tlierapeutic regimen. 

In our prdctice the steroids ha\’e not been used as 
substitutes for tlie basic program of management, 
but rather as a supplementary' measure. Although 
our emphasis in this presentation is on the clinical 
evaluation of the steroid effect, the common de¬ 
nominator of tlierapy was, in all instances, a relatively 
uniform program of general measures. 

Prednisone and prednisolone, employ'ed in the 
management of rheumatoid arthritis for nearly tivo 
y'ears, liave demonstrated the value of their anti¬ 
phlogistic effect in this disease.' By clinical appraisal, 
the antirheumatic potency of prednisone, per milli¬ 
gram, generally averages four times that of hy'dro- 
cortisone.’’ With amelioration of the manifestations 
of the disease, there is often increased functional 
capacity' of the individual. Undesirable phy'siological 
effects have, however, been noted with prednisone as 
with cortisone and hydrocortisone.'* 

We are, therefore, attempting an appraisal of the 
I'alue of prednisone by' evaluating our e.xperience in 
156 patients wth rheumatoid arthritis in whom pred¬ 
nisone (or prednisolone) was employ'ed in an office 
and hospital practice from December, 1954, to the 
time of writing. We hoped that our data miglit shed 
some light on the following questions: ^^dlat is the 
indication for the use of this steroid? What is the 
optimal dosage? What positive tlierapeutic effects may 
be expected? ^^^^at undesirable effects may' be antici- 


From tlie Department of Medicine, School of Medicine, Uni¬ 
versity of Pittsburgh, and the Saint Margaret Memorial and 
Montefiore hospitals. 


Rheumatoid arthritis was treated in 156 pa¬ 
tients by oral administration of either predni¬ 
sone or prednisolone. The initial dosage 
ranged from 10 to 40 mg. per day, given in 
divided doses at approximately six-hour in¬ 
tervals. In most patients, 10 mg. or less per day 
sufficed for maintenance. Therapy was con¬ 
tinued for periods ranging from 4 to 14 months. 
Observations showed general improvement in 
the patients by subjective and objective criteria,- 
functional capacity was increased, and 38 of 
the 59 adult male patients were enabled either 
to return to work or to continue their work 
status. Side-effects of these drugs were, in 
general, not disturbing, but the incidence of 
gastrointestinal complaints increased from 11 
to 21 Ye. Peptic ulcers appeared in some pa¬ 
tients in whom the roentgenograms had not 
shown such lesions before treatment. Among 
five patients who developed complications of 
peptic ulcer, three developed hemorrhages and 
two suffered perforations. Because these com¬ 
plications offset somewhat the undeniable bene¬ 
fits of the prednisone and prednisolone to 
arthritic patients, there is urgent need for the 
development of drugs that will be equally effec¬ 
tive and less marred by side-effects. 


pated? Wiat measures may' be taken to prevent or 
manage the undesirable effects which develop? \ATiat 
conclusions are justified wth regard to the place of 
tliese steroids in tlie management of rheumatoid 
arthritis? 

Composition of Clinical Material 

Prednisone was administered chiefly to patients with 
far-advanced, severe, but potentially rex'ersible rheu¬ 
matoid artliritis. Others were patients w'ith early', 
milder, but unequivocal rheumatoid arthritis, in whom 
functional rehabilitation, which was a pressing neces¬ 
sity', could not be achieved by a fair trial of conserx'a- 
tive measures alone. 

Sixty' patients were male; 96 were female. The ages 
ranged from 9 to 79 y’ears. The majority' of the pa¬ 
tients (7l9o), were between 40 and 60 years of. age. 
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In 46% of the cases, the duration of the arthritis was 
from 3 to 15 years. Twenty-seven i^er cent of the pa¬ 
tients had had their disease over 15 years. 

Six per cent of the patients were in stage 1 of their 
disease, according to the Steinbrocker classification.’ 
Twenty-four per cent were in stage 2, 52% in stage 3, 
and 18% in stage 4. Prior to the institution of predni- 


judged by composite evaluations of improvement in 
subjective and objective manifestations, general con¬ 
stitutional reaction, and the usual routine laboratoiy 
data. The next was the improvement in functional 
capacity of the individual. The third was the ability 
of the 59 adult male patients to either return to worl 
or continue their work status. 



Figure 1 presents an evaluation of the activity of the 
disease, relating the patients status prior to treatmeni 
with his status on prednisone therapy. The degree oi 
severit)'^ is graded from 1 to 4, in increasing order ol 
severitJ^ Prior to therapy, no patient was considered 
to have disease of grade 1 severity. During therapy 
20 patients were so classified. Eighty-nine patients 
(57% of the total group) improved at least one grade 
with prednisone therapy. 

Figure 2 shows the functional classification before 
and during therapy, according to Steinbrocker anc 
others,’ with severity of impairment classed from 1 to 4 
Before treatment with prednisone there were no pa¬ 
tients in class 1; during therapy 26 patients moved into 
tliis classification. Prior to therapy, eight patients were 
considered to have class 4 impairment; tliat is, they 
were partially or totally dependent upon others foi 
basic activities of daily living. With therapy, only 
three remained in this classification. Sixty-four pa- 


Fig. 1.—Activity of rheumatoid arthritis, graded from 1 to 4, 
in increasing order of severity. Unstippled area shows number 
of patients in wJiom improvement witli prednisone was suffi¬ 
cient to justify a lower grading. 

sone therapy, 63% of the patients were taking either 
cortisone or hydrocortisone. Seventeen per cent were 
receiving salicylates, and 20% were receiving phenyl¬ 
butazone (Butazolidin) or chrysotherapy, with un¬ 
satisfactory response. 

Mode of Administration 

In tlie majority of the patients (94% of the group) 
the initial dosage ranged from 10 to 40 mg. of predni¬ 
sone or prednisolone per day^, given in divided doses 
at approximately six-hour intervals. In 49% of the 
group the dosage range Avas 10 to 20 mg. daily. In 
five cases, dosages of 60 to 90 mg. daily' were admin¬ 
istered for periods of less than a week. The dosage 
was then adjusted according to the particular requiie- 
ments of the patient. For maintenance theiapy, 10 mg. 
or less of the drug per day' was used in the majoiity of 
patients. At the time of analysis of our results, the 
duration of therapy ranged from 4 to 14 months. 
Eighty-two per cent of the patients have been observed 
while on prednisone therapy for- at least an 8-month 
period and 66% over a 10-month peiio.d. 

Results of Therapy 

The results of therapy were evaluated from three 
points of view. The first was grading of the over-all 
improvement in the total activity of the disease as 


DURING PREDNISONE THERAPY 



Pig. 2.—Effect of prednisone therapy on functional capacit; 
(classification according to Steinbrocker and co-workers ’). Un 
stippled area shows number of patients in whom improvemen 
with prednisone was sufficient to justify a lower classificatior 

tients (41%), represented in the unstippled area ii 
figure 2, improved sufficiently with prednisone t( 
justify a higher functional classification. 

An analysis of the work status of the 59 adult mal 
natients included in this study is represented in figur' 
3 which indicates that 9 of the 30 patients who wer. 
not working at the start of therapy returned to wori 




Vol. 165, No. 1 


BHEUMATIC ARTHRITIS-STOLZER EX AL. 


15 


some time during the course of treatment ^\'ith predni¬ 
sone Tire 29 patients who were working maintained 
this status, although several of these e.xperienced short 
periods of unemployment resulting from temporarj' 
flares of rheumatoid actmtj'. 

Undesirable Effects of Therapy 

Nearly all of our patients receiwng prednisone ex¬ 
hibited some manifestations of adrenal cortical hj^er- 
function (Cushing’s sjmdrome), such as moon facies, 
buffalo obesity, increased appetite, insomnia, striae, 
and ecchymoses. The severity of these signs was gen¬ 
erally proportional to dosage of prednisone and/or 
duration of therapy. In general, these manifestations 
were tolerated by the patient as a nuisance of relative 
unimportance. Edema and elevation of blood pressure 
were notably rare. This was in contrast to our prexdous 
experience with equivalent doses of hydrocortisone, 
when water retention was evident in the majority of 
instances. 

The most disturbing side-effects noted were those 
referable to the digestive tract. Dj'spepsia, referring to 
indigestion, heartburn, epigastric distress, or sour 
eructations (symptoms simulating those of peptic ul¬ 
cer), occurred in 25% of our patients before predni¬ 
sone therap)'. After the institution of tlierapy, 48% 
e.xhibited dyspepsia of some degree. Considering only 
those patients wath moderate to severe dyspepsia, it 
was again demonstrated that under therapy a twofold 
increase deN’eloped in the number of patients \vith this 
degree of gastrointesHnal difRculh’ (11% before; 21% 
during therapy). 

X-rays of the upper gastrointestinal tract were ob¬ 
tained in 43 patients who e.xhibited severe or per¬ 
sistent d)'spepsia during treatment. Findings in 32 of 
these were normal. In three cases a diagnosis of hxqjer- 
trophic gastritis was made, but no evidence of ulcera¬ 
tion was noted. In one patient a scarred duodenal cap, 
without an ulcer niche, was demonstrated. 

In four patients, two of whom were male, duodenal 
ulcers were seen. In one of these an x-ray of the 
gastrointestinal tract made prior to therapy had 
been normal. All four developed disturbing d)'spepsia 
after administration of the steroid, in a dosage ranging 
from 10 to 20 mg. per day, for a period of 4 to 10 
months. 

Three female patients were noted to have a gastric 
ulcer on gastrointestinal x-rays made three to four 
months after prednisone tlierapy was begun and while 
they were receiving a dosage ranging from 6 to 10 mg. 
per day. In one of the three an x-ray of the gastroin¬ 
testinal tract made prior to therapy had been normal. 
All three had mild dyspepsia prior to therapy, and in 
two of the three the distress increased markedly with 
the addition of prednisone. 

Five patients developed complications of peptic 
ulcer. Three of these, who were taking from 10 to 
25 mg. of prednisone per day, developed hemorrhage; 


in tlie other two the ulcers perforated. One patient 
wnth a history' of gastrointestinal bleeding four years 
prexdously while on phenylbutazone therapy, who 
failed to adhere to a prescribed ulcer regimen, de¬ 
veloped gastric hemorrhage during the third month 
of prednisone therapy. The second patient, a woman 
with severe rheumatoid arthritis who was obese, 
hx'pertensive, and plethoric, and who had been on 
corticotropin or hydrocortisone medication for years, 
died from gastrointestinal hemorrhage during the 
seventh month of therapy. The third patient, who 
developed a bleeding ulcer during the second month 
of treatment, required a subtotal gastric resection. 
Two patients, receixing 10 and 15 mg. of prednisone 
per day, respectively, developed perforations of 
duodenal ulcers 3 months and 12 months after the 
institution of therapy. These were successfully repaired 
surgically. In one of these patients .x-rays of the gastro¬ 
intestinal tract made prior to therapy had been normal. 
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Fig. 3.—Gainful eniplo}’nient status of 39 male patients. 


Despite exadences of peptic ulceration, in 11 of the 
12 patients described above it became necessary to 
resume prednisone therapy. This xvas combined xvith a 
strict ulcer regimen and xx'as xx'ell tolerated. In addi¬ 
tion, there xvere txvo patients xvith a diagnosis of pep¬ 
tic ulcer made many years before in xvhom prednisone 
therapy xx'as instituted, combined xxfth an ulcer pro¬ 
gram. Txvo other patients, one of xx'hom had been 
receixong cortisone, e.xhibited gastric ulcer on .x-rays 
of the upper gastrointestinal tract made prior to the 
institution of prednisone therapy. Gastric resection 
xvas performed in one of these cases before institution 
of therapy. 

Effect on Gastric Secretion 

Impressed xvith the relatively high incidence of 
dyspepsia, xve undertook a study in xvhich gastric 
analyses (xxdth use of^xvald’s test meal),'including 
pH and free and total acid measmrements,- xvere per- 




16 


rheumatic ARTHRITIS-STOLZER et al. 


formed on 6 rheumatoid arthritics before and after 
prednisone tiierapy and on 10 rheumatoid patients 
after institution of therapy with prednisone. 

In five of the six cases studied, there was an increase 
in free and total acidity, with a drop in pH values. 
Although statistically significant, this increase was 
not to values as high as those usually observed in 
patients with ulcer. Moreover, even though prednisone 
increased gastric acidity in most cases, there was no 
consistent correlation between this increased acidity 
and the presence of peptic ulcer. The latter was asso¬ 
ciated in some instances with a normal range of free 
hydrochloric acid or with relatively slight increases. 
The experience of Kammerer and Rivelis “ was quite 
similar to our oum. 

Effect on Glucose Tolerance 

In three patients previously aglycosuric, marked 
glycosuria and hyperglycemia developed. Two of these 
patients require insulin at present. In six other pa¬ 
tients in whom either decreased glucose tolerance or 
overt glycosuria and hyperglycemia were present prior 
to therapy, the administration of prednisone was fol¬ 
lowed by the appearance of glycosuria or an increase 
in the insulin requirement. 

Two patients developed fractures while on predni¬ 
sone tlierapy. In one patient a fractured femur ap¬ 
peared after severe trauma- In the other, a severe 
degree of osteoporosis, present for many years, possi¬ 
bly contributed to the fracture which developed after 
mild trauma. The latter patient had been receiving 
steroids for years prior to the institution of predni¬ 
sone therapy and had had a prolonged period of 
immobilization in bed prior to ambulation with 
crutches. 

Deatlis 

In the entire group of 156 patients, there were 3 
deatlis. One patient died of bile duct cancer, another 
of generalized vasculitis with involvement of die 
mesenteric vessels and perforation of the colon, and 
the third from a bleeding peptic ulcer. 

Comment 

Our present evaluation of the efiEect of prednisone 
in rheumatoid arthritis confirms our earlier impres¬ 
sions regarding its effectiveness in lessening the acti¬ 
vity of diis disease, thereby improving the functional 
capacity of the individual. If it is remembered that 
the majority of our patients had relatively far ad¬ 
vanced, severe forms of the disease, and that most 
of them had been receiving hydrocortisone ineffectual¬ 
ly prior to substitution of prednisone, then the restora¬ 
tion and maintenance of some degree of functional 
integrity of the individual for periods of 4 to 14 mondis 
represents an impressive accomplishment. Fifty-seven 
per cent of the patients had a measurable decrease in 
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total severity of the disease. Forty-one per cent had 
measurable improvement in functional capacity, and 
9 out of 30 male patients who were not working re¬ 
turned to work through the effect of prednisone. 

lA^ith wider experience and with increasing effort to 
ward off undesirable effects of the steroid, we found it 
expedient to reduce the dosage of prednisone in the 
majority of patients to a maintenance level of 10 mg. 
per day or less. To be sure, the fullest degree of func¬ 
tional restoration was not achieved, but, witli less 
exposure to hypercortisonism, the long-continued ad¬ 
ministration of the steroid demanded by the chronicity 
of this disease may be facilitated. 

Minor side-effects noted in the majority of patients 
were not disturbing. Most patients \vith salt and water 
retention resulting from hydrocortisone lost tlie edema 
or the degree of fluid retention decreased markedly 
when prednisone was substituted, with actual im¬ 
provement in functional capacity of the individual. 
The rare instances of fluid retention during predni¬ 
sone therapy could be readily controlled by restriction 
of salt in tire diet."’' 

Gastrointestinal complications constituted tire most 
disturbing undesirable effects of tlrerapy. Since pre¬ 
treatment gastrointestinal x-rays were not obtained 
routinely, we are unable to draw conclusions concern¬ 
ing tire development of peptic ulcer with prednisone. 
Peptic ulcer was demonstrated, however, during treat¬ 
ment with prednisone in 7 of 43 patients in whom 
gastrointestinal x-rays were obtained because of the 
severity of symptoms. Gastric hemorrhage or perfora¬ 
tion of an ulcer developed in five additional cases. 

It is of practical interest that in all of our pa¬ 
tients who developed dyspepsia while on predni¬ 
sone therapy, and in tire four patients witlr a history 
of previous ulcer, administration of an aluminum 
hydroxide gel preparation and a diet incorporated in 
an ulcer regimen, generally combined witlr some re¬ 
duction in the dosage of prednisone, appeared to 
relieve digestive symptoms, 

A similar program of dietary and antacid medica¬ 
tion permitted the continuation of prednisone medica¬ 
tion, which was indispensable in all four patients 
with duodenal ulcer, in the three female patients 
with gastric ulcer, in two of the three patients who 
had bleeding peptic ulcers and in the two patients 
who had perforation of their ulcers. Without the 
steroid three of these patients were bedridden and 
unable to care for any of their most basic needs. With 
reinstitution of prednisone therapy in a dosage of 
15, 10, and 5 mg. daily, respectively, one patient 
became ambulatory, the other could get around with 
the aid of crutches, and the third maintains a wheel¬ 
chair existence. In all such cases, tlie absolute neces 
sity for reinstituting prednisone therapy seemed to 
justify the potential risk involved. On this regimen 
the patients , were not only free of dyspepsia but the 
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gastrointestinal x-ia>'s became normal and have re¬ 
mained so. This suggests that, when it is absolutely 
essential, prednisone therapy may be continued with 
some reduction in dosage, but definitely vWth a strict 
ulcer regimen. 

The appearance of glycosuria or an increase in 
severity of e.xisting diabetes was noted in nine of our 
patients. In general, adherence to a diabetic regimen, 
or reduction in the dosage of prednisone, managed the 
situation. 

Conclusions 

As evaluated in a series of 156 patients with rheuma¬ 
toid arthritis, prednisone appeared to be an effective 
agent in suppressing rheumatoid activity and in im- 
pro\ing tlie functional capacity of the individual. In 
general, side-effects of therapy were not disturbing. 
However, disturbing gastrointestinal symptoms and 
signs did appear. Definite peptic ulcer was noted in 
7 of 43 patients vdth dyspepsia in v-hom gastrointesti¬ 
nal x-rays were made because of digesti\-e distress. In 
five additional patients either gastric hemorrhage or 
perforation of an ulcer developed. 

Wffien absolutely essential for maintenance of the 
patient’s functional capacity or his self-sufficiency, it 
may be possible to continue administration of predni¬ 
sone even in the face of peptic ulcer, if a strict ulcer 
regimen, including diet, antacids, and antispasmodics, 
is administered concomitanth'. In the final analysis, 
evaluation of any gis’en therapeutic program in 
rheumatoid arthritis requires indMdualization of 
therapy and follow-up of patients over a period of 
many years. 

The enforced resort to steroids for the management 
of rheumatoid arthritis, despite the occurrence of 
side-effects, including peptic ulcer with its inherently 
serious complications, emphasizes the urgency for the 


development of more effective agents for patients in 
whom nothing else provides adequate improvement of 
disability. 

500 Penn .\ve. (22) (Dr. Stolzer). 

This study was aided by a grant from the Anne L. and 
George H. Clapp Charitable and Educational Trust to the 
Western Pennsylvania Chapter of the Arthritis and Rhemnatism 
Foundation. 

The prednisone and prednisolone used in this study were 
supplied as Meticorten and Medcortelone by the Schering Cor¬ 
poration, Bloomfield, N. J., and as Deltra and Hydeltra by the 
Sharp & Dohme Corporation, Philadelphia. 
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Priestley in the United States.—The home of Joseph Priestley has been acquired and is being 
restored to its original appearance by the Borough of Northumberland, Pennsylvania, U. S. A. 
This house, started in 1795 and completed in 1797, and otvned for many years by the Priestley 
family, was purchased in 1920 by the Pennsylvania State UniversiW and presented this year 
(1956) to Northumberland. The liome is of Georgian architecture, is in fine condition, and oc¬ 
cupies an acre of landscaped ground near the Susquehanna River. Under the direction of the 
Priestley Memorial Association, the wadow’s walk, kitchen and laboratorj'^ are being restored 
to their original apearance and the rooms refurnished wdth American furniture of about 
1800. The Association desires to gather all obtainable information on Priestley and on his 
American home. It would like to receive reprints of articles bearing on his work, and it wel¬ 
comes correspondence wuth anyone interested in this matter; xusitors are welcome. Correspond¬ 
ents should write to Mr. Lexvis K. Rich, 464 Front Street, Northumberland, Pennsylx'ania. The 
Dixrsion of History' of Chemistry of the American Chemical Society is cooperating xvith the 
Priestley Memorial Association in the restoration of Priestley’s laboratorx\ To this end a com¬ 
mittee including Sidney Edelstein, Claude K. Deischer and Wjmdham Miles (chairman) has 
been constituted. 'The committee xvishes to locate apparatus of Priestley’s American period, 
xxfith the view of acquiring them or having replicas made. It xvelcomes correspondence xxdth 
anyone knoxving the xvhereabouts of apparatus, and xvith scholars interested in this project; 
correspondence should be addressed to Dr. WjTidham Miles, Edgexx’ood, Maryland.—Nexx's 
and Views, Nature, Nov. 24, 1956. 
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ZOXAZOLAMINE AND/OR CHLORPROMAZINE FOE MUSCLE SPASM 

James W. Gibson, M.D., Seymour S. Bluestone, M.D. 

and 

Edward W. Lowman, M.D., New York 


It is well recognized that involuntary muscle spasm 
IS one of the most disturbing sequelae in cases of 
injuries of the siiinal cord which have produced trans- 
N^erse myelopathy. At the Institute of Physical Medi¬ 
cine and Rehabilitation of the New York Universifv- 
Belle\aie Medical Center, spasticity has been found to 
be the major deterrent to the physical rehabilitation of 
a large number of quadriplegics and paraplegics. 

Cooper ’ has pointed out the great usefulness of sub¬ 
arachnoid alcohol block for the relief of spasticity in 
paraplegia. Like other destructive neurosurgical pro¬ 
cedures for eliminating spasm, this is irreversible. For 
this reason, a drug which would relieve spasticity rvith- 
out jeopardizing return of motor function would be 
of inestimable value. 

Recently, zoxazolamine (Flexin) has been shown to 
produce a flaccid paralysis of the limb musculature of 
animals.* Chlorpromazine (Thorazine) hydrochloride 
is said to act as a skeletal muscle relaxant.® Amols ' 
states tlrat zoxazolamine is a mild muscle relaxant for 
spastic conditions and that this effect is markedly in¬ 
creased by combination with chlorpromazine. He 
found that this combination of zoxazolamine with small 
doses of chlorpromazine afforded the best therapy as 
a centrally active muscle relaxant. Smith and asso¬ 
ciates “ found zoxazolamine to be 85% effective in re¬ 
lieving muscle spasm in rheumatoid disease where the 
major disability was due to stiffness and aching. Abra- 
hamsen and Baird “ administered zoxazolamine to 28 
children witlr tire spastic form of cerebral palsy and in 
every instance found a decrease of muscle tone on 
passive flexion. Rodriquez-Gomez and associates’ in 
a similar study found that 14 of 18 patients with spas¬ 
ticity resulting from injuries of' the spinal cord showed 
objective relief of spasticity. 

Method of Study 

In view of the encouraging reports cited above, a 
clinical evaluation of these drugs was initiated at the 
Institute of Physical Medicine and Rehabilitation. In 
a double-blind study, patients with spasm ranging from 
moderate to severe were given zoxazolamine or zoxa¬ 
zolamine placebo and chlorpromazine or chlorproma¬ 
zine placebo in different combinations and dosages. 
Tire drugs were ordered by code and at no time did 
any of the reporting personnel know the drug com¬ 
binations tlie patients were receiving. We felt that the 
only practical means of evaluating the merit of an 
antispasm medication was to assess clinically both its 
subjective and its objective effect on the patient. Daily 

Fiom the Institute of Physical Medicine and Rehabilitation, 
New York University-Bellevue Medical Center. 


Eight patients who had skeletal muscle spas- 
ticities due to spinal cord injuries received 
various combinations of four drugs, (JJ zoxo- ' 
zolamine, 12) a placebo resembling zoxazola- 
mine, (3) chlorpromazine, and (4) a placebo ! 
resembling chlorpromazine. Each patient's status 
with respect to muscular spasticities was eval- ! 
uafed objectively by observers who, like the 
patient himself, did not know which combination 
of drugs he was receiving at a given time. The 
dosages used were 500 to 1,000 mg. of zoxa¬ 
zolamine and 25 to 50 mg. of chlorpromazine, 
all given four times a day, and were sufficient 
to cause some side-effects (drowsiness, nausea) 
in six of the eight patients. These dosages did 
not, however, have any consistent effect on 
muscular spasticity in this series of patients. 


reports (table 1} were submitted by tlie patient, his 
resident physician, his nurse, his full-time or part-time 
attendant, physical therapists, occupational therapists, 
and instructors in activities of daily living. Personnel 
■were assigned to each patient on a permanent basis for 
the duration of the study. 


Table l.—Stiidi/ of Spasms and Spasticity 


Patient. 


_Hour. 


General performance 
in activity (cheek one) 



Vnlv . 
















Severity of spasms 



. 



Severe. 



Comments (e.R., almost tell out of chair, could not ambulate because 
of spasms, patient’s emotional status, alertness, etc.) 


To be completed daily for each patient by supervisor of each activity 
for which he is scheduled. If patient is absent, please so indicate. 
Reports to be turned in to department heads daily. 


Report of Cases 

Eight patients were included in the study regarding 
the effect of zoxazolamine and/or chlorpromazine in 
ameliorating skeletal muscle spasticity due to spinal 
cord injuries. 

Case L-Tiiis 22-year-okI male student suffered a rertebrai 
fracture dislocation of T-10 and T-11 in an automobile accident 
on May 13, 1954. At laminectomy the spinal cord was found 
to be three-Qiiarters transected. The patient was admitted to the 
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Instihite of Physical Medicine and Rehabilitation on Jan. 3, 
1956 and was found to have complete motor and sensory loss 
below the level of the 10th thoracic dermatome. There was 
moderate spasticity of botli lower extremities which interfered 
with ambulation in braces. 

Taule 2..—Drugs aiu/ Dosage (Case 1)” 

Piitp Siilc-Eflects 

1556 


5/17 

500 mg. zoxazolamine placebo 

25 mg. chlorpromazine 


5/23 

500 mg. zoxazolamine 

Dizzy, drowsy 

5/31 

25 mg- chlorpromazine 

1,000 mg. zoxazolamine 

Dizzy, drowsy 

25 mg. chlorpromazine 
.500 mg. zoxazolamine placebo 

“Fccl« better” 

6/ 4 

25 mg. chlorpromazine 

1,000 mg. zoxazolamine placebo 


6/ 6 

25 mg. chlorpromazine placebo 


6/12 

.500 mg. zoxazolamine placebo 


6/24 

Home 


• Xo decrease in «pa<iu; all dnii:?: given 1 time? a 

day. 

C.ASE 

2.—This 33-vear-old man sustained 

a vertebral fracture- 

dislocation in an automobile accident on Jan. 28, 1955. He xvas 
admitted to the Institute of Phvsical Medicine and Rehabilita- 

tion on 

March 24, 1955, xntli severe spasticity of all four ex- 

tremities which virtually' prohibited all efforts at rehabilitation. 


Table 3.—Drugs and Dosage (Case 2)° 

Date 


Side-Effects 

im 



5 17 

-VD mg. zoxazolamine 


5/23 

25 mg. chlorpromazine 

1,000 mg. zoxazolamine placebo 


50 mg. chlorpromazine 


5'31 

1,000 ing. zoxazolamine 



50 mg, chlorpromazine 


6/ 1 

1 , 0(10 ing. zoxazolamine 

Drowsy, heart 

6/ 4 

50 mg. chlorpromazine 

tmrn, malaise, 

“oat of sorts” 

6/ 5 

750 mg. zoxazolamine placebo 


o'! ing. chlorpromazine 

Drowsy 

6/ 6 

50 mg. chlorpromazine placebo 

Bright 

6'11 

50 mg. chlorpromazine placebo 

Weak, tired 

6 12 

7.50 mg. zoxazolamine 



50 mg. chlorpromazine placebo 

Nauseated 

6/13 

750 mg. zoxazolamine 

Still nauseated 

6/14 

50 mg. chlorpromazine placebo 


G/15 

Cut all drugs 

No nausea 

6, IS 

Off study 

e 

6/23 

Intrathecal alcohol wash done, with 



relief of spasms in torso and lower 
extremities 


* No decrcaj-e in >iia*-m; nil drugts given 4 times 

a day. 


Case 3.—This 44-year-old man had pain in his back on 
Aug. 10, 1953, followed by paraplegia at a level of tlie 10th 
thoracic vertebra. Laminectomy revealed a large epidural abscess 
which was evacuated. There then developed muscle spasm 
below the level of the injury of such severity as to produce 
dislocation of the right hip. The following surgical procedures 
were subsequently' performed for relief of pain and spasm; (1) 
Jan. 6, 1954, bilateral obturator neurectomy; (2) Nov. 30, 1954, 
right femoral nen’e crush and partial section of right psoas; 
(3) Dec. 9, 1954, sectioning of the anterior and posterior roots 
of T-10 and T-11 and of the anterior roots of T-12 and L-1 
and L-2; (4) Feb. 1, 1956, anterior rhizotomy from L-2 to L-5; 
(5) March 30, 1956, spinotlialamic tractotomy; (6) April 16, 
1956, posterior rhizotomy from T-9 to L-2, right. Despite 
these multiple surgical procedures, when the patient was ad¬ 
mitted to the Institute of Phy'sical Medicine and Rehabilitation 
on May 1, 1956, severe spasm in both lower extremities con¬ 
tinued to impede rehabilitation. 

Case 4.—This 40-year-old man sustained a spinal cord injury 
in an automobile accident July 19, 1954, with resultant quadri- 
plegia at the level of the fifth cervical vertebra. He was ad¬ 


mitted to the Institute of Physical Medicine and Rehabilitation 
on March 16, 1956, and spasms were found to be severe in all 
four extremities and tnink. There was normal range of motion 
on tliose occasions when the spasm could be broken through. 
Spasticity was so severe as to preclude attempts at rehabilitation. 


Tahle 4.—Drugs and Dosage (Case 3)° 


Date 

1956 


Side-Effects 

5/17 

500 ing. zoxazolamine 


5/23 

1,000 mg. zoxazolamine 

Nausea 

5/23 

Xo drugs 

Nausea subsides 

5/31 

750 mg. zoxazolamine placebo 


C/12 

750 mg. zoxazolamine 


6/14 

Off study 



* So decrease in spa^m; all drugs given 4 times a day. 

Case 5.—This 22-year-old male college student sustained a 
paraplegia at the level of the second thoracic vertebra after a 
bullet injury' to tlie spinal cord in September, 1955. He was ad¬ 
mitted to the Institute of Phy'sical Medicine and Rehabilitation 
on March 20, 1956. Moderate spasticity' of the lower extremities 
interfered with bracing and with transfer actix'ities. 


Table 5.—Drugs and Dosage (Case 4)” 


Date 


Side-Effects 

1956 

5/17 

500 mg. zoxazolamine placebo 


5/23 

25 ing. chlorpromazine 

1,000 mg zoxazolamine 


5/31 

25 mg. chlorpromazine 

2,000 mg. zoxazolamine placebo 


6/ C 

25 mg chlorpromazine 

1,000 mg. zoxazolamine 


6/12 

25 mg. chiorpromaziDe 

1,000 mg. zoxazolamine 

Sleepy, nausea 

6/12 

25 rag. chlorpromazine 

1,000 mg. zoxazolamine 

Epigastric distress, 


25 mg. chlorpromazine 

nausea, sleepy, short 

6/13 

1,000 mg. zoxazolamine placebo 

of breath 

Nausea disappears 

6/20 

25 mg. chlorpromazine 

1,000 mg. zoxazolamine 

7/24 

25 mg. chlorpromazine 

Home—refused alcohol wash 



* No decreaye In all drugs given i times a day. 

Case 6.—This 45->ear-oId steeI-foundr>' worker e.\perienced 
the sudden onset of severe interscapular pain on Oct. 8, 1955, 
followed shortly by quadriplegia. Laminectomy disclosed a pro¬ 
truded inlerv’ertebral disk compressing the spinal cord between 

Taule 6.—Drugs and Dosage (Case 5)^ 

Date 

1956 

6/26 1,000 rag. zoxazolamine 

0/30 1,000 ing. zoxazolamine 

25 mg. chlorpromazine 
7/ 1 1,000 mg. zoxazolamine placebo 

25 mg. chlorpromazine placebo 
7/ 6 1,000 mg. zoxazolamine 

25 mg chlorpromazine placebo 
7/14 OEf study 


Xo decrease in spasm; no side-effects; all drugs given 4 times a day. 

C-7 and T-1. Spasticity was marked in the trunk and botb 
low'er extremities upon admission to the Institute of Physical 
Medicine and Rehabilitation on April 10, 1956. It w'as impos¬ 
sible for therapists to overcome the spasm. 

Case /.—This 65-year-oId housewife noted the onset of an 
unsteady gait at the age of 50. This was followed by progres. 
sive weakness and spasms of both low'er extremities. Upon ad- 
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Dll to 
in.V) 
r>/iv 

5/Sl 
0/ (i 
r./i3 
T/ 1 
7/14 


Tadle 7.—Drugs and Dosage (Case 


Side-Effects 


500 iiiK. zoxiizolmninc 
25 iiiK. phlorpromnzino 
500 init. zoxiizolamiiie plitcctio 
25 init, cliloi'protmizinc 
1,000 pijt. zoxnzolniiiim' 

25 iiiK. I'hloipioiniizinc 
1,000 niK, zoxazoliiinlue 

25 intt. clilorproinazino plaootio 
1,000 iPK. zoxazolnminc placcho 
25 niK. cliloriiromnzinc placolio 


Dizzy, sleepy 


1,000 mfr. zoxazolamine 
25 init. chlorproimizlric placelio 
Intnitlieeiil iilcoliol wasli lioiio, ivKIi relief 
of spasms in lower extremities 


* Xo ilecrease In simsm; all ilrups Kiven 4 times a day. 


mi.ssion to the In.stitutc of Pliy.sical Metlicine and Reliabilitation 
on April 7, 1956, the neurological findings were tltosc of de¬ 
generative p,vrainidaJ tract di.vea.ve compatihh with a diagnosis 
of innltiple sclerosis. 


tient with multiple sclerosis benefited (table 10) from 
the administration of zoxazolamine and cblorproina- 
zine. The results reported here indicate that zoxazoli. 
mine and/or chlorpromazine are not effective in 
ameliorating skeletal muscle spasticity due to spinal 
cord injuries. 

400 E. 34th St. (16). 


Table 9.—Drugs and Dosage (Case S)® 

Side-Effects 

5/17 500 me. zoxazolamine 

25 imr. chlorpromazine 

.5/23 l.OTO im?. zoxazolamine Nausea, dizziness 

2j mu. chlorpromazine 
5/28 1,000 mg. zoxazolamine plneeho 

25 mg. chlorpromazine 
C/ 6 1,000 mg. zoxazolamine 

0/ 7 OIT study 


' No ilccrcase in spa'^m; all drugs given 4 times a day. 


Taule \Q.—Frcquencij and Severity of Spasm with Drug Combinations Used 



Ouse No. 

Disiiliility 

Zoxiizdliitiiim* iiiid 

Zoxiizolinnhie and 

Zoxnzolniniiie Placebo 

Zoxazolamine Placebo and 


Ohlorpromnzhie 
ri'0(|Ui'uc.v uitd Severity 

Chlorproniuzine Plneeho 
Freouoncy and Severity 

and Chlorpromazine 
PrcQucncy and Severity 

Chlorpromazine Placebo 
Frequency and Severity 

1.. 


.. Trmimiitie luiniiilogiu 

I'lieliiiiiged 

Drug eomhiiiiitlon.s 
not used 

Unchiingcd 

Unchanged 

2.. 


.. Tnuiiiiutic (jaiiilri/iieglii 

riU'Iniiigeil 

Unchanged 

Unchimged 

UneJninged 

3.. 


.. Knidurul ulisccss with 
imrui'legiu 

Uiieliiiiigei! 

Drug eoinhinntions 
not used 

Unchanged 

Drug eomblnatlons 
not used 

4.. 


.. Trmiinutie fiuiKlriiilcgiii 

Unchnngotl 

Drug eomhhiatlons 
not used 

Unchanged 

Drug combinations 
not used 

5.. 


.. Truumutic piiniiilogiu 

Unehiingod 

Unchanged 

Dnig eoinbinatioDS 
not u.sed 

Unchanged 

6.. 


.. Qtiiulriplogiii lifter .‘•'iilfiiil 
eord pressure 

l/iiehiiiigod 

Unolmiiged 

UDchangcd 

Unchanged 

7.. 


.. Multiple .scloro.sis 

Decreased 

Decreased 

Unchanged 

Unchanged 

8.. 


.. Coroliroviisouluv uceident 
right lieiiilplegiu 

I'nelmnged 

Drug eomblDatloDs 
not used 

Unchanged 

Drug comhinatlons 
not used 


Table 8.—Drugs and Dosage (Case 7)” 


Date 

195G 


Effect on Spasm 

5/17 

500 mg. zoxazolamine idaceho 

2.5 ing. chlorpromnzinc 

No change 

5/23 

500 mg. zoxazohimiue 

25 mg. chlorpromazine 

Slight reduction 

5/31 

1,000 mg. zoxazolamine placeho 

25 mg. chlorpromazine 

S|iiism worse 

0/ 6 

1,000 mg. zoxazolamine placebo 

25 mg. chlorpromazine placelio 

No change 

0/12 

500 mg. zoxazolamine 

25 mg. cliloi'iiromaz.lne placeho 

Slight reduction 

0/21 

Home 



' No si<le-ellects; ail drugs given I times n day. 

Case 8.— This 41-yc;ir-oId woman sustained a right hemi¬ 
plegia in March, 1953. For many years prior to this, she had 
been hypertensive. At the time of her admission to the Institute 
of Pliy.sical Medicine and Rehahilitation on April 30, 1956, there 
was severe spasm in the right upper and lower extremities 
which markedly limited rehabilitation efforts. 

Summary and Conclusions 

A clinical study, in wdiich the double-blind method 
was used, was conducted to evaluate the effectiveness 
of zoxazolamine, zo.vazolamine placebo, chloipioma- 
7 ,ine, and chlorpromazine placebo in various combina¬ 
tions and dosages for the relief of spasticity. Among 
eight patients studied (six quadriplegics and para¬ 
plegics, one multiple sclerotic, and one hemiplegic as 
a result of a cerebrovascular accident), only the pa- 


The zo.vazolamine n.sed in this study was supplied as Fle.vir 
by McNeil Laboratories, Inc., Philadelphia, and the chlorproma¬ 
zine was supplied as Thorazine by Smith, Kline & Frencl 
Laboratories, Philadelphia. 
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SEGAL’S TUBELESS GASTRIC ANALYSIS ^VYIIL AZURE A RESIN COMPOUND 

A SIMPLE PROCEDURE FOR SCREENING INDPV'IDUALS WITH ACHLORHYDRIA 
IN A GASTRIC CANCER DETECTION PROGRAM 

Vance Fentress, M.D. 

and 

David J. Sandweiss, M.D,, Detroit 


Patients nnth achlorhydria, the so-called gastric can¬ 
cer precursor group,' can be identified with a high 
degree of reliability by tlie simple method of tubeless 
gastric analysis devised by Segal and co-workers," using 
orally administered azure A resin compound. This 
compound, ingested oral!)', colors the urine blue or 
blue-green if free hydrochloric acid is present in the 
stomach at tlie time of the test. We have found that, of 
100 subjects who had been demonstrated by one or 
more intubation procedures to have achlorhydria, 95 
showed anacidiW by tliis simple tubeless metliod and 
that, of tire 34 patients with proved pernicious anemia 
in tlris group, all showed anacidity by tire tubeless 
technique. The significance of this finding is that this 
tubeless method of gastric analysis offers a simple pro¬ 
cedure for screening persons with achlorhr'dria in 
cancer-detection centers, hospitals, outpatient depart¬ 
ments, and doctors’ offices. Once achlorhydria is de¬ 
tected, one may tlien institute periodically such otlier 
well-known e.xaminations for the diagnosis of early 
asrauptomatic gastric cancer as \'-ray, gastroscopj’, and 
c\-toiog>', which are not now practicable for use on 
a wide-spread, rovrtine basis in the general popula¬ 
tion. 

The azure A resin comiround consists of a highly 
purified carboxylic acid cation-e.xchange resin (Amber- 
lite XE-96), in which a specific number of hj-drogen 
cations have been replaced by azure A d\ e cations. In 
the presence of dilute hydrochloric acid, the process 
is reversed and the azure A cations are displaced by 
tlie hydrogen cations of the free hydrochloric acid. A 
significant quantity of azure A is displaced in hydro¬ 
chloric acid solutions with a pH lower than 3, with 
ma.ximum displacement at a pH of 1.5." Tlie azure A 
dye, so released, is then absorbed in the small intestine 
and e.xcreted in the urine, coloring it blue or blue- 
green. 

The azure A resin compound was first introduced b)' 
Segal, Miller, and Plumb, in 1955," as an improvement 
over the tubeless method of gastric analysis with qui¬ 
nine carbacryhc resin, which Segal and liis associates 
employed previously." Similar encouraging results were 
then reported by us ^ and by McGowan and Stanley,® 
Galambos and Kirsner," Sievers and Gieselman,® and 
Bolt.® Our present study deals xvith the series of 100 
subjects with achlorhydria referred to above. 


From the Department of Internal Medicine, Harper Hospital. 


Patients with achlorhydria and hypochlor- 
hydria show a much greater disposition to 
gastric cancer. Further, the early detection of 
pernicious anemia presents a problem because 
of the plethora of proprietary hemafinics. As an 
aid to cancer detection, the tubeless method of 
determining free hydrochloric acid in the 
stomach removes many of the previous incon¬ 
veniences which have discouraged widespread 
use of this screening test. However, pyloric ob¬ 
struction, impairment of small intestinal absorp¬ 
tion, hepatic disease, and impairment of renal 
function may interfere with the accuracy of the 
test. 


Method 

Alter at least an eight-hour fast, the patient swal¬ 
lowed a Levin tube, and a fasting gastric aspiration was 
obtained. Three hundred cubic centimeters of 5% 
alcohol was then administered into the stomach via 
the Lexin tube, and gastric specimens were obtained 
at 15-minute interx'als for a period of one horn". Each 
specimen was titrated for free and total acid by the 
usual routine method, witli use of Topfer’s reagent and 
phenolphthalein as indicators. If free hydrochloric acid 
was absent, 1 mg. of histamine phosphate was injected 
subcutaneously, and txvo additional specimens were 
aspirated 15 and 30 minutes after the injection of hista¬ 
mine. These specimens were similarly titrated for free 
and total acid. ThirW minutes after the administration 
of liistamine the Lexon tube xx'as remox'ed xvithout 
aspirating the stomach completelj'. The patient then 
x’oided, and this specimen xvas identified as the control 
urine. The patient xx’as tlien gix'en 2 Gm. of azure A 
resin compound orally xvith 150 cc. of xx'ater. At times 
an additional 50 to 75 cc. of xvater xvas allowed, to as¬ 
sure the ingestion of all of the insoluble azure A com¬ 
pound. Two hours later, the patient x'oided again and 
this specimen xvas identified as the test urine. This pro¬ 
cedure xx'as foUoxved for 79 of the 100 subjects. These 
79 patients included 31 xx'ith pernicious anemia. 

The remaining 21 subjects comprised patients xx'ho 
xx'^ere knoxxm to have achlorhydria by previous intuba- 
-tion'Studies.-Only‘three in this group-xvere "patients 
xxith pernicious anemia. These 21 patients were not 
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subjected again to a gastric analysis by intubation on 
the morning of tlie azure A test. These patients re¬ 
ported witli empty stomachs, and, after voiding the 
eonti'ol urine, they were given 1 mg, of iiistamine phos¬ 
phate subcutaneously. Immediately thereafter, the 
azure A resin compound was administered as de¬ 
scribed above; the test urine was collected two hours 
later. 

Two standard solutions of azure A were employed 
for color comparison, those containing 0.3 and 0,6 mg. 
The fonner was prepared by the addition of 0.3 mg. 
of azure A dye to 300 cc, of distilled water and the 
latter by the addition of 0.6 mg. of the dye to 300 cc. 
of distilled water. Aliquots of 10 cc. of the respective 
standard solutions were then poured into test tubes, 
and these two standard solutions were used for color 
comparison. 

The control and the test urine specimens of each 
subject were diluted with water to a volume of 300 
cc. Aliquots of 10 cc. of each diluted urine specimen 
were poured into test tubes, and each specimen was 
acidified with 1 drop of 18% hydrochloric acid. The 


Results of Azure A Tests »i 100 Patients Found by 

Intubation 

Technique to Have Achlorhydria 



Patients, Xcgft. IJoraorllno Posh 
Total No. tive* Positive! tivet 

Correlation 
of Tiro 
Tests. Co 

Piiticnti! with 
liornicioii.s nnemin... 

34 .34 

100 

Patients without 
pernicious nnemlii... 

.... on 01 s 2 

02 

Total . 

.... 100 O.’i 3 2 

P.'» 

*Xo change la color or color lc,«s tliaa O.S-mtr. stnaditrcl solution of 


nmre A. 

1 Color equal to or more intense than 0,3-mi;. .standard but less intense 
than o.(i-inp. standard solution. 

J Color equal to or more intense than O.O-mtr. standard solution. 

test tubes wei’e then heated in a bath of boiling 
water for a period of 10 minutes, after which they 
were allowed to cool slowly to room temperature. The 
color of the two urine specimens were then compared 
witli tire colors of die two standard azure A solutions. 

It might be added that the 100 subjects in this series 
comprise a selected group of patients—selected, in that 
they failed to show free hydrochloric acid during one 
or several intubation tests. We concentrated on sub¬ 
jects with achlorhydria, because we were particularly 
interested in determining whetlier the azure A resin 
compound test is sufficiently accurate to warrant its 
use in die screening of subjects widi achlorhydria, in 
whom the incidence of gastric cancer is high. 

We excluded from this study patients known to have 
pyloric obstruction, impairment of small intestinal ab¬ 
sorption, hepatic disease, or impairment of lenal func¬ 
tion and patients with urinary retention, since these 
conditions might interfere with the accuracy of the 
azure A test. 

Interpretation of Results 

In interpretation of the results, if the test urine speci¬ 
men developed a blue color equal to or more intense 
than that of the 0.6-mg. standard solution, the test was 
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interpreted as positive, i.e., as showing that the subier 
has secreted free gastric hydrochloric acid. If the tel 
urine specimen developed a blue color ranging in 
tensity from that of the 0.3-mg. standard to less tha 
that of the 0.6-mg. standard, the test was interprete 
as positive, but borderline, i.e., as showing that tli 
subject did secrete free gastric hydrochloric acid h\ 
that it was probably of low hydrochloric acid concei 
tration. If the test urine specimen failed to develop 
blue color or developed a bluish color of less inter 
sity than that of the 0.3-mg. standard, the test was ii 
terpreted as negative, i. e., as showing that the patiei 
did not secrete free hydrochloric acid at the time of tl 
azure A test. These interpretations were employed I 
us in our previous study of 114 patients, in each i 
whom both the intubation method of gastric analys 
and the tubeless azure A method were employed du 
ing the same morning.* We found 95% accuracy wil 
the tubeless method, when the results were compare 
with those of the intubation technique. 

Results 

Details of the results are given in the table. It w 
be noted that the azure A test was negative in each 
the 34 patients with pernicious anemia, a cofreIati< 
of 100%. Of the 66 patients without pernicious anew 
who were found to have achlorhydria on one or mo 
intubation tests, 61 showed negative azure A tests, 
correlation of 92%. Three patients showed positive b' 
borderline tests, and two showed definitely positi' 
azure A tests. In three of these five patients both fl 
intubation and tubeless tests were repeated with sir 
ilar discrepancy in the results. Of the 5 patients : 
whose specimens free hydrochloric acid was shown ' 
be present on azure A tests, 3 were among the 79 c 
whom the two tests were performed during the san 
morning (4% failure of correlation) and 2 were amon 
the 21 on whom the hvo tests were performed durin 
different days (10% failure of correlation). Of the toh 
series of 100 subjects whose specimens failed to sho^ 
free hydrochloric acid when tested by the intubatio 
technique, 95 failed to show hydrochloric acid seer 
tion on the azure A test, giving an over-all correlatk 
of 95%. 

Comment 

The 34 patients with proved pernicious anemia de 
nitely had ti'ue achlorhydria. In this group of patieni 
the azure A tests were all negative, a correlation 
100%. It is unlikely, however, that the 66 patients wit 
out pernicious anemia all had achlorhydria, since it 
well known that failure to find free hydrochloric ac 
in one or two series of fractional gastric analyses do 
not necessarily prove true achlorhydria, even thoui 
effective doses of histamine are used. This might e 
plain the positive results on the azure A test in five 
die patients. These five patients might well be four 
to be acid secretors on repeated intubation tests, 1 
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was tlie case with several patients not included in this 
series. Consideration should also be given to a pos¬ 
sible displacement of tlie azure A cations by hydrogen 
cations of the acid contents of the small intestine; this 
might account for an occasional positive azure A test 
among patients who have true gastric achlorhydria. 
Tliis might also e.vplain the voiding of blue-colored 
urine for a day or two after the azure A test, which 
occurred even among some of our patients with per¬ 
nicious anemia. 

As stated above, the 66 subjects without pernicious 
anemia, although they failed to show free hydro¬ 
chloric acid on one or tsvo intubation tests, do not 
necessarily have true achlorhydria. The same can be 
said for those whose specimens failed to show hydro¬ 
chloric acid on the azure A test. In fact, we question 
whether the azure A test can be depended upon for 
a diagnosis of true aclilorhydria, especially since the 
azure A cations are displaced by the hydrogen cations 
at a pH of only 3.“ To prove true achlorhydria, pa¬ 
tients would have to be subjected to repeated intuba¬ 
tion studies, employing also other gastric secretorj’’ 
stimulants besides alcohol and histamine.'" Also, it 
would be essential to determine the pH values for each 
of the gastric specimens studied."” No doubt a num¬ 
ber of these 66 subjects would be found to be acid se- 
cretors if such procedures were employed. We did not 
consider such a program essential for tlie present study, 
however, because we were interested primarily in de¬ 
termining the degree of correlation between the azure 
A test and the intubation test, which is generally in 
use, and in determining whether the azure A test is 
sufficiently accurate to warrant its use in a gastric can¬ 
cer detection program in the screening of patients with 
both achlorhydria and hjqiochlorhydria, since each 
group has a greater disposition to gastric cancer. If it 
is assumed, as we believe that it can be assumed, that 
most of these 66 subjects who were shown to have 
achlorhydria by intubation tests have either achlorhy¬ 
dria or hypochlorhydria, then, indeed the 61 individ¬ 
uals with negative results and the 3 with borderline 
results on the azure A test are those who should be 
screened for subsequent careful and thorough study. 

The greater disposition of patients with achlor- 
hydia and hypochlorhydria to gastric cancer is well 
known. Recently Hitchcock and co-workers ' reported 
that the incidence of gastric cancer in this group is 5.2 
times higher than would be expected in a similar age 
group in the general population. These authors em¬ 
ployed the intubation method of gastric analysis, em¬ 
ploying histamine as the gastric secretorj' stimulant. 
The even greater disposition of patients with perni¬ 
cious anemia to gastric cancer is also w'ell known. The 
same authors reported that, in patients with pernicious 
anemia, the incidence was 18.3 times higher. Other 
studies indicate that gastric cancer is found once in 
each 100 patients with gastric anacidity; in patients 
with pernicious anemia, the incidence of gastric cancer 
may be as high as 3 to 5 per 100 patients examined.” 


Depending on tlie sample selected, Zamcheck and co¬ 
workers '■ found that die frequency of gastric cancer 
among patients with pernicious anemia varied from 
less than 1% to more than ll^o. It might be added that 
the early detection of pernicious anemia also presents 
a problem now’adays because of the plethora of pro¬ 
prietary' hematinics, which mask many cases of per¬ 
nicious anemia. 

The great inconvenience of and the time required 
by the intubafa'on method of gastric analysis have dis¬ 
couraged the test’s widespread use as a screening de¬ 
vice for identifying patients w'ith achlorhy’dria. With 
the tubeless method, these deterrents are absent The 
follow’ing condirions, how’ever, may' interfere w'ith the 
accuracy of the azure A test: pyloric obstruction, im¬ 
pairment of small intestinal absorption, hepatic disease, 
and impairment of renal function. 

Of course, it is w’ell know’n that gastric cancer occurs 
also among individuals with normal v'alues of free gas¬ 
tric hy'drochloric acid. We are of tlie opinion, how'ever, 
that an aggressiv’e program of cancer detection among 
persons with achlorhydria and hypochlorhy'dria, in 
w’hom the incidence of gastric cancer is high, would 
certainly be a step in die right direction. As a &st step 
in this program, it is recommended that the azure A 
tubeless method of gastric analv'sis be instituted as a 
routine screening procedure in cancer-detection cen¬ 
ters, hospitals, outpatient departments, and physicians’ 
offices. Once achlorhydria or hy'pochlorhydria is de¬ 
tected, the patients may then be subjected regularly 
to the other well-know'n e.vaminations for the detection 
of early asymptomatic gastric cancer, such as x-ray', 
gastroscopy', and cy-tology'. Such a program is now in 
operation in the outpatient department at Harper 
Hospital, Detroit, for all patients 40 y'ears of age and 
older. 

Summarv 

One hundred subjects found to have achlorhy'dria by 
the intubation method of gastric analy'sis W'ere subject¬ 
ed to Segal’s tubeless method of gastric analy'sis, with 
use of the orally administered azure A resin compound, 
which colors the urine blue or blue-green when free 
hydrochloric acid is present in the stomach. Alcohol 
and histamine phosphate w'ere used as the gastric 
secretory stimulants. Thirty-four of the subjects were 
patients with proved pernicious anemia. Seventy-nine 
of the patients were subjected to the two tests during 
the same morning and 21 patients on different morn¬ 
ings. 

Of the 34 patients with pernicious anemia, all showed 
negative results on the azure A test—a correlation of 
100%. Of the 66 subjects without pernicious anemia, 61 
showed negative results on the azure A test— a correla¬ 
tion of 92%. Three patients showed positive but bor¬ 
derline results, and two patients had definitely posi¬ 
tive results. Of the 5 patients who failed to show 
correlation between the two tests, 3 were among the 79 
patients on whom the two tests w'ere performed during 
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the same morning (4% failure of correlation) and 2 were 
among die 21 patients on ivliom the two tests were per¬ 
formed on different da)'s (10% failure of correlation). 
Of the total 100 subjects, 95 show'ed negative results 
on the azure A test-an over-all correlation of 95%. 

Our data indicate that Segals tubeless method of 
gastric analysis with azure A resin is sufficiently ac¬ 
curate to warrant its use in screening patients for 
achlorh)'dria and hj'pochlorhydria, in whom the in¬ 
cidence of gastric cancer is known to be high. Once 
these conditions are detected, the other well-known 
examinations for the detection of early asymptomatic 
gasti-ic cancer, such as x-ray, gastroscopy, and cytology, 
which are not now practicable for use on a widespread 
routine basis in the general population, may then be 
instituted and used periodically. 

15201 W. McNicliols ltd. (35) (Dr. Sandwciss). 

The azure A re.sin compound used in tliis .study wa.s .sup¬ 
plied by E. It. Squibb and Sons, l^cw York. 
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SOLOX INTOXICATION 


William J. Hammack, M.D., Birmingham, Ala. 


Severe hypoglycemia from any cause is a grave 
medical emergency because of the rapidity with which 
irreversible cerebral damage or death may ensue. It 
is, thus, of the utmost importance to diagnose and treat 
this condition correctly and rapidly. Solox smoke 
intoxication is a relatively common cause for protound 
hypoglycemia, but the condition frequently appears 
under circumstances tending to obidate the recognition 
of that hypoglycemia. Solox is the trade name for a 
shellac solvent made according to the following for¬ 
mula: pure ethyl alcohol, 100 gal.; denatured grade 
xvood alcohol, 5 gal.; gasoline, 1 gal; ediyl acetate, 
undenatured, 1 gal; metliyl isobutyl ketone, 1 gal 
BroNvn and Harvey ’ in 1941 reported six patients who 
were brought to Johns Hopkins Hospital in hypo 

From tbc Department of Medicine, University of Alabama 
Medical College, and Medical Seri-ice, Veterans Administration 
Hospital. 


Solox is the trade name for a shellac and 
paint solvent consisting primarily of ethyl alco¬ 
hol and methanol. The clinical picture of Solox 
intoxication, by ingestion, is coma, a foul chem¬ 
ical odor fo the breath (similar to wood alcohol 
with a superimposed, sweetish, acefone-iike 
overtone), acidosis, and, of particular im¬ 
portance, hypoglycemia. There is a peculiar 
extensor rigidity of the extremities, apparently 
correlated with the hypoglycemia. Therapy is 
usually toward correcting the acidosis, allewaf- 
ing the hypoglycemia, preventing complicofions, 
ond giving supportive care. Recovery is com¬ 
plete if death does not intervene. 
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<»]\-cem)c coma after drinking wliat \\’as believed to be 
a liquid paint remover. Tucker and Porter' reported 
four similar cases in 1942 and stated, “It is well knoum 
that a preparation sold under the name of ‘Solo.x’ is 
widelj' used in the Richmond (Va.) area as a bever¬ 
age.” Bennett ^ has obser\-ed Solo.v indica¬ 
tion to be a frequent occurrence in the south¬ 
ern states. 

Tlie exact number of patients brought to a 
hospital with Solo.x into.xication cannot be 
obtained. A historx' is usually not available, 
and the frequent emergency treatment of al¬ 
coholism with intra%'enous injection of hyper¬ 
tonic dextrose solution may alleviate the 
InTpogh'cemia. Because this disorder is not 
widely recognized, most of these indiriduals 
are treated only in the emergency Avards and 
are never admitted to the hospital. 

Selection of Patients 

This study consists of patients seen in the 
admission rooms or admitted to tlie wards of 
both the Universit}' Hospital and the Veter¬ 
ans Administration Hospital, Birmingham, 

Ala., from 1946 to 1956. Thirty-six patients 
eitlier gave a histon' of drinking Solox or pre¬ 
sented a clinical picture tsTpical enough to be 
diagnosed as such. All but four of tliese were 
Negroes, and the majorih' had been chronic 
alcoholics for several years. The purpose of 
this paper is to present and discuss die effects 
of Solox into.xication in these patients and to 
emphasize the hs'poglycemia which is fre¬ 
quently present. Se\’ere acidosis, methanol 
poisoning, or hApoglycemia necessitated hos¬ 
pitalization of many of these patients, and 
death was a frequent occurrence. It was con¬ 
sidered likely that 15 other patients had con¬ 
sumed this mixture, but tlie data w’ere not 
conclusive enough to merit their inclusion in 
this series. The figure presents certain clinical 
and laboraton.' findings of these patients. 

Clinical Picture 

An immediate history is seldom obtained 
from these patients because they are usualh' 
comatose. History obtained subsequently 
from relatives or friends reveals that chronic 
alcoholism has usually been present, rvith a 
degree of malnutrition and stan'ation com¬ 
patible w'ith the extent of the alcoholic de¬ 
bauch. Solox intoxication and acute ethanol 
into.xication are so similar that verx' few pa¬ 
tients are brought to the attention of physi¬ 
cians unless coma or other complications 
occur which necessitate emergency care. Oc¬ 
casionally, when the patient is conscious, he may com¬ 
plain of blurred vision, intense cramping abdominal 
pain, and burning of the eyes. The abdominal pain is 
often relieved by intrax'enously administered hATper- 
tonic dextrose solution. The odor of the breath is char- 


acterisdc, but it is difficult to describe. There is a foul, 
chemical odor, similar to wood alcohol, Axith a super¬ 
imposed, sweetish, acetone-like OA^ertone. It is distinctly 
different from, and should not be confused Axatb, the 
acetone odor of diabetic acidosis. 


On physical examination tlie blood pressure and 
pulse are usually normal unless an injuiy has been 
sustained. Tlie respirations may be deep and rapid or 
shalloAv imd depressed, depending on the state of 
narcosis. Desiiite laboratoiy exadence of sex ere acido- 
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sis, some patients have normal respirations, but during 
1 ecovery a transient period of hyperpnea may develop. 
The neurological picture is bizarre and changes during 
the coiiise of the illness. There is often extreme irri¬ 
tability of the central nervous system as manifested 
by mania and convulsions in the less comatose patients. 
The pupils are usually widely dilated and fixed; 
anisocoria ma>' also be present. The importance of 
the possibility of inriacranial injury becomes evident, 
and tin's must be excluded by skull films, neuro¬ 
logical e.xamination, and careful observation during 
the into.xicated phase. The gag and cough refle.xes are 
frequently diminished so that aspiration of vomitus 
occurs. Generalized flaccidity may be.observed, with 
no deep tendon reflexes obtainable; however, this 
may alternate with extensor rigidity of the extremities 
if hypoglycemia is j)resent. The response to pain is 
diminished over the entire body. Pathological refle.xes 
may or may not be present. Bilateral Babinski reflexes 
have been observed to re\'ert to normal as recovery 
occurs. 

Examination of the lung fields often reveals evidence 
of pneumonitis. In such instances, numerous rales are 
heard on auscultation, and tliey simulate acute pul¬ 
monary edema. Digitalization may become necessary 
as a precautionary measure because acute cardiac 
decompensation frequently cannot be excluded clini¬ 
cally. This picture is also seen in other hydrocarbon 
ingestions such as. gasoline, kerosene, and petroleum 
oils. Laborator)' evidence of a mild to severe acidosis 
usually is present, with a carbon dioxide-combining 
power much lou'er than the clinical picture would • 
suggest. Tlie blood sugar level may be normal or 
markedly decreased, with concentrations as low as 
13 to 17 mg. per 100 cc. The extensor rigidity of the 
extremities is apparently correlated \rith tlie h>q) 0 - 
glycemia. Blood ketones have been observed to be 
60 times normal, with blood lactate 8 times normal 
during the acute intoxication phase. Acetonuria has 
been present in many of these patients, but never as 
marked as in diabetes mellitus. Despite the bizarre 
neurological picture, tlie cerebi'ospinal fluid findings 
are not remarkable; however, no lumbar punctures 
were made during the hypoglycemic phase. 

The course of the illness is variable and depends 
upon the individual response to the relatively small 
amount of methanol, and to other complications such 
as trauma, aspiration of vomitus, and intercurrent 
disease. Most of these patients are never seen at a 
hospital and presumably recover without treatment. 
Death is infrequent in patients who are treated 
promptly, but chronic mental and physical degenera¬ 
tion may accompany repeated episodes of intoxica¬ 
tion. 

Pathological Findings 

Ten autopsies have been performed at the Univer- 

silv hospital on patients believed to have ingeste 

Soiox prior to death. Chemical tests, when performed, 
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have demonstrated ethanol and methanol in all tissues 
especially the brain, kidneys, and liver. Fatty change 
of tlje liver, generalized congestion of all organs, and 
pulmonary and cerebral edema have been the most 
frequent findings at autopsy. Three patients have 
shown pancreatic hemorrhages, but these changes 
could not be correlated with the hypoglycemic picture, 
as blood sugar determinations were not done prior 
to death. The pathological changes represent those 
found with combined ethanol and methanol intoxica¬ 
tion but give no insight into the mechanism of the 
hypoglycemia. 

Treatment 

Therapy has usually been directed toward correcting 
the acidosis, alleviating the hypoglycemia, preventing 
complications, and giving supportive care. Sodium 
lactate solution has been used intravenously with suc¬ 
cess for the acidosis. As a high blood lactate level 
has been noted during the acute phase, it may be 
better to use a 2% solution of sodium bicarbonate. Hy¬ 
pertonic dextrose solution given intravenously at 
4-to-6-hour intervals for the first 24 hours will usually 
correct and prevent a recurrence of the hypoglycemia. 
Patients should be observed carefully for 24 hours 
after ingestion of Soiox because of die frequent re¬ 
currence of the hypoglycemia at any time during this 
period.'* Mfitli prompt diagnosis and treatment, tlie 
death rate declines {see figure). Pneumonia has been 
a frequent complication, and it is advisable to use 
antibiotics prophylactically and to do a bronchoscopy, 
if aspiration has occurred. Intravenous therapy with 
levarterenol or otlier pressor agents may become neces¬ 
sary, but usually shock is associated only with con¬ 
current injuries. 

Comment 

Soiox intoxication is seen rather frequently in large 
city hospitals. The clinical picture is so variable that 
the diagnosis may not be made unless the syndrome is 
remembered each time a comatose alcoholic is seen. 
Coma, chemical odor to the breath, hypoglycemia, 
extensor rigidity of the extremities, unequal deep 
tendon refle.xes, and abnormal reflexes may be seen. As 
with methyl alcohol, tliere apparently is a great indi¬ 
vidual variability of response. All members of a group 
may drink the same amount, but only a few will 
develop toxic symptoms. Prolonged usage without any 
demonstrable ill-effects is very common. Patients have 
admitted consuming this substance almost each week¬ 
end for a period of 10 years xvithout evidence o 
damage determined by physical examination or labora¬ 
tory procedures. Although Bennett ® and Brown and 
Harvey* observed no patients with severe acidosis, 
patients have been seen in this series with carbon 
dioxide-combining powers as low as 3.8 mEq. per 
liter All of tlie patients observed witli hypoglycemia 
have been acutely intoxicated in contrast to reports by 
Tucker and Porter “ who observed this complication m 
patients who had slept overnight. 
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The peculiar extensor rigidity of tlie extremities is 
apparently correlated with the hj'poglycemia. A similar 
reaction is often obser\'ed in patients xxith insulin 
hjTOgb’ceniia and hj'poglycemia associated udth otlier 
diseases, such as tlie “vomiting sickness of Jamaica,” 
which has been reported b)' Jelliffe and Stuart.® The 
clinical picture of the vomiting sickness is identical to 
Solox into.xication and is drought to be due to inges¬ 
tion of toxic wold berries of the genus Bligliia sapida. 
Hj^oglycemia, extensor rigidit}’, coma, conrailsions, 
and death may occur with this syndrome. Recoverj' 
is complete if death does not inten'ene. A liver 
biopsy performed on one of these patients revealed 
almost complete absence of liver glycogen. Hassall 
and others' isolated pol>'peptides from the berries 
of Blighia sapida and found that these wall cause 
experimental hj’poglycemia in animals. The have 
called these substances hjTiogtycin A and B. The 
effect of these compoimds on liver glycogen and 
blood sugar was more than doubled when starvation 
was present. 

The cause of hj'poglycemia in Solox intoxication is 
not knoum. Into.xication produced e.xperimentally with 
Solox in normal and star\'ed dogs by Brown and 
Han'ey,* and an extensive series of tests on rabbits 
by Bennett® have failed to produce hjTogtycemia. 
The animals were kept comatose for hours, but the 
result was narcosis only. 

There has been no evident hepatic disease to ac¬ 
count for the hypoglycemia in the patients in this 
study. However, in view of the marked glycogen 
depletion seen in the vomiting sickness of Jamaica, 
it is obvious that this may be a contributing factor. 
Malnutrition resulting from the use of alcohol as a 
food substitute may prepare the liver so that the 
normal conversion of glycogen to glucose cannot occur 
as rapidly as is necessary for homeostasis. 

Selective poisoning of enzyune systems in the liver 
is another possibility, although it seems imhkely be¬ 
cause of the rapid and complete reversibility of the 
process. Lesions of the central nen'ous system have 
been knowm to be associated wth hj'poglycemia, and 
it is interesting to speculate on a similar irritative 
effect of Solox. There is nothing clinically or e.xperi¬ 
mentally to substantiate this, however. Evans and 
co-workers® have reported that disruption of sympa¬ 
thetic impulses to the liver of a cat can cause hjTio- 
glycemia. 

Although occasionally ethanol intoxication alone 
may be associated with spontaneous “functional” 
hj’poglycemia and hyperv'entilation syndrome,® none 
of the constituents of Solox do this frequently. Gasoline 
into.xication may cause tonic muscle spasm, thereby 
simulating the extensor rigidity. The other constituents 
either alone or in combination are known to produce 
cerebral and pulmonary edema, narcosis, coma, and 
convulsions. Pathologically, these compounds cause 
fatty change in tlie liver and kidneys, as ivell as gen¬ 
eralized congestion of all organs. 


A majority of the clinical and pathological manifes¬ 
tations are e.xplained by a study of the to.xicity of the 
indmdual constituents. Hoxvever, the origin of the 
frequent and severe hj'poglycemia remains obscure. 
Any of the known causes of hx'poglycemia discussed 
in this paper or possibly irnknowm homeostatic mecha¬ 
nisms may be involved. The diflBculty of study of such 
patients is obrious, and the rapid treatment necessarily 
precludes adequate investigation of the hxqpoglycemia. 

Summary 

Intoxication with a paint solvent called Solox has 
been seen frequently in several southern states. A 
study was carried out of 36 patients with this condi¬ 
tion seen at tlie University Hospital or the Veterans 
Administration Hospital, Birmingham, Ala. Coma, 
chemical odor to the breath, acidosis, and hx'po- 
glycemia characterize the sxmdrome. Death may occur 
as tlie result of methanol poisoning, respirator}' depres¬ 
sion, or complications such as aspiration pneumonia. 
Autopsy findings have been nonspecific. The mecha¬ 
nisms of the hx^ioglycemia is not understood and most 
attempts to reproduce hx^poglycemia in animals have 
failed. The s}Tidrome is similar to the “vomiting sick¬ 
ness of Jamaica,” in w’hich a toxic hx’poglycemia fol¬ 
lows ingestion of wild berries. 

Addendum 

Since the w'riting of this paper, a patient has been 
obserx'ed with a blood glucose level of 12 mg. per 
100 cc. and cerebrospinal fluid sugar level of 10 mg. 
per 100 cc. This emphasizes the severity of the hx^o- 
glycemia to w'hich Ae central nen'ous system is sub¬ 
jected. 

The formula for Solo.x was given by U. S. Industrial Chem¬ 
icals Company, New York Citj’. 
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HEMATOLOGY-RECORD OF A CENTURY: 1856-1956 

William Dameshelc, M.D., Boston 


As we meet liere in tliis, the 10th year of our society, 
and at wliat I am sure is the largest single world-wide 
gathering of hematologists ever held, it is well to 
reflect for a while on hematology as it was, as it is 
now, and what it might become in the not too distant 
future. What hematology in all its complexity has be¬ 
come can be seen by a quick glance through our 
voluminous program, but, lest we feel smug at all our 
knowledge, let us mention but a few names—leukemia, 
hemophilia, paroxysmal nocturnal hemoglobinuria 
(PNH)-and we are immediately aware of how little 
we actually kmow of these and other equally m 3 's- 
terious states. Still, the 100 years immediately behind 
us have witnessed an enormous advance in hema- 
tolog>% certainly as rapid as in other fields of medicine, 
and perhaps more so tljan in most. 

In 1856, the word anemia was in use, although as 
yet very few actual measurements of the blood had 
been performed. Just the preceding j^ear, Addison had 
first used the designation of “idiopathic” anemia. Al¬ 
though Addison’s descriptions of what we know now 
as loernicious anemia were of some accuracy, it is 
curious that he chose to bracket his descriptions of 
the anemic disease with those of the suprarenal cap¬ 
sule. Also in 1855, Virchow first accepted the term 
leukemia, after his original description of “Weisses 
Blut,” and this name has stuck. Purpura and plethora, 
conditions of ancient lineage, were classified and sub¬ 
classified; but without laboratory studies, little progress 
could be made. For all of these conditions, even for 
many cases of anemia, “bleedings” were performed as 
an important means of tlierapy. In chlorosis, the 
“green sickness,” however, Sydenham tlie English 
clinician (1624-1689) and later Pierre Blaud in 1832 
used large doses of iron with excellent results. 

In 1856 the place of the laboratory in hematological 
studies was primitive indeed. Blood cells were ex¬ 
amined in die fresh state widiout staining; blood cell 
counting was just beginning (Vierordt, Welcker). But, 
in the next two decades, great strides were made. 
First, there was the development of hematometry 
(Potain, Malassez, Gowers, Hayem). Later came the 
introduction of analine dye staining techniques by 
that great genius, the father of hematology whose 
100th birthday we celebrated two years ago, Paul 
Ehrlich. May I quote from an editorial of mine pub¬ 
lished in Blood two years ago: 

The impact of Ehrlich’s discovery and its widespread efiects 
on many fields cannot of course be assessed, but it was cer¬ 
tainly considerable. It is illustrative of the importance of the 
development of a method-for this simple staining technic made 
possible the study of many different kinds of blood cell reac¬ 
tions, including those found in infections, in the different types 
of anemia, and in leukemia. I n the blood, he devised dilteren- 

PrcsidenHal address, read before the sixth Congress of the 
International Society of Hematology, Boston, Aug. 29, 


One hundred years ago fhe word anemia 
was in use, although few measurements of blood 
had been performed. Purpura and plethora 
were classified, but there were few, if any, 
supporting laboratory studies. Blood cells were 
examined in the fresh state without staining, and 
blood cell counting was just beginning. Fifty 
years ago, reduced platelets were described in 
connection with purpura hemorrhagica, and the 
blood groups were discovered. A little over a 
quarter of a century ago, the effects of liver 
in pernicious anemia opened wide fhe newer 
hematology, in which pathophysiology was em¬ 
phasized. At present we ore at the beginning 
of the era of hematological chemistry. This will 
undoubtedly lead to expansion in fhe fields of 
coagulation disorders, immunohematology, and 
the hemoglobin abnormalities. The prevention of 
useless blood loss and the conservation of this 
most precious fluid for an increasingly healthy 
society must be fhe constant aim of the world¬ 
wide fraternity of hematologists. 


tial counting, made sharp distinch’ons between the various types 
of leukocytes and their granules, described polychromatophilia 
and poikiiocytosis, and pointed to the close relationships exist¬ 
ing between the blood picture and the bone marrow. 

For the first time the marrow could be adequately stained 
and carefully studied. Here, Ehrlich described die myelocyte, 
which he considered as the precursor of the granulated wliite 
cells of the blood; the megaloblast of pernicious anemia, which 
he distinguished from the normoblast; the mast cell; and the 
fatty picture of aplastic anemia. 


There can be no question of the enormous effect the 
introduction of these two ratlter simple methods, 
cell counting and cell staining, had on the develop¬ 
ment of hematology. It was now possible to recognize 
and describe all manner of “new” diseases, previously 
“hidden” from view. Hematology threw off its color¬ 
less shackles and dazzled its devotees with Ehrlich’s 
reds, blues, and violets; sometimes too much so, to 
judge by the lengthy polemical articles that were writ¬ 
ten by such masters as Pappenheim, Nageli, and their 


untemporaries. r-i i- u 

By 1900, hematology was well on its way. In Ehrhcn 

ind Lazarus’ textbook, published at the turn of the 
}entury, there were large chapters on normal and 
rathological physiology of the blood, simple chronic 
memia, progressive pernicious anemia, chlorosis, acute 
lymphatic leukemia, chronic lymphatic leukemia, 
pseudoleukemia, and myeloid leukemia. Hayem went 
Further, His textbook “Du Sang,” published in m 
and his “Le?ons” of 1900, did more to put hematolog)’ 
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on a firm basis than almost anj'thing else. It was easy 
to see how far ahead of his time was this little giant 
who trod the Parisian scene for so many years. His 
descriptions of purpura hemorrhagica, in which for tlie 
first time he noted tliat the platelets (liematoblasts) 
were greatly reduced; his discussions on paro.xysinal 
hemoglobinuria, cyanosis, h>iDerglobulia, and other 
subjects are just as fresh nou’ as they were when they 
were written 56 years ago. In 1900, too, Landsteiner, 
tlien a Viennese, while working in the old Allgemeines 
Krankenhaus, made his epic discovery of the blood 
groups and before that, with Donath, was the first to 
find an autohemolysin in paro.vysmal hemoglobinuria. 

Advanees in Hematolog>' in the Twentieth Centurj’ 

It was an auspicious beginning for tlie new century. 
Hemoh'tic anemia was first distinguished and studied 
e.xtensively by various groups in Paris and Italy. Here 
in America Herrick, in 1910, first described sickle cell 
anemia. Banti focused his attention on the spleen as a 
hemohric and “noxa”-producing organ and was the 
first (with Micheli) to recommend splenectomy as a 
therapeutic procedure. In 1916 Kaznelson instituted 
splenectomy for idiopathic thromboc\'topenic purpura. 
Experimental and physiopathological hematolog)' were 
beginning. Transfusions, based on Landsteiner’s princi¬ 
ples of blood grouping, began to be used, particularly 
when citrate was introduced as an anticoagulant by 
the Argentinian Agote in 1915 and b>' Lewisohn in New 
York (1914-1916). Leukemia was treated first by 
chemicals (arsenic, benzol) but later by .\-rays, radium, 
and mesothorium. 

By 1923, hematology was a rather dull, but respect¬ 
able specialh’: in some areas dominated by the pathol¬ 
ogists; in some, as in New York, by the transfusionists; 
and here in Boston by the clinicians. We had here at 
tliat time Richard C. Cabot, whose horizons had al¬ 
ready extended beyond hematology; James Homer 
V^right of megakar\’ocyte-platelet fame; and George 
R. Minot. Minot was fundamentally a clinician but at 
the same time an investigator. He believed passionate¬ 
ly in clinical investigation; i. e., noting the problem in 
the patient, taking it to the laboratory for experimen¬ 
tation, bringing back the findings of the laboratory for 
furtlier enlightenment in tlie clinic. With James H. 
Means, he talked to us constantly at school of the 
patliological physiology of disease and alluded only 
briefly to tlie morphologic aspects of tlie blood cells, 
so beloved by the European hematologists. Whipple’s 
e.xperiments indicating tlie remarkable effects of liver 
in the hemorrhagic anemia of dogs led Minot to try 
this substance in pernicious anemia with tlie almost 
incredible results all of of you know so well. This may 
be said to have opened up and reritalized the whole 
field of hematology, so that now its rate of advance 
became well-nigh phenomenal. 

Castle’s studies of the “conditioned” deficiency state 
of pernicious anemia led the way in tlie new patho¬ 
physiology of hematology. The hemoh'tic diseases 
opened up; at first the immunological forms: auto¬ 


immune and iso-immune; later, the pathophysiologx’ 
of the hereditary forms, spheroci'tosis and sickle cell 
disease, were investigated. A rare mysterious disease, 
paroxysmal nocturnal hemoglobinuria, opened up all 
kinds of new ^^■stas in intravascular blood destruction, 
iron deposition and excretion, the effects of plasma 
constituents on the abnormal red blood cells of the 
disease, and many other fascinating subjects. Poly- 
cxiliemia unth its numerous manifestations, multiple 
myeloma \rith the many abnormalities due to tlie ab¬ 
normally high plasma globulins, even the leukemias— 
all became subjects for intensive studies in the patho¬ 
logical ph\'siology of disease. 

Witlr the introduction of corticotropin (ACTH) into 
the clinic, even such a prime morphologic favorite as 
the eosinophil became involved in tlie endocrine 



Fig. 1.—The “geohematolog}’” of the hemoglobinopathies. 
T=thalassemia. S=sickle cell disease, C=hemoglobin C dis¬ 
ease, E=hemoglobin E disease. The abnormal hemoglobins 
and tlie associated diseases are found in a broad central band 
of countries around the world and usually in people with some 
ripe of skin pigmentation, brown to black. 

sphere. The concept of an erx^thropoietic hormone was 
rexived, and humoral regulation of the Knuphoid and 
splenic tissue became subjeets of lively discussion. 

In the field of the leukemias and the white blood 
cell tumors (leukosarcomas), chemotherapx' in the form 
of radiomimetic chemicals (notably nitrogen mustard) 
and of antimetabolites in the form of analogues of 
xdtamins (notably the folic acid antagonists) held 
promise of tire eventual control of these dread neo¬ 
plastic conditions. Newer methods for studxnng the 
disordered blood cells, such as electron microscopy, 
phase microscopx’, histochemistrj', and time-lapse 
cinematography, opened up new xristas in the old field 
of morphology and linked the histolog)' of the cell 
xxith its physiology. Howex'er, as newer insights into 
disordered function were developed, it became more 
and more erident that it was essential to study the 
actual chemical changes which took place in cells, 
tissues, plasma, excretions—in other words, the whole 
metabolism of a process, not alone its disordered 
physiology. 

Iron, deso.xxTibose nucleic acid, ribonucleic acid, 
the various protein constituents of blood, and tlie 
coagulation factors, to mention but a few, were inten¬ 
sively studied. The radioactive isotopes opened up tlie 
possibility of tagging various constituents of cells and 
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tissues. Simultaneously, the discovery by Pauling of 
an electrophoretic abnormality in the hemoglobin of 
sickle cell disease led to the discovery of all manner of 
“new” hemoglobins (such as C, D, E, G, H, I, and J) 
and to an enormous expansion in the knowledge of 
the “hereditary” hemoglobin disorders and of their 
racial and geohematological manifestations (fig. 1). It 
seemed that every road led to the fundamental chem¬ 
ical processes of tlie cell and its metabolic activities 
and to tile inner mysteries of the disease itself. Mor- 


Hematology in the Future 

We have seen hematology in the past, and we have 
noted the present status of hematology. What is to be 
the future? There can of course be no doubt of the 
ever-increasing expansion of the field and of the divi¬ 
sion and subdivision of such fields as the coagulation 
disorders, immunohematology, and the hemoglobin 
abnormalities, to mention but a few. Soon one man 
will hardly be able to encompass even one fraction of 


phologj', physiology, therapy-all required the chem¬ 
ical approach. 


One can distinguish thus three great eras of hema¬ 
tological development in the past century, actually 
even since 1900: (1) the era of morphology and of 
descriptive studies, lS56-1926j (2) the era of physio- 
pathology, 1926 to the present; and (3) tlie era of 
chemistry, 1945 to the future. Illustrative is what has 
happened in hereditary spherocytosis (fig. 2). In era 1, 
there are the descriptions of the disease (acholuric 
jaundice, familial hemolytic jaundice) and of the ab¬ 
normal cell involved, i. e., the spherocyte; and there 
are studies of tlie hjqiotonic fragility and tlie thickness- 
diameter ratio. In era 2, tliere are studies of the dis¬ 
turbed physiology: the bile pigment output, tlie life 
sjian of the red blood cell, the mechanism of splenic 
trapping, and the reasons for the remarkable effects 
of splenectomy. In era 3, our own, we begin to study 
the “why” of the spherocj'te itself, its chemisb-y, its 
carbohydrate enzymatic abnormality, and even meth¬ 
ods by which the abnormal cell might conceivably be 
modified. Similar thoughts hold true for sickle cell 
anemia (fig. 3). 

Hematology in 1956 has thus become an exceedingly 
diverse and complex field, so much so that to few men 
■ given the ability to encompass all of it. The simple 
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Fig. 2.-Eras of concepts concerning heredity spherocytosis 
in the last century. 


little hematology laboratory of 1920 or thereabouts 
has blossomed out into a state of complexity. Simul¬ 
taneously, the expense of hematological investigation 
has risen almost perpendicularly. One sometimes won¬ 
ders whether productivity has gone up at a parallel 
rate. To cover the expanding literature of hematology, 
many new journals have been founded, three in tlie 
past few months. One of them * Thrombosis et Diathe¬ 
sis Haemorrhagica” is the first devoted to a subspecial¬ 
ty of hematology. 
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Fig. 3.—Eras of concepts concerning sickle cell disease in the 
last century. 


one of the hematological subspecialties. This is by no 
means an unmixed blessing, as we note the extreme 
erudition of the younger group concerning a certain 
very small field of hematology and their relative ignor¬ 
ance when other fields are discussed. 

What can one prophesy further? Certainly the grad¬ 
ual, perhaps the quick, control, as their mechanisms 
are worked out, of a number of now hopeless or near 
hopeless conditions. For e.\ample, one can with some 
justification predict that leukemia will be controlled; 
not necessarily cured, but controlled. The amazing 
specificity of some of the chemotherapeutic methods, 
the possibility of a viral etiology for at least some 
cases of leukemia, and therefore tlie possible develop¬ 
ment of methods of prophylaxis as in poliomyelitis— 
tliese are optimistic portents. Methods for bone mar¬ 
row preservation and for bone marrow transfusion 
will almost certainly be developed. The necessity is 
there; the tools for preserving marrow are at hand; 
more work and techniques are all diat are required. 
Bone marrow stimulants, conspicuous nowadays by 
their lack, will undoubtedly be found. 

The chemical and enzymatic defects of the red 
blood cell in the hemoglobinopathies will almost cer¬ 
tainly be discovered and perhaps then methods de¬ 
vised for so modifying them that the red blood cell 
survival will become normal. For the hemophilias, 
undoubtedly tlie deficient materials (such as anti¬ 
hemophilic globulin) will be concentrated and pre¬ 
pared for daily injection like insulin. One can speculate 
about the possible development of antiantibodies 
which could conceivably control certain cases ot 
hemolytic anemia, leukopenia, and thrombocytopenia. 

It is well to realize that, in all of these develop¬ 
ments to come, we must be dependent not only on 
what we ourselves do in our own laboratones but 
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upon the work of our colleagues in other cities, in 
otlier lands. No scientist works in a vacuum, and we 
rely more than we realize upon tlie work of many 
individuals, upon our contacts in meetings such as 
this, and upon the world’s medical literature. In the 
nature of things, science can never be parochial. 

This brings us to the last portion of this discourse. 
One would be remiss at an international gathering of 
this sort not to mention something of the political 
problems and their implications. Doctors, particularly 
hematologists, are of course a highly specialized group, 
but they work within the framework of society and 
must tlierefore enter into it as active participants. 
Gathered here is a cross section of men and women 
from various lands, men and women of various re¬ 
ligions and political beliefs—a microcosm. In many 
cases these people have come here despite consider¬ 
able difficult)’-, financial for the most part, political in 
some cases. They have come here as men of good will, 
intensely interested in gathering as much knowledge 
as possible and passing on what they themselves know 
to their colleagues—of whatever land and of whatever 
political belief. Such has been the custom of scientific 
groups for centuries. Our delegates have seen that 
their colleagues of another countr)', another continent, 
or another political belief are fundamentally the same 


sort of people, equally dedicated to their work as 
physicians, amdous to learn, anxious to teach-in other 
words, a great fratemit)'. 

This is the most important lesson I myself learned 
on ms' recent world tour, part of it behind the so- 
called Iron Curtain. Face-to-face contacts ineritably 
lead to the simple but profound conclusion that people 
are fundamentally the same, ndth similar aspirations 
and ideals, whatever their language or their skin color. 
Such contacts must surely help to reduce the often 
artificially exaggerated differences between people of 
one countrj' and another. An international gathering 
of this sort, and gatherings of other groups of scientists 
or business men or farmers or even of plain tourists, 
will surely break doum barriers, whether iron or bam¬ 
boo. This is a ver\' important first step toward world 
peace and toward doing away with mankind’s number 
one disease—war. As physicians and investigators, we 
need a steady “climate” of peace so that we can pro¬ 
ceed unhindered in our studies and in the ultimate 
conquest of man’s illnesses and man’s fears. As hema¬ 
tologists, we must ever work to prevent useless blood 
loss and to conserx'e this most precious fluid for an 
increasingly healthy socieU'. 

New England Center Hospital, Harrison Avenue and Bennel 
Street. 




HEPA'nC-TYPE “FLAJPPING TREMOR” OCCURRING IN 
PATIENTS MTTHOUT HEPATIC DISEASE 

Cheves McC, Smythe, M.D., Charleston, S. C. 
and 

Naseeb B. Baroody, M.D., Florence, S. C. 


The alteration of consciousness and the aberrant 
beharior of patients wdth severe hepatic disease in its 
terminal stages have been known to clinicians for 
years.' However, not until Adams and Foley “ reported 
the results of a clinical and pathological study of the 
neurological changes found in patients dpng of cir¬ 
rhosis and other hepatic diseases was the significance 
of the abnormalities seen in these patients widely 
appreciated. 

As a result, clinicians now have a new sign common¬ 
ly called the "liver flap” or “flapping tremor.” Adams 
and Foley' describe this as follows: 


From the Medical College of South Carolina and Roper Hos¬ 
pital (Dr. Sinj-tlie) and McLeod’s Infirmarj' (Dr. Baroody). 
Dr. Sm>.the is a Markle Scholar and Associate in Medicine at 
the Medical College of South Carolina. 


Clinicians have a new sign commonly called 
the "liver flap" or "flapping tremor," described 
as a characteristic type of involuntary move¬ 
ment or "peculiar iniermiitency of sustained 
muscle contraction." While primarily a useful 
sign of impending liver failure it has also been 
observed in patients with uremia, polycythemia 
vera, severe malnutrition, and steatorrhea. In 
addition, the sign has been found in some pa¬ 
tients with azotemia without hepatic disease. 
It is emphasized that this type of tremor al¬ 
though characteristic of, is not solely diagnostic 
of, impending or existing hepatic failure. 




“FLAPPING TREMOR”. 

... a characteristic type of involuntary movement. This was 
most consistently and effectively demonstrated by having the 
patient hold his arms and hands outstretched with the fingers 
spread apart. Depending on the severity of the process, as this 
posture was maintained there appeared at irregular intervals of 
a fraction of a second to seven seconds, a series of movements 
consisting usually of lateral deviations of the fingers, flexion- 
extension of the fingers at the metacarirophalangeal joint, and 
lle.vion-e.vtension at the wrist. The movements were rapid and 
arrhythmic, and one phase . . . was always more rapid than the 
other. They tended to occur in bursts, at a rate of every .second 
or two. 

This peculiar intermittency of sustained muscle 
contraction” has emerged as a most useful sign of 
impending liver failure. However, Adams and Foley,“ 

. in their original paper, mention that they had observed 
it in two patients with uremia and in three with poly- 
cjthemia vera. More recently Cookehas described 
this sign in patients with severe malnutrition and in 
three patients with steatorrhea. 

A young woman with lupus erythematosus dissemi- 
natus and moderate azotemia and a young man with 
h)'pertensive cardiovascular renal disease were ob¬ 
served to have gross “flapping tremor” for a period of 
a few days. Their cases are being reported to reem¬ 
phasize Adams and Foley’s original contention that 
tliis t}Tpe of b'emor, although characteristic of, is not 
diagnostic of, impending or e.\isting hepatic failure. 

Case L— A 34-}'ear-old Negress was first noted to have a 
butterfly rash in July, 1933. Aside from chronic pelvic inflam¬ 
matory disease, mild toxemia during her last pregnancy in 1948, 
and a doubtful serology, nothing was noted of apparent sig¬ 
nificance to her later illness during her long attendance at 
various clinics of the Roper Hospital. A tentative diagnosis of 
lupus erj'theniatosus was made but not proved, and the patient 
was later considered to have .seborrheic dermatitis. Four 
months later she developed pneumonia in the lower lobe of the 
left lung with pleural effusion which necessitated hospital ad¬ 
mission. On this admission, albumin, red and white blood cells, 
and casts were found in the urine. A bone marrow preparation 
was positive for L. E. cells. 

The patient did not improve satisfactorily after discharge, 
and readmission was necessary seven months later, in June, 
1954, for pyoderma. In the interval the patient had developed 
asthma, and she was hypertensive, with a blood pressure of 
180/100 mm. Hg. The urinary sediment was again grossly 
abnormal. After her discharge, repeated infections of the skin, 
conjunctivas, and external auditory canal plagued her. She was 
readmitted to the hospital in November and in December 
cortisone therapy was started. Her blood pressure was at a 
level of 170/110 mm. Hg. In the days before admission, she 
had noted that her rash had become more papular. After an 
episode of gross hematuria, her temperature was 103 F 
(39.4 C), and she was admitted with a diagnosis of bilateral 
pneumonitis. Physieal examination re^'ealed an obese moon¬ 
faced woman in considerable respiratory distress. There w^ 
hyperpigmented papular rash over the bridge of her nose and 
cheeks. Her temperature was 100.4 F (38 C), pulse rate 120 per 
minute, respirations 22 per minute, and blood pressure 140/100 
mm. Hg. The heart was slightly enlarged and, except for sinus 
tachycardia, was otherwise not remarkable. Dulness to percu^ 
sion was found over the left lower lung field, and fine rales and 
expiratory xvheezes were heard at the bases of both lungs. Ine 
liver was palpable at the right costal margin and \tos tender. 

The area of hepatic dulness was not increased. There was 
generalized abdominal tenderness. Laboratory data for this 

case arc summarized in the table. , , j * 

On her fourth hospital day the patient developed acute 
respirators' distress witli severe pleuritic pam on the lett side 
and signs of acute left-ventricular failure. Her temperature was 
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104.2 F (40.1 C). She began to cough pink sputum in which 

lobe if Pneumococcic pneumonia of the lower 

of the left lung and acute pulmonary edema She re¬ 
sponded to intravenously given lanatoside C and tetracydiie 

SSed. 

• episode the patient improved. On the mom 

mg of Nov. 18, or four days after the acute episode and eight 
days after admission, it was noted that she had developed A 
spontaneous arrhythmic tremor of her hands. This was accen¬ 
tuated when ^e arms were extended and involved primarily 
the fingers and wrists. The flexor phase of the tremor was more 
rapid than the extensor. The patient was quite alert and was 
well aware of the jerking, which she could not control. The 
tremor was much worse in the morning and tended to decline 
as the day progressed. At the time the tremor was first noted, 
the patient was receiving prednisone, 25 mg. every ,six hours; 
tetracycline, 200 mg. every six hours intramuscularly; sulfisoxa- 
zole (Gantrism), 1 Cm. every six hours by mouth; aminophyl- 
line suppositories; 0.5 Gm. every four hours; digitah's, 0.1 Gm. 
fjrijJy; p])enobiij*bit‘/i] 5odii2772, 30 every six hours,* nncl 

Laboratory Data for Case 1 
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0 




Cephalin-cbolesterol 






flocculation .. 

Neg- 






ative 





Prothrombin time, % . 


100 





codeine, 30 mg. every four hours, principally for pain. Wlien 
the tremor was noted, the prednisone dosage was cut to 15 mg. 
every six hours and the use of the barbiturate was discontinued. 

The next day the tremor was still present, and the day after 
that it was at its height. On this day the patient had difficulty 
holding a glass, but she was able to walk, altliough unsteadily 
because of weakness. At no time were abnormalities of refle.xes 
or muscle tone noted. An electroencephalogram was not made. 
Blood-chemistry findings at this time are noteworthy for a 
blood Urea nitrogen level of 126 mg. per 100 cc. (63 mg. tlie 
next day), a calcium level of 8.7 mg. per 100 cc., and a plios- 
phorus level of 10.4 mg. per 100 cc. All hepatic-function tests 
were witliin normal limits (see table). The liver was not en¬ 
larged, and tliere was minimal tenderness in the right upper 
quadrant. There was no icterus. Four days after the tremor 
appeared, it began to decline, never to reappear. The patient is 
progressing fairly well, widrout azotemia at present, on therapy 
with 20 mg. of prednisone a day. 

Case 2,-A 33-year-old Negro man was admitted to McLeods 
Infirmary, Florence, S. C., on Jan. 4, 19 ^ 6 , complaining of 
epigastric pain of one weeks duration. He had vomie 
mittently for two to three days prior to admission and di n g 
the same time had noticed the onset of 
He gave a liistory of hypertension, which had previously bee 

asymptomatic. 
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On physical examination he was found to be a well-de¬ 
veloped, xx'ell-nourished male, complaining of abdominal pain. 
His temperature was 98.6 F (37 C), pulse rate 88 per minute, 
respirations 22 per minute, and blood pressme 260/140 mm. 
Hg. Examination of tlie eyes revealed pale fundi with sex-ere 
arteriovenous niching and an arteriovenous ratio of 1:4. The 
chest xvas sxTnmetrical, and the lungs were clear to percussion 
and auscultation. The heart was enlarged to the sixth intercostal 
space at the anterior axillary line. The border of the left side 
of the heart xx’as percussed 3 cm. lateral to the midclavicular 
line. The rhj'thm xxas normal, and the aortic second sound xx-as 
louder than the pulmonic second sound. There xvas a soft 
bloxx-ing systolic murmur at tire apex. Examinah'on of the 
abdomen revealed epigastric tenderness. The lix’er xvas not 
enlarged and tire spleen could not be felt. There xx’as no 
costox'ertebral tenderness. The examination otherxvise shoxx-ed 
results xx'ithin normal limits. 

The laboratory data xvere as folloxx’s: ery-throcxte count 
3,330,000 per cubic milh'meter, hemoglobin lexel 11.5 Gm. per 
100 cc. (69^7), leukocxte count 13,600 per cubic millimeter, 
polxanorphonuclear leukoc)’tes 71%, IxTnphocytes 13%, mono- 
c)'tes 4%, and eosinophils 2%; there xx-as slight poildlocytosis- 
Uiinalysis shoxx-ed a specific grax-ity of 1.010, a pH of 7.0, 
albumin 2-f-, and sugar negatix-e. There xx-ere 2 to 3 leuhoc>-tes 
per high-poxx-er field, innumerable erj-throcx-tes, pinkish amber 
color, and no casts. The serologic test for sjphilis xx-as negatix-e. 
The blood urea nitrogen lex-el xx-as 68 mg. per 100 cc., and tire 
serum amylase lex-el xx-as 72 units. Sickle-cell preparation re- 
x-ealed no immediate sickling, 60% sickling in 24 hours, and 
100% in 48 hours. An electrocardiogram xx-as interpreted as 
indicating sinus tachx-cardia, left-axis dex-iation, left-ventricular 
h>pertrophx-, and coronarj- insxxfficiency. A roentgenogram of 
the chest rex-ealed cardiac enlargement. Diagnoses of h>-per- 
tensix-e cardiox-ascular renal disease xx-ith probable chronic 
glomenilonephritis, azotemia, sicklemia, and gastritis xx-ere 
made. 

The patient xx-as gix-en atropine sulfate, 0.6 mg. ex-ery four 
hours; aluminum hydroude (Amphogel), 8 cc. ex-ery eight 
hours; magnesium sulfate, 4 cc. intramuscularly ex-ery siv hours 
for four doses; and phenobarbital, 30 mg. ex-erj- eight hours. 
He xx-as put on a low-salt diet and given 0.4 mg. of digito-dn 
every eight hours for three doses, then 0.1 mg, daily. His 
urinaij- output xx-as good. Fluids xx-ere gix-en ad libitum. He 
xx-as then giv-en 40 mg. of pentoh'nium tartrate ex-ery eight 
hours. By the fourth hospital day, the blood pressure had 
dropped to 190/90 mm. Hg and the patient complained of 
s>-ncope on standing, although he seemed generally improx-ed. 
Pentolinium dosage xvas reduced to 20 mg. ex-ery eight hours. 
By the seventh day, the blood pressure once again rose to 
240/140 mm. Hg and intractable singultus xx-as noted, for 
xx-hich 25 mg. of cMorpromazine xx-as gix-en ex-ery three hours, 
xx-ith little benefit. By the eightli hospital day the blood urea 
nitrogen lex-el had risen to 117 mg. per 100 cc., singultus con¬ 
tinued, and the patient xvas somexvhat lethargic. The blood 
pressure remained elevated, and the pentolinium dosage xx-as 
increased to 100 mg. ex-ery eight hours. On the ninth hospital 
day, tlie blood pressure xx-as 236/140 mm. Hg. The specific 
grax-ity of the urine on three separate occasions xx-as 1.010. On 
the 10th hospital day pentolinium dosage xx-as increased to 
200 mg. at 8 a. m., 100 mg. at 2 p. m., and 200 mg. at 8 p. m. 
The following day there xx-as a drop in blood pressure to 
180/110 mm. Hg. On this day, it xx-as noted that the patient's 
lethargy xvas somexx-hat increased and that he had a definite 

flapping tremor” xx-hen the arms xx-ere e.\tended. The flexion- 
evtension tremor involved the fingers, xx-rists and hands, and 
infrequently the entire arm. He could ansxx-er questions in a 
logical manner, but his speech xx-as slurred and his responses 
xx-ere extremely slow and delayed. If undisturbed for a fexx- 
minutes he would fall asleep. Neurological e.vamination at tliis 
time rex-ealed intact cranial nerx-e function and normal deep- 
tendon reflexes. No abnormal reflexes xx-ere obserx-ed. No 
electroencephalogram xx-as taken. By the 12th hospital day the 
blood pressure reached 200/120 mm. Hg and the patient 


seemed more alert. The tremor xx-as no longer demonstrable. 
Singultus xx-as noted only at irregular interx-als and the patient 
appeared to be completely clear mentally. The blood urea 
nitrogen lex-el xx-as 81.6 mg. per 100 cc. the next day, and the 
total serum bilirubin lex-el xx-as 0.43 mg. per 100 cc. Cephalin 
flocculation xx-as 2-j- in 24 hours and 4-1- in 48 hours. This xx-as 
considered to be consistent xxith the sicklemia. The patient xx-as 
alert and cheerful and took food and flm'ds xx-ell. For the next 
fix-e days, liis consciousness x-aried from alertness to mild 
lethargy, at xx-hich time he xx-ould ansxx-er questions logically 
but in a sluggish manner. The tremor xx-as not subsequently 
demonstrated. The blood urea nitrogen lex-el on the 18tli hos¬ 
pital day xx-as 71.6 mg. per 100 cc. The patient remained alert, 
ambulatorx-, and asymptomatic, except for sh'ght postural dizzi¬ 
ness, until discharge on the 20th hospital day-. 

On Feb, 22, 1956, tlie patient xx-as readmitted xx-ith reciu-- 
rence of abdominal pain, nausea, and vomiting. He had discon¬ 
tinued taking digitalis and presented recurrent symptoms of 
of orthopnea, dyspnea, and edema. On phy-sical examination 
the blood pressure xx-as 190/130 mm. Hg and tliere xx-ere 
scattered moist basilar rales in both lungs. The heart xx-as 
enlarged and tlie apex xx-as in the sLxtli intercostal space at the 
anterior axillary line. The abdomen xx-as soft and flat and tliere 
xx-as moderate midepigastric tenderness. The lix-er xvas sbgbtly- 
tender and the loxver edge xx-as palpated at the right costal 
margin. There xx-as 2+ pitting edema of both loxx-er extremities, 
and diagnoses of malignant nephrosclerosis 'x4th hy-pertensix-e 
cardiox-ascular disease and congestix-e heart failure xx-ere made. 
The blood urea nitrogen lex-el xx-as 130 mg. per 100 cc. and tlie 
hemoglobin lex-el had dropped to 5 Gm. per 100 cc. For the 
next fix-e days his condition xx-as poor. He dex-eloped urinary- 
retention and on several occasions catheterization was neces¬ 
sary. Nausea and x-omiting continued. On tlie fifth hospital day 
he became irrational and confused. He died on the sex-enth 
hospital day. 

At autopsy-, tlie final anatomic diagnoses xx-ere (1) marked 
generalized arteriosclerosis, (2) marked cardiac hx-pertrophy- 
(cor box-inum), (3) arteriolar nephrosclerosis, (4) focal my-o- 
cardiris, (5) acute and chronic pancreatitis, (6) congestion of 
xiscera, and (7) lipoma of the left adrenal gland. 

Comment 

These are comple.x cases. It is, ho\ve\-er, fair to say 
that neither patient had clinically apparent hepatic 
disease and that there xx-as little ex-idence of hepatic 
dysfunction. 'The first patient had lupus erythematosus 
xx-ith findings indicatix-e of renal injurx- and ex-idence 
of loxx-ered resistance to infection. The second had 
renal failure on the basis of nephrosclerosis. At tlie 
time of the episode of “flapping tremor” both patients 
xx-ere markedly azotemic, and it xvas thought that death 
from uremia xx-ould rapidly ensue in each instance. 
Hoxx-ever, those xx-ho obserx-ed the tremors in these 
cases felt that these xvere not the extensor txx-itches or 
spasms or jactitations of uremia but true fle.xion-exten- 
sion tremors identical xx-ith those seen in patients xx-ith 
hepatic failure. They xvere not caused by simple loss 
of muscle strength. It is of interest to note that, in the 
first patient, after the dosage of prednisone (xx-hich 
had been increased xx-ith the idea that it might control 
the apparently increasing renal damage) xx-as reduced 
and then omitted, tlie Iddney status improved rapidly. 
The same sequence xx-ith pentolinium tartrate occurred 
in the second patient. It should also be mentioned that 
the first patient xx-as hax-ing considerable respiratorx- 
distress at the time of the occurrence of tlie tremor. 
Although arterial o.xx-gen satoation xx-as not measured. 
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the patient was not clinically cyanotic. Bessman and 
Evans have noted elevated blood ammonia concen¬ 
trations in chronic congestive failure. 

In the past few )'ears the major investigative effort 
on the pathogenesis of hepatic coma has been directed 
at determining the exact role of ammonia and at 
elucidating the disorder of its metabolism seen in such 
patients. Although probably not the only factor, reten¬ 
tion of ammonia is recognized as being closely related 
to the clinical picture of hepatic coma.’' However, the 
severity of the neurological disturbance has not been 
found to correlate too closely with peripheral venous 
levels of blood ammonia." Webster^ has postulated 
that the cerebral production, and therefore the am¬ 
monia content, of jugular venous blood may be a 
determining factor. The se\'erity of the neurological 
disturbance has also been found to correlate most 
closely with the arterial blood ammonia level." Most 
of these investigations have been concerned largely 
with the alteration of consciousness. Whether the 
h'emor is related to the same metabolic derangements 
as the stupor is not definitely known, but probably it 
is related. The close resemblance of the ti-emor to 
otlier neuromuscular disorders arising from disease of 
the basal ganglions and the description of astrocytic 
abnormalities in this portion of the brain ■ are e\ddence 
of a special sensitivity of the cells of this area to the 
abnormal metabolic processes involved. 

Adams,' Davidson," and Bessman" have observed 
that persons uremia demonstrate a tj'pical “Bap." 
Bessman" has reported on blood ammonia levels in 
four persons (part of his comatose control group) 
wth uremia. All levels w'ere within the normal range. 
It has been pointed out that this is to be e.xpected, 
since, in jpart, ammonia levels depend on renal pro¬ 
duction, and in uremia this source is markedly cur¬ 
tailed.® Moreover, since many feel that high blood 
ammonia levels in persons with cirrhosis are almost 
totally dependent upon escape of the ammonia in tlie 
general circulation via collateral channels bypassing 
hepatic parenchyma,'" one would not expect a high 
ammonia blood level in persons with uremia, without 
liver disease, and in whom no such collateral circula¬ 
tion exists. No description of ammonia retention in pa¬ 
tients with uremia has been found. Therefore, the 
patients in our study, having intact liver function and 
absence of an extensive collateral circulation, may be 
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assumed to have had normal ammonia levels, althoueli 
it cannot be concluded definitely that there was m 
ammonia retention without actual measurements. This 
leads to the conclusion that the tremor of hepatic 
coma may not be due solely to ammonia retention and 
that the neurological disorder seen in these patients 
probably had other contributing causes. 

Summary 

A flapping tremor” occurred in two patients who 
had azotemia but not hepatic disease. Both patients 
recovered from the episodes of renal failure. One pa¬ 
tient subsequently died, and at autopsy the liver was 
found to be essentially normal. 

Addendum 

The first patient has subsequently died. At autopsy 
there was no liver disease. The kidneys showed ex¬ 
tensive changes consistent with a diagnosis of lupus 
erythematosus. 

55 Doughty St. (Dr. Sniythe). 
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SERUM LACTIC DEHYDROGENASE-A DIAGNOSTIC AID 
IN MYOCARDIAL INFARCTION 

Roderick P. MacDonald, Ph.D., John R. Simpson, M.D. 

and 

Egon Nossal, B.S., Detroit 


Abnormally elevated serum enzyme levels resulting 
from tissue destruction are assuming increasing impor¬ 
tance as diagnostic procedures. The discovery that 
glutamic o.valoacetic transaminase is released from 
cardiac tissue during myocardial infarction ‘ led to a 
search for other enzjnnes whicli might behave similar¬ 
ly. Wroblewsld and LaDue" noted the presence of 
lactic dehydrogenase (LDH) in serum and subse¬ 
quently demonstrated its elevation after acute trans¬ 
mural myocardial infarction. Hill and Levi ^ previously 
reported finding an elevated level of a serum compo¬ 
nent in neoplastic disease which they believed to be 
lactic dehydrogenase. Others ^ have reported LDH 
elevations in various other disorders. 

The present report describes tire method of analysis 
for LDH and presents the findings in 174 hospital 
patients representing many different pathological con¬ 
ditions. 

Method 

Methods for the assay of LDH are usually based 
upon the o.xidation or reduction of diphosphopyridine 
nucleotide (DPN) or reduced diphosphopjTidine nu¬ 
cleotide (DPNH). These reactions are coupled with 
the conversion of lactic acid to prumvic acid or rice 
versa. Ma-rdmum reduction by LDH occurs when 
pjTuric acid forms lactic acid. DPNH in this case 
furnishes the proton required for the reaction and is 
consequently o.xidized to DPN. This is the principle 
of the procedure used in this study. 

The method is essentially that of Wroblewski and 
LaDue.'* It has been modified by dilution of the serum 
when an appreciable drop in the rate of DPNH o.xi- 
dation occurs during the period of measurement. 

To 2.4 ml. of phosphate buffer (pH 7.4) add 0.1 ml. 
of serum and 0.1 ml. of DPNH (2.5 mg. per miUiliter 
in water, made basic to pH 9.0 with sodium hydro.xide). 
Allow to stand 20 minutes, then add 0.1 ml. of sodium 
pjTUvate (2.5 mg. per milliliter). The optical density 
of the solution is then read every 15 seconds for 5 
minutes at 340 m^t in a Beckman DU spectrophotome¬ 
ter. If die optical density decreases at an accelerating 
rate for each time interi'al, dilute an ah’quot of the 
original serum with phosphate buffer and repeat the 
procedure using the original amounts of all constitu¬ 
ents. Appropriate dilutions are indicated by tlie first 
minute readings; 1;3 if over 1,000, 1:4 if over 1,500, 
or 1:5 if over 2,000 units. Further dilution may be 
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The usefulness of specific enzyme reactions 
to clinical medicine is becoming increasingly 
more apparent. Patients suffering destruction of 
various tissue cells have increased enzymatic 
activity in their serum. The enzymes normally 
present within the celts are liberated into the 
blood stream as ceil destruction occurs. The 
determination of serum lactic dehydrogenase 
ILDH) as an aid in the diagnosis of acute myo¬ 
cardial inforction has two advantages: first the 
increased elevation is present for as long as 
six to eight days after attach; second, the 
technical procedure is far less complicated than 
other enzyme tests. LDH determination, not 
ordinarily necessary in the diagnosis of acute 
myocardial infarction, is particularly helpful 
when the electrocardiograph pattern masks the 
recent changes of an acute infarction. 


necessary if the LDH activity is extremely high. Tlie 
rate of decrease of optical density is taken as a meas¬ 
ure of LDH actirity e.xpressed as units per milliliter 
of serum per minute. One unit equals a decrease in 
optical density of 0.001 per minute per milliliter under 
the above conditions. Any dilution must also be con¬ 
sidered in the calculation of the final value. 

The 20-minute time inten'al after addition of tlie 
DPNH is required to permit the reduction of alpha- 
keto and alpha, gamma-diketo acids initially present 
in die serum. This reaction stops when the keto and 
diketo acids are enzj'matically reduced to lactate bv 
the added DPNH. 

No specific dilution factor can be given since this 
will depend upon the LDH actisdty of the serum and 
the assay of the DPNH preparation used, for the lat¬ 
ter may varj' from one lot to another. Insuflacient 
quantities of DPNH will be indicated by a decreasing 
rate of reaction. Serum dilution decreases the LDH 
activity to a known degree, thus making die amount of 
DPNH adequate for the reaction. If the rate of reac¬ 
tion is not periodically followed, an inadequate DPNH 
activity will not be apparent. Methods which measure 
optical density initially and after a specified time 
inters'al will give lower values than diose obtained 
by the technique described above, especially if LDH 
activity is verj’’ high. 
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"FLAPPING TREMOR”— 

the palieril was not clinically cyanotic. Be.s.sman and 
E\'ans ^ lia\'c noted elevated blood ammonia concen¬ 
trations in chronic congestive failnrc. 

In tlie past few years the major investigative effort 
on the pathogenesis of hepatic coma has been directed 
at delennining the exact role of ammonia and at 
elncidating the disorder of its metabolism seen in sncli 
patients. Although probably not the only factor, reten¬ 
tion of ammonia is recognized as being closely related 
to the clinical picture of hepatic coma.'' However, the 
severitN’ of the neurological disturbance has not been 
found to correlate loo closely with peripheral venous 
levels of blood ammonia." Webster'' has postulated 
that the cerebral production, and therefore the am¬ 
monia content, of jugular venous blood may be a 
determining factor. The sc^■eril^’ of the neurological 
disturbance has also been found to correlate most 
closely with the arterial blood ammonia level,'' Most 
of these investigations have been concerned largely 
with the alteration of consciousne.ss. Whether the 
tremor is related to the same metabolic derangements 
as the sliipor is not definitel}' know'n, but probably it 
is related. The close resemblance of the tremor to 
other neuromuscular disorders arising from disease of 
the basal ganglions and the description of astrocytic 
abnormalities in this portion of the brain ' arc evidence 
of a special sejislti\aty of the cells of this area to the 
abnormal metabolic processes involved. 

.Adams,'* Da\'idson," and Bessman" ha\'e observed 
that persons with uremia demonstrate a typical “flap.” 
Bessman" has reported on blood ammonia levels in 
four persons (part of his comatose control group) 
with uremia. .All lc\'els w-erc within the normal range. 

It has been pointed out that this is to be expected, 
since, in part, ammonia levels depend on renal j)ro- 
duction, and in uremia this source is markedly cur¬ 
tailed." Moreover, since many feel that high blood 
ammonia levels in persons with cirrhosis are almost 
totally dependent ujpon escape of the ammonia in the 
general circulation via collateral channels bypassing 
hepatic parenchyma,'" one would not expect a high 
ammonia blood level in persons with uremia, without 
liver disease, and in whom no such collateral circula¬ 
tion exists. No description of ammonia retention in pa¬ 
tients with uremia has been found. Therefore, the 
patients in our study, having intact liver function and 
absence of an extensive collateral circulation, may be 
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It cannot be concluded definitely that there was m 
ammonia retention witliout actual measurements. Thi? 
leads to the conclusion that the tremor of hepatic 

ammonia retention and 
that the neurological disorder seen in these patients 
probably had other contributing causes. 


Summary 

A flapping tremor” occurred in two patients who 
had azotemia but not hepatic disease. Both patients 
recor^ered from the episodes of renal failure. One pa¬ 
tient subsequently died, and at autopsy tlie liver was 
found to be essentially normal. 


Addendum 

Tire first patient has subsequently died. At autopsy 
tliere W'as no lis'er disease. The kidneys showed e.\- 
tensis^e changes consistent rvitli a diagnosis of lupus 
erythematosus. 

55 DoiigJity St. (Dr. Smythe). 
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to etiology has to he somewliat “*'5 [‘’^Hology which is considered fairly aiitlionla- 

lasii. 
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The lime of onset of the attack leading to myo' 
ardial infarction was established in 38 patients. This 
.'as based primarily on the appearance of character' 
;tic retrosternal pain, collapse, shock, or various 
.rrhytlnnias. Such timing was not possible in six pa' 
ients. 

Serial determinations of LDH activity were obtained 
lail}' in manj' patients. Rise in LDH level in response 
•o rnyocardial infarction began on the first day. Max' 
mum Ie\'els were usually reached on the 2nd or 3rd 
fay and slowly declined to normal by die 6th to lift 
fay. This trend is illustrated in figure 1, which utilizes 
LDH determinations in patients with definitely estab' 
lished onset. 

A delay in return of LDH level to normal, or a 
>econdar}' rise, implied extension of the infarction and 
iften a much poorer prognosis. The LDH level of 
ratient F. C. shown in figure 2 is illustrative. This 
voman died after 10 consecutive days of LDH de¬ 
ration above 900 units. Extreme elevations (above 
2,000 units) did not prove prognostically significant. 
Tliree patients wift levels of 4,000, 2,950, and 2,960 
units died, but two others with levels of 2,250 and 
2,650 um'ts had uncomplicated clinical courses. No 
correlation was attempted between tlie size of infarct 
at autopsy and the degree of LDH elevation. Fifteen 
patients died during the period of study for a mortal- 
it\’ rate of 34%. Four hearts were studied at autopsy 
and all showed definite evidence of acute transmural 
myocardial infarction. 

Infarction Suspects.—In 29 patients (19 males, 10 
femdes, aged 39 to 74) recent myocardial infarction 
was suspected but not definitel)' estabh'shed by initial 
studies. Thirteen of these had suffered previous myo¬ 
cardial infarction from two weeks to five years earh'er. 
After careful and intensive study these 29 patients 
were finally given diagnoses as follows; angina pec¬ 
toris, 8; coronar)' insufficiency, 15; and myocardial in¬ 
farction, 6. There were no deaths during the period 
of study. All of the eight patients with angina had 
normal LDH levels. 

Of the 15 patients with coronarj' insufficiency 10 
had had a previous myocardial infarction and their 
electrocardiograms showed patterns of old myocardial 
infarctions that could have masked recent changes. 
In t of these 10 the LDH levels were normal while 
in the remaining 3 they were maximally elevated to 
levels of 545, 555, and 595 units. Actual myocardial 
necrosis probably occurred in these three patients. 

In die remaining five without previous infarction, 
the electrocardiograms showed patterns of ischemia 
in all. Three of these had normal LDH levels but in 
die other hvo the levels were elevated to slightly over 
4W units, probably due to small areas of subendocar¬ 
dial necrosis. 

In die last group of six patients conclusive electro- 
cardfiographic evidence of infarction was lacking. 
Masking patterns of bundle-branch block and old 
infarction were present in five while in the sixth minor 
changes in lead A\T1, suggested lateral infarcdon. 


LDH levels in this group were slightly to moderately 
elevated (410 to 700 units). The lesser elevations 
(410 and 460 units) were found in the tsvo patients 
with bundle-branch block. LDH levels in the three 
patients with old infarction were 615, 700, and o40 
units. The man m'th the lateral infarction had his 
maximum LDH elevation (500 units) 36 hours after 
onset of pain. In this group, as in the prewous ones, 
LDH elevations seemed to correlate with the presence 
of necrotic myocardial tissue. 

Congesfine Failure.—Of 12 patients admitted pri¬ 
marily for treatment of congestive heart failure, 4 had 
elevated LDH levels and 3 of these were above 600 
units. The LDH le%’el was 605 units in a woman u-ith 
left bundle-branch block due to arteriosclerotic heart 
disease. A man with rheumatic heart disease and atrial 
fibrillation had an LDH level of 390 units. His EGG 
also showed nonspecific myocardial damage. Anotlier 
man with rheumatic heart disease and atrial fibrilla¬ 
tion had an LDH level of 775 units and an EGG 
which showed subendocardial ischemia. He died while 
in the hospital, but there was no autopsy. The fomth 
elevation occurred in a man wift secondarj’ polycilhe- 
mia due to decompensated arteriosclerotic heart dis¬ 
ease. His LDH level was 630 units on the day after 
admission and 340 units two days later. Two electro¬ 
cardiograms showed severe diffuse myocardial damage 
and changes suggestive of lateral infarction. LDH 
elevation in these four patients may have been due 
to actual myocardial necrosis but final pathological 
proof was not available. 

Pericarditis.—The diagnosis of pericarditis was es¬ 
tablished by clinical obserx’ation and electrocardio¬ 
graphic changes in four patients. In two the disease 
was felt to be of tuberculous origin, while in the other 
two no definite etiology could be pror'ed. LDH levels 
were elevated (530 and 505 units) in the two patients 
witli tuberculous pericarditis. Pericardicentesis was 
performed on both tliese patients and LDH levels 
were determined on the pericardial fluid. The LDH 
levels (530 and 570 units) appro.ximated those of 
serum. 

One patient with idiopaftic pericarditis had con¬ 
sistently normal LDH levels while the other patient 
showed a transient elevation. LDH levels in the latter 
varied from 440 units when first studied to a ma.ximum 
level of 640 units five days later, at the height of clin¬ 
ical disease. Fifteen days later fte level had returned 
to normal. 

The LDH activity of normal pericardial fluid has 
never been recorded, but it seems valid to assume that 
it would appro-ximate that of serum. The most likely 
e.\planation for the increased LDH actirity would be 
destruction of cells in the epicardial layer of the myo¬ 
cardium. Such destruction probably took place in the 
three patients with elevated LDH levels. 

Liver Disease.—Twelve patients with primary liver 
disease were studied. Of six patients \rith viral hepa¬ 
titis the LDH level was elevated in four studied 
during the acute stage. The highest level was 1,370 
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Hemolysis must be carefully avoided since the LDH 
activity of whole blood bemolysates is apiiroximately 
100 times tliat of serum.Any perceptible hemolysis 
will give falsely elevated results. The serum may be 
stored at 4 C (40 F) for 3 days or frozen for 10 days.” 
Slightly lipemic or icteric scrum may be used for the 
determination.'' 

The scrum LDH activity in 40 normal adults se¬ 
lected from hospital personnel (20 males and 20 fe¬ 
males, aged 20 to 64) varied from 165 to 332 units. 
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•itb a mean of 247 units. Standard deviation for this 
series was 33 units. The mean ±2 standard deviatioi 
vu its (sigma) should include 95% of the values m Uie 
series (95% cLfidcncc limits of a normal distribution). 

USiyTbLv 813 ..ben de- 

termined by tbc above procedure. 

Clinical Studies 

Cbnlcnl mate,ini consisted of 

lients, 94 witli "8 “"’C* n“’atoy diseL. 
patients were suffering from oU,-ervation, cardiac 
In addition to btTe?!al determinations of 

patients were studied ^ erythrocyte sedimen- 
svbito X'A^SrgSn,eft 

tation rate ESl\)b> the levels. Many 

electrocardiogram ^ especially those 

cardial infarction. 


A tabulation of the conditions studied and the num. 
her with LDH levels above normal and above 500 
units is shown in the table. Patients are grouped ac¬ 
cording to clinical diagnosis at die time of leaving the 
hospital. 

Angiiifl,—Of the 13 patients with angina pectoris, 5 
were not suspected of having myocardial infarction. 
All five had essentially normal WBC, ESR, and EGG 
tests that in no way suggested or mashed myocardial 
infarction. The LDH levels were normal in all. These 
results compare favorably with tliose of others who 
liav'c demonstrated normal serum enzyme levels in the 
absence of myocardial tissue destruction. 

Myocardial Infarciioa.—In 44 patients (37 males 
and 7 females aged 43 to 83) the diagnosis of acute 
myocardial infarction was definitely established by 
clinical, electrocardiographic, and/or postmortem 
pathological studies. The infarction was considered 
transmural in all. Six additional patients in whom tlie 
diagnosis of infarction was in doubt u'ere considered 
separately as infarction suspects. 

LDH levels were elevated in all 44 patients and 
above 500 units in 39 patients. Tlie lesser degrees of 
elGvation occurred under the following circumstances; 
Tw'o patients whose single LDH levels of 320 and 38C 
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destruction of various tissue cells. The enzjnnes nor¬ 
mally present u-ithin tlie cells are liberated into the 
blood stream as cell destruction occurs. The degree 
of elevation of tlie particular enzjnne under study de¬ 
pends on three factors; (1) the concentration of the 
enzjTue uithin the cell; (2) tlie amount of tissue or 
the number of eells actually destroyed; and (3) tlie 
accessibility of tlie products of destruction to the 
si'stemic circulation where the measurement is actual- 
Iv made. These increased levels persist for varying 
periods after the destruction takes place, depending 
upon u’hich tissue and which enz\Tne is invoh'ed. 
Although the enzyme determinations currently being 
employed reflect nonspecifically tire response to de¬ 
struction of several different tissue cells containing tlie 
same enzsTues, such determinations yield useful infor¬ 
mation in many clinical situations. Probably the widest 
application of this principle to date has been the 
utilization of glutamic oxaloacetic transaminase as an 
adjunct in the diagnosis of acute myocardial infarc¬ 
tion.® Otlier enzjnnes (he.xose isomerase, lactic de¬ 
hydrogenase, mah'c dehydrogenase, and aldolase) 
have also been used for tliis purpose.'"’ Glutamic 
oxaloacetic transaminase," glutamic pjTuWc trans- 
aminase,°' and aldolase’ have all been employed by 
various investigators in studying liver disease. The 
increasing usefulness of the application of these spe¬ 
cific enzyme reactions to clinical medicine is becoming 
increasingly more apparent. 

The results reported here demonstrate tlie value of 
LDH determinations as an aid in the diagnosis of 
acute myocardial infarction. To justity' the use of this 
test there should be certain advantages over tliose 
mediods currently more undely emploj'ed for the same 
purpose. We feel that such advantages do exist and 
that the most important one is the prolonged elevation 
that occurs after mycardial infarction. In a significant 
number this elevation udll be present for as long as 
six to eight days after attack. This is distinctly helpful 
in those patients with less ses'^ere attacks of myocardial 
infarction who present themselves several days after 
the initial attack of pain. Another advantage is the 
less complicated technical procedure. The method is 
technically easier, requires fewer reagents, and less 
frequent determinations are necessary than witli the 
transaminase test. The modified procedure herein de¬ 
scribed gives accurate values at any level of LDH 
activity. 

Determinations of LDH, although confirmatory, are 
not ordinarily necessary in the diagnosis of acute 
myocardial infarction. However, there are situations in 
which tliey are distinctly helpful, particular!}" when tlie 
electrocardiographic pattern masks the recent changes 
of an acute infarction. This occurs not infrequently 
when bundle-branch block has developed and when 
patients have had prei'ious myocardial infarction. 

In following the course of a patient with recent in¬ 
farction, a secondar}" rise in LDH level may indicate 
extension of the infarct when there are no additional 


changes electrocardiograpliically. Another situation in 
which LDH determinations may prove helpful is in 
patients with electrocardiograms that present prom¬ 
inent ST inten’al and T-wave changes unthout sig¬ 
nificant Q wa\'es. Altliough such changes may simply 
reflect myocardial ischemia, they may also indicate 
actual necrosis, in eitlier the subepicardial or tlie sub¬ 
endocardial layers of the myocardium. Under these 
circumstances an elevated LDH lev'el would indicate 
actual tissue destruction rather than the less serious 
ischemia. The extent of LDH elevation in tliese situa¬ 
tions however is usuaU}" less than that found with 
acute transmural myocardial infarction. The significant 
elevation in our series of patients with transmural in¬ 
farction u"as a ler'el above 500 units, uhich occurred 
in 39 of 44 patients (SS.6%). 

The determination of LDH levels may also be useful 
in tlie differential diagnosis of acute pain in tlie chest 
or upper part of the abdomen. Many acute conditions 
to be differentiated from acute myocardial infarction 



Fig. 2.—Charncleriitic responses of serum LDH levels after 
acute transmural mj ocardial infarction. 

have normal LDH levels, e. g., acute cholecystitis, 
perforated peptic ulcer, pneumonia, pulmonary embo¬ 
lism, and pulmonaty infarction. It is admitted that 
several other diseases (see table) may cause elevation 
of LDH levels, but these are generally not confused 
witli acute myocardial infarction. The one exception 
is when coronary tlirombosis witli resultant myo¬ 
cardial infarction produces a shock-like state tliat 
leads to cerebral thrombosis. Both conditions produce 
significant degrees of LDH elevation, but in tlie latter 
condition it is usually less marked. Such a sequence 
of events occurred in one of our patients. 

The various patterns of response reflected by serial 
LDH determinations are shown in figure 2. The usual 
response of rise and fall in an uncomplicated case is 
demonstrated by patient H. J. The prompt rise fol¬ 
lowed by deatli on the second day is shossm in patient /'-■ 
G. K. A stormy course terminating in death on the' 
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11 th hospital day is reflected in the determinations on 
patient F. C. Patient H. G,, whose first LDH level 
was determined on tlic tliird day, showed the gradual 
decline that accompanies a very uneventful clinical 
recovery. 

Other investigators'' have reported elevated LDH 
IcxelvV in innn)' clinical clKS'orcIc/w in addition to niyo- 
cardial infarction, such as hepatocellular necrosis 
metastatic carcinoma, diabetic acidosis, leukemia] 
megaloblastic and sickle cell anemia, thrombocytope¬ 
nia, malignant lymphoma, infectious mononucleosis, 
cerebral infarction and/or hemorrhage, and rheuma¬ 
toid arthritis. In our studies elevations- were also 
found in most of tliese conditions, n’itli tlie c.vception 
of rheumatoid arthritis. We found in addition that the 
LDH level is elevated in acute hemolytic cri.sis. 

These same authors" found many conditions asso¬ 
ciated with normal LDH levels. Included were acute 
and chronic infectious diseases, pulmonary infarction, 
localized neoplastic di.scasc, diabetes, peptic ulcer, 
pancrcaliti.s. cholecystitis, chronic nephritis and ure¬ 
mia, cirrhosis, fractures, my.vedema, hyperthyroidism, 
and arterial thrombosis with gangrene of the leg. This 
was also true after minor surgery. Patients with heart 
disca.se without myocarcVni) infarction usually had 
normal LDH levels. Our finding of essentially normal 
LDH levels in pregnant women is in disagreement 
witli others.'' 

Wrobiewski presented two patients in congestive 
failure with elevated LDH levels but without addi¬ 
tional e\’idencc of myocardial infarction. In our group 
of patients with congestive failure there were four 
with elevated LDH levels. It was our impression that 
actual infarction may have been present, but we had 
no pathological material to support this belief. Further 
investigation is required to settle this issue. 

Although less attention has been focused on the 
value of LDH levels in other conditions, limited appli¬ 
cation has been attempted in the field of malignancy.'" 
The only conclusion our material permits is the gener¬ 
alization that the degree of LDH elevation in malig¬ 
nant disease appears related to the extent of metasta- 


J.A.M.A., Sept. 7, 1937 
is especially useful when the 


ses. 


At present it appears that LDH determinations are 
most useful in the diagnosis of coronary artery disease. 
In suspected myocardial infarction the serum LDH 
levels may make possible the diagnosis when all other 
methods have failed. 

Summary 

A modified method has been described for the de¬ 
termination of serum lactic dehydrogenase (LDH) 
activity. Elevations of scrum LDH were found in myo¬ 
cardial infarction, hepatocellular necrosis, metastatic 
carcinoma, diabetic ketosis, sickle cell anemia, malig¬ 
nant lymphoma, infections mononucleosis, and cere¬ 
bral infarction. Tbc response of LDH levels to myo¬ 
cardial infarction has been described. 


This determination 

, , ■“ uaciui wne' 

e ectrocardiographic pattern is masked or when con, 
plications occur after myocardial infarction. It often 
helps to distinguish between ischemia and actual in- 
farction and to differentiate conditions sometimes 
confused with myocardial infarction. The determina 
tion of LDH levels should therefore become a useful 
laboratory adjunct in the diagnosis of coronary arten- 
Clisense, 

3825 finish St. (1) (Dr. MacDonald). 
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CLINICAL NOTES 


POSTOPERATIVE ACUTE ADRENAL CORTICAL INSUFFICIENCY 

Ralph Adams, M.D. 

and 

Norman Siderius, M.D., Wolfeboro, N. H. 


Until recently, it was common practice in tlie man- 
: agement of severe postoperative shock for surgeons 
to use adrenal cortical extracts in tlie hope that a lack 

■ of these substances might be an etiological or conWb- 
uting factor in the production of shock.* A combina- 

, don of two factors has been responsible for tlie com- 
Imon failure of such an approach; first, the reladve 
rarity of adrenal cordcal insufficiency in tlie etiology 
-of shock, and, second, administration of inadequate 
‘doses of hormones. Knowledge of the physiology of 

■ adrenal insufficiency gained during the last five years 

- has made it possible to base corticosteroid therapy on 
a firmer foundation.® Also, tlie concept of stress stem- 

' ming from the extensive work of Selye “ has helped to 
'-reveal the importance of the adrenal cortex in the 
: body’s response to a host of stressful situations, in- 
; eluding major or minor surgery. Much has been learned 
I from the study of patients with adrenal cortical li^qiG' 
j function (Addison’s disease) and patients who have 
undergone bilateral adrenalectomy.®'’ Modem replace* 

- ment therapy allows one to operate on such patients 
-■ with relative safety."* Now that it is possible to treat 
® the patient with ai-enal cortical insufficien’ey success- 
: fully, it becomes urgent to recognize the clinical condi¬ 
tion w'hen it e.xists. 

We have encountered five cases of postoperative 
shock in w'hich the diagnosis of adrenal insufiBciency 
seems justified. There w^as no clinical reason to sus¬ 
pect a deficiency of adrenal function preoperatively in 
any one of these five cases. One of these is presented 
in detail to illustrate the problem of recognition and 
treatment. 

Report of a Case 

A 65-year-old woman was admitted to Huggins Hospital on 
Oct. 2, 1955, with a history of pain (heasy discomfort) in 

- the right upper abdominal quadrant, penetrating to the right 
costovertebral angle posteriorly, and accompanied by nausea 
and vomiting (no hematemesis) of five days’ duration. No 
other symptoms were elicited referable to cardiac or gallbladder 

; disease. Urinary sjanploms were denied. The patient’s appetite 
was good, and there was no recent weight loss. The history 
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revealed tliat the patient had been treated for laryngeal tuber¬ 
culosis 35 years prior to admission and had thereafter appar¬ 
ently recovered. She had weakness of the back muscles of many 
vears’ duration, probably related to an early childhood injury. 

Physical examination revealed a woman of small stature. 
The temperature and pulse and respiratory rates were normal. 
A movable, nontender, 8-by-12-cm. mass was felt in the right 
upper abdominal quadrant, and it extended into the right lower 
quadrant. Other physical findings "'ere limited to the back 
muscles, which showed organic weak-ness, but posture was 
fairly good. 

Laboratory determinations showed tliat the \-alues for hemo¬ 
globin, hematocrit, white blood cells, nonprotein nitrogen, 
blood sugar and amylase, urinary diastase, icteric index, and 
the Van den Bergh reaction were all within normal limits. 
Urinary specific graxity xx’as low. Chest .x-ray films revealed 
mulUple, tiny, old foci of calcifications at tlie apex of tlie 
left lung, with no evidence of tuberculous actixity. Indirect 
laryngoscopy showed paresis of tlie left xocal cord and de- 
formit>' of the laiynx consistent xvitli old tuberculosis. 

Cholecystography revealed normal filling of the gallbladder 
and demonstrated a congenital constriction at the junction of 
the distal and middle tliirds of the fundus. An intravenous 
pyelogram outlined a large tumor mass, at tlie lower pole of the 
right kidney, that contained no dye. The left kidney shadow 
was normal. Cystoscopy with the patient under spinal anes¬ 
thesia xvas normal. Retrograde pyelography demonstrated a 
right ureteral obstruction interpreted as secondary' to old tuber¬ 
culosis. The postcystoscopy course xvas uneventful. 

As part of the patient’s preparation for surgery, amino¬ 
salicylic acid (PAS) and streptomycin xvere gix’en to prexent 
tuberculous reactix’ation. At operation on Oct. 7, 1955, a large 
cystic tumor mass replacing the right kidney' xx-as mobilized 
and remox'ed xxitli minimal blood loss. Spinal anesthesia xx-as 
used. Exploration of tlie abdomen revealed no disease and con¬ 
firmed the presence of the congenital constriction of the gall¬ 
bladder xx’hich had been seen on .x-ray' films. Pathological 
examination xvas reported as shoxx-ing pyelonephrosis, hydro¬ 
nephrosis, and chrome ureteritis. 

From the onset of operation there xvas a tendency' toxx-ard 
hypotension and tachycardia; otherxx-ise the patient’s condition 
xx'as good. Blood pressure xvas maintained by blood-loss re¬ 
placement and the administration of phenylephrine (Neo- 
Synephrine) hydrochloride. In the immediate postoperatix-e 
period, the patient’s temperature and pulse rate rose sharply 
and hypotension became severe, despite adequate blood, fluid, 
and electrolyte therapy, as shoxx'n in figures 1 and 2. 

On the first postoperative day une.\plamed progressix-e hypo¬ 
tension persisted ex-en xx'ith the administration of concentrated 
arterenol solution. The patient’s appearance and color xvere e.x- 
cellent. She xvas rational and alert and had no pain or blood 
loss. Urine output xvas excellent. Digitalis and oxygen xvere given 
for their possible supportive value to the heart, although there 
xx'as no cyanosis present. 

By the third postoperatix'e day, hypotension xvas severe 
and the blood pressure xx'as labile. The patient xx-as somexvhat 
confused and had intermittent coldness of the e.\-tremities. 
There xx'as hemoconcentration and marked increase in blood 
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ated with other anterior pituitarjf hormone defi- 
cies and is more common!)^ recogm'zed prior to 
;ery. 

ersistent h)'potension during surgery or in tire im- 
liate postoperative period is the most significant 
i of the development of adrenal cortical insufficien- 
The picture is that of severe vascular collapse, 
a a failure to respond to adequate blood, fluid, and 
itrolyte therapy and \'asoconstrictor agents. The 
mpt favorable response to intravenously adminis- 
;d hydrocortisone suggests that the basic physiologi- 
disturbance is a deficiencj' of adrenal cortical secre- 
I. The degree of azotemia, hemoconcentration, and 
need blood volume ® have been used as inde.xes of tlie 
erit)' of adrenal cortical insufficiency in adrenalecto- 
:ed animals and may be similarly useful in man. 
t now appears that the inti'avenous administration 
corticotropin (ACTH), with the determination of 
le\'els of 17-hydro\'ycorticosteroids and 17-keto- 
iods in blood or urine, pro\'ides the most accurate 
ms of quantitating adrenal cortical response to 
litary stimulation.'’ It has been estimated that the 
put of hydrocortisone by tlie adrenal corte.v during 
stress of surgerj' and anesthetization normally is 
mvimately 50 to 100 mg. tlie first day, gradually 
ceasing to the normal output of 25 to 30 mg. in 
lut five to seven days.'" 

tecently, Perlmutter " has proposed a rapid test for 
enal cortical insufficiency useful in the postoperative 
ck state. As a result of the intensive postoperative 
enal cortical actiuty, the renal tubules normally 
orb most of the sodium from tlie glomerular filtrate, 
s causing a marked decrease in urinary sodium con- 
tration. When adrenal cortical or renal tubular in- 
iciency is present, sodium output remains relatively 
h and serum sodium is decreased. The failure of an 
reased ratio between urine uric acid and creatinine 
the first 24 postoperative hours has also been used 
evidence of adrenal cortical insufficiency.’® 

’atients operated on for various diseases with an 
wentful postoperative course have a maximal de- 
ase in circulating eosinophils on the first and second 
;toperative days, followed by an increase surpassing 
initial level up to the seventh postoperative day. 
ler patients show a more pronounced eosinophil de- 
ssion and a delayed eosinophil recover)'.’® The 
inophil response to epinephrine is \vithout much 
ue as a measure of adrenal cortical activity, since 
administration of adequate doses of epinephrine 
been shown to produce eosinopenia even in the 
ence of adrenal cortical tissue, 
apsett and Pearson have recently emphasized 
t the clinical situation of adrenal crisis is a synthesis 
ixvo distinct syndromes, that of sodium loss and that 
deficiency of adrenal hydrocortisone. Therapeuti- 
1 )', it is important to distinguish between sodium de- 
tion, deficiency of 17-hydro.xycorticosteroids, and a 
nbination of the two. 

die mechanism of the effective action of hydro- 
tisone therapy in subclinical adrenal insufficiency 
unknow'n. It appears that the capacity of cortisone 


to increase arterial pressure is accentuated in the pres¬ 
ence of renal damage and states of adrenal insufficien¬ 
cy. The administration of cortisone alone has been 
demonstrated to be capable of correcting peripheral 
vascular failure encountered in acute adrenal in¬ 
sufficiency.’® Cortisone probably increases capiUarj' re- 
sistence ’® and may be necessarj' to maintain the tone 
of tlie terminal vascular bed. In addition, adrenal 
cortical e.xtracts have been shown to potentiate the 
action of vasoconstrictors on blood vessels.’® It may 
be, therefore, that cortisone has a potentiating effect 
on vasoconstrictor agents as well as a direct action on 
peripheral blood vessels. 

Effective management depends on recognition of the 
problem of adrenal cortisone insufficiency. A preopera¬ 
tive test of adrenal response to stress should be made 
in patients who have e.xliibited prewous surgical hj'po- 
tension or prolonged reaction time to anesthetization; 
this test should also be made in the elderly debilitated 
patient and in tliose who have had repeated operations. 
Patients who have received cortisone in the past or 
who are recei\'ing cortisone currently must be man¬ 
aged with a well-planned preoperative and postopera¬ 
tive regimen of increased cortisone therap)’ to support 
them through tlie period of increased stress. 

The cornerstone of treatment is the administration 
of adequate amounts of cortisone or hydrocortisone. 
The assumption is never warranted that the clinical 
s>'ndrome is due solely to salt loss.’'' In addition to 
adequate tlierapy mth blood, fluids, and electrolj’tes. 
intra\'enously given hydrocortisone results in a dra¬ 
matic rise and stabilization of the blood pressure and 
marked improvement of the patient’s condition. The 
administration of hydrocortisone intravenously should 
be such as to maintain a high level of circulating 
hormone for several days, followed by a gradual re¬ 
duction to maintenance levels. 

Two possible dangers must be considered when 
cortisone or hydrocortisone is used for short-term, in¬ 
tensive therapy. Since cortisone and hydrocortisone 
increase the e.\citabiiity of tlie central nervous system, 
epileptic seizures or psychotic reactions may be pre¬ 
cipitated in susceptible patients. Another possible 
danger is that of e.xcessive sodium retention and the 
development of edema produced by a high sodium 
intake during the intravenous administration of hydro¬ 
cortisone.’" 

Summary 

Acute adrenal cortical insufficiency may be an im¬ 
portant factor in postoperative shock which does not 
respond to the usual measures of adequate blood, 
fluids, electrolytes, and vasopressor agents. Persistent 
hypotension during surgery' or in the immediate post¬ 
operative period is the most significant sign of the de¬ 
velopment of adrenal cortical insufficiency. Effective 
management depends upon the recognition of this clin¬ 
ical condition and its favorable response to hydro¬ 
cortisone therapy. „ , 

References 

1. Root, B.: Postoperative Adrenal Insofficiencv: Re\'iew, 
Anesth. & Analg. 34S78-93 (March-April) 1955. 



44 


CONTHAST MEDIUMS-EPSTEIN 


others; Advances in DiaRnosts 
and ‘‘1^ Ad^.,,,,] Ins,, fieienc}', A/n. J. A/cd. 10:595- 

611 (May) mi (h) Holiandcr. V. P., and ollicrs; Wiysio- 
^ i,. M,,„, Quiccr 

5. Sclye, I! : Ccncral-Aciaplalion-.Syndrnnie and Dhrascs of 
Adaplalmn. World AJ. A. »nll. «..S5-Kfi (April) 11)31 ■ Am 
J. Mod 10;54{lv555 (Afay) 1951. ' 

4. Scfnvarl/. tl.; Derrick. W. S.; atul Papper, E. A/.: In- 

tience of Anestiiesia. Operation, and Ohslelrjca) Deliver)' npon 

latifiits xoitli Adrenal Cortical iiisidr/ciencv, .S'nrtc, Civnec & 
Ohst. J*.f:.155-(6,3 (April) 1952. 

5. Kyle, E. H.; Walsh, W. I’,; and Doolan. P. D.: Corti¬ 
cotropin (ACIII) and Adrenal Hormones DiiritiK Operative 
Stress in i-lndoerine Disease. A. M. A. Arch. Int. Mod »1: 
2vS3-295 (Aiaveii) 1953. 

0. Lmidj', J. .S.; AnesthesioioKj- as Aid to Ollier Fields of 
Methca! Practice, J, A. M. A, l5*A:Sa5-506 (/nne 27) W53. 

7. i'ootnole 4. Szilayyi, D. M; Maijjitlis, H. li.; a„d Ja)-, 
('. D., Ill; Ohservalions on Ellecl.s of Corticotropin (ACTH) 
and Cortisone in Man.ipenavit of Some Posfojicratis'e Snr^iical 
I’rohlems. A. M. A. Arch. Snr)>. «r.;21T-2.3S (Ang.) 19.52. 

S. Hills, A. C.; Chalmers, T. N.; and Weh.sler, G. D.; He- 
rIi»lril)ntion of Water ami Efectrol.vtes in Acute Adrenal InsnlR- 
ciency in Man, alistracted, J. Clin, invest, a2:574-575 (June) 
19.5,3, 

9, Laidlasv, j. C., and others; Ads'anees in Diagnosis' of 
.Altered States of .Adrenocortical I'lmetion, Mew England J. 
Med. 25;/;7.)7-7.5.3 (Mov. 3} 19,5,5, 


J.A.ALA., Sept. j 

W Rnkas Jf. M.; Orr, R. H.; Forsham, P, R. 

At,: U.s'c of Intravenous Hydmcortknn/^ in 

^n' «®='^48-459 (May 27)‘ 1955 "'^'"-• 

11. Perl,nutter, M,; Rapid Test for AdremcmtM L 
aoncy: I rehminar>' Report, J, A. M, A. J«0:117 -hS (j^- 

12. Ferrari.s, G,, and Massonc, G.: Postopermivc Dh^ 
Corl.eoadrenal Function, Minerva Ginec, 5:379-, 5 S 2 3 

13. Rc/in J.. Relationship Between Adrenal Cortai! 
crntive Risk^ and Postoperative Cour.se, Demonstr.ifSi 

Ddlcrcnfiai Blood Picture and of Eosinopliik- fc 

'S-’', J. A M r«- 

n. lipscll, A B, Pearson, 0, H,.- P.itl,opl,,*W, 
rreatment of Adrenal Crisis, Mew England J. Metl. 2 . 5 Ir 
514 (March 15) 19.36, 

1.5. Thorn, G. IF., and others: Afedical Progress; Ph.irin: 
logic Aspects of Adrenocortical Steroids and ACTH in \ 
Mew England J, Afcd, 24a:232-245 {Feb. 5) '•?84-'^94 {! 
12), 32.3-3.37 (Feb. 19), 369-378 (Feb. 26), 414-423 (M 
5), 588-601 (April 2), 632-646 (April 9) 1953. 

16. Roli.son, H. N., and Diithie, J. J. R.: Capillary- Resist: 
and Adrenocortical Activity, Brit. M, J. 2:971-977 (Ocl 
1950. 

1 /. footnotes 10 and 16. Fritz, I,, and Leoiae, 11.; Actio 
Adrenal Cortical Steroids and Norepinephrine on Vn.st 
Rcspirnses of Stress in Adrenalcctomized Bats, Am. J. Pk] 
I <15:456-465 (Alay) 1951. 




NONABSORBiVBLE WATER-SOLUBLE CONTRAST MEDIUMS 


THEIR USE IM DIAGNOSIS OF INTESTINAL OBSTRUCTION 
Bcrmii'cl S. Epstein, M.D., New Hyde Park, N. Y, 


Z' The interprotalion of .scout ahclominal roentgeno- 
graius for intestinal oh.sti«ction depends chiefiy on 
es'alnation of intraluminal gas and fluid patterns. All 
too often it is assumed that thi.s diagnosis is arrived 
at easily when gas ttnd fluid ler-els or ladder patterns 
of flistention arc jircsent in the small intestine. How¬ 
ever, tlic diffienUies and shortcomings inherent in this 
e.vamination often are underestimated. 

Opinion as to the use of harium .sulfate suspensions 
for c.vamimitions of the small intestine when intestinal 
olislruction is .suspected still i.s divided. Generally such 
e.xaminations are considered hazardous when a con> 
ylelc or strangulating obstruction exists. The danger is 
regarded as less when there is only partial obstruction 
of the small intestine, provided that the colon is cleiu’. 
DifTtcuUv also ma)' ari.se in the diflercntiation of dis¬ 
tended loops of small intestine from dilated colon, 
pavtieulavly the transverse colon. Sometimes neither 
the connguralion nor position of the distended oops 
pennils their anatomic identification. 


From tbe Dcpurlmcnt of Riuliology, the Long ishuul Jewish 

1 l(ispil;il. 


Recently, tlie oral administration of water-soli 
substances commonly used for intravenous urogra] 
and angiocardiography has been suggested for gasi 
intestinal examinations.’ These substances are n 
toxic, camiot solidify, and are unabsorbable from 
gastrointestinal tract. I have used diatrizoate ( 
paque) sodium in dilutions varying from 30 to 
and Renograhn (a mixture of the sodium and met 
glucamine salts of diatrizoate) in stiengths var 
from 30 to T6%AOa request, diatrizoate was n: 
available by its manufacturers in powder form an 
bulk solution, wbicb may be diluted and flavoret 
desired. Renografin was later supplied in biiJk 
sterile 60% solution for oral use. The main advanl 
of these preparations is lower cost. 

In normal adults, good opacification of the stom; 
duodenum, and upper lepmum can be obhnned v 
solutions of either contrast medium in cb utions 
from 50 to 90% (see figure, parts A and B 
.solutions are adequate for people of slight sMm 
for children. Good portrayal of the mucosal foto 
the duodenum and proximal jejunum is obton«U 
, 1,0 pBtVCVB o£ Ao ,fetal ' 

jcjimutt. anti of tl,e item, often is imlistmcl, Tl 




abdominal roentgenogram, with patient supine, 13 minutes after oral ingestion of 60 cc. of 90% diatrizoate (Hj'paque) so- 
i. Stomach, duodenum, and jejunum are well outlined, and some of tontrast material has reached the ileum. B, film made one 
after oral ingestion of 90 cc. of 75% diatrizoate in another normal adult patient. Stomach contains considerable amount of 
rast medium, altlrough small intestine and colon have been traversed. This illustrates rapid transit time usually seen. Note lack 
rarpness of mucosal pattern of small intestine. C, abdominal roentgenogram, with patient supine, one hour after oral ingestion 
1 cc. of 76% Renografin in patient %vith ileus secondary to acute ulcerative colitis. Contrast medium has collected and remained 
istric fundus. D, roentgenogram, with patient supme, showing distention of small intestmal loops in midabdomen of 70-year-old 
an with abdominal distention and vomiting for two days. This was interpreted as consistent with obstruction in ileum. E, same 
nt 15 minutes after administration of 60 cc. of 76% Renografin through Levin tube. Distended loops are je;unal. F, same pa- 
after four hours. Contrast medium shll is mainly in jejunum, but some has entered ileum and ascending colon. This was 
losed as partial obstruction. At operation, distal jejunum was adherent to and kinked against sigmoid by firm adhesions, 
nteroposterior roentgenogram three hours after oral ingestion of 60 cc. of 70% diatrizoate. Note distended jejunum, indicating 
al obstruction. Narrowed segment is seen low in pehds to left of midline (arrow). H, same patient, 24-hour film. Small intes- 
is empt}% and contrast medium is in colon, f, same patient, four days later. Three-hour film after barium meal. Note stenotic 
in pelvis. This patient, a 48-year-old woman, had partial obstruction due to peritoneal metastases from omental sarcoma. 
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CONTRAST MEDIUMS-EPSTEIN 


nttribnlccl lo tlic lij'groscopic quality of the contrast 
iiiediiun. Tlic noi mal transit time of these suhstsnccs 
through the small intestine is from 30 to 90 minutes. 
It is not uncommon to find the contrast medium in 
the stomach, the entire small intestine, and the colon 
within the same hour. 

/if tlie clinical picture suggests the possibility of 
obstruction of the small intestine and plain roentgeno¬ 
grams show an equivocal pattern of intestinal dis¬ 
tention, information about the size and location of the 
^’arious intestinal loops may be obtained by the use 
of these water-soluble materials without danger or 
incons’cniencc to the patient other than the distaste of 
swallowing a rather acrid medicine. The main purpose 
of tin's procedure is to help determine the location and 
extent of an obstructi\’e process. J 
Oral administration of from 30 to 90 cc. of an ade¬ 
quate concentration of cither diatrizoatc or Renografin 
has proved helpful. With bedridden patients, it is im¬ 
portant to move the patient about to make sure that 
the contrast rnediurn does not collect and remain in 
the fundus of the stomach. If this cannot be overcome, 
the contrast medium may have to be instilled through 
a duodenal tube. When adequate passage through the 
duodenum is observed, it is quickly possible to identify 
the position, caliber, and rate of passage of the contrast 
medium through the small intestine. Subsequent films 
made at appropriate intervals serve to delineate the 
intestinal loops, which become partly opacified as the 
contrast medium traverses them. 

This procedure was employed in 10 cases in which 
the clinical picture and the scout roentgenograms sug¬ 
gested the presence of either obstruction of the small 
intestine or ileus after operation (see figure, part C). 
Tlie surgical procedures had been laparotomies for 
ovarian carcinoma, pancreatic carcinoma, ulcerative 
colitis, regional enteritis, and carcinoma of the ascend¬ 
ing colon. The contrast medium traversed the small 
intestine within 90 minutes in these patients, eliminat¬ 
ing the possibility that there was any significant de¬ 
gree of obstruction. Conservative treatment for ileus 
U'as effectiv'e. 

There were four postoperative patients in whom the 
presence of obstruction of the small intestine due to 
adhesive bands was considered probable (see figure, 
parts D, E, and F). In these the opaque medium was 
retained in loops of jejunum and pro.\-imal ileum for 
four hours or longer. Subsequent films at 12 hours 
showed some of the contrast material in the colon, 
while the distention of the small intestinal loops per¬ 
sisted. In these partial obstruction was diagnosed. In 
three, conservati\'e treatment was elected even though 
equally competent observers differed in their opinion 
as to wiiether opeiation was indicated. Reoperation 
was considered necessary in one patient five days after 
operation, and several bands partially occluding tie 
distal ileum were severed. In this patient the cmitrast 
material traversed the small intestine slowly. Reten¬ 
tion of some in the ileum over a 24-hour period sug¬ 
gested a partial obstruction. 
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In two cases, partial small intestinal obstruclin 
was attributed to peritoneal carcinomatosis W 
ovarian malignancies, and in one a similar process 
due to spread from an omental sarcoma. Scout in 
of the abdomen showed distention of the small i 
testine with numerous fluid levels. There was co 
.siderable delay in the passage of the opaque media 
thiough the sma]] intestine, indicating partial obstm 
tion. In the third patient (see figure, parts G, 

I), a narrowed loop of small intestine was visible 
tlie left of the midline in the pelv'is. This was c( 
sidered the obstructii'e site. After six hours the cc 
trast medium appeared in the colon. Because of fj 
it was considered safe to repeat the examination w 
barium. Again there was delay in the transit of I 
contrast material, but several areas of stricture coi 
be clearly identified, better than with the water-solui 
substances. This suggested that diatrizoatc or Bei 
grafin be used for preliminarj'^ studies and that nr 
definitive examinations with barium can be done wl 
necessary. 

Two cases of carcinoma of the cecum presented 
partial obstructions at the ileocecal valve. In b 
there was sufficient opacification of tlie cecum to id 
tify the lesion. The obstruction of tlie small intest 
was considered partial because some of the conti 
material entered the colon after six hours. One pati 
responded temporaril}' to intubation. Tlie lesion ^ 
overlooked, and obstruction recurred about two we 
later. The diagnosis of cecal carcinoma was confinr 
at operation. In tlie second case there was marl 
distention of the entire small intestine. The ileoce 
junction was narrowed and tapered. At operation t.... 
was foimd to be due to infiltration of the ileocecal 
valve witli tumor. 

AVater-soluble substances may also be used for ex¬ 
aminations of tlie colon when there is question as to 
advisability of using barium. Such doubt may arise in 
patients witli intussusception or where the possibility 
of perforation of tlie intestine or prolonged retention 
of contrast material is anticipated, y 

Summary 

'^Water-soluble contrast mediums used for intra¬ 
venous urography or angiocardiography may he help¬ 
ful in the examination of the small intestine when 
the use of barium sulfate suspensions is considered 
hazardous. These may he regarded as preliminary 
studies and may be followed by barium examinations 
if pateiic}' of the intestine is established^ 

270-05 76tli Ave. 

The cliatrizoate sodium used in this study supplied .-.s 
Hypaque sodium by the Medical Research Department o 
W^nlhrop-Stearns. Inc.. New York, and the 
Squibb Institute for Medical Research, New Brunsuid, N. !• 
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APPARENT INCREASE IN FREQUENCY OF INFECTIONS 
INVOLVING TORULOPSIS GLARRATA 

PROCEDURE FOP ITS mENTIFICATION 
Lj-nferd J. Wickerham, Ph.D., Peoria, lU. 


- Occasionally, rare yeasts of medical significance are 
' :nt to me for identification. Among these have been 
"iree strains of Torulopsis glabrata (Anderson) Lod- 
er and De Vries in the years 1938 to 1956. Since 
larch, 1956, sL-i additional strains of this species have 
een received, all from human patients including t\vO 
/ith yeast septicemia. The rvell-knorra increase in in- 
ectio'n caused by Candida albicans follouang the e.v- 
ensive use of antibiotics ’ suggests a possible similar 
elationslup between infection by T. glabrata and the 
.ise of antibiotics. The object of tin's report is to de- 
"cribe how this species can be recognized. When it 
•an be identified unth certainh' by medical techni- 
;ians, all failures and successes in treatment of pa- 
ients infected by it can be referred to a definite name 
■ather than being accredited to an unknowm yeast or, 
vorse 3 'et, to the wong species. At present the yeast is 
50 little ImowTi that it is not mentioned in the more 
prominent books on medical mycolog}'. T. glabrata has 
remained almost unknown because it is much less com¬ 
mon than the Candida species found on or in the body, 
and its abilit)' to cause disease in laboratorj' animals 
is marginal. 

Black and Fisher' isolated T. glabrata from a patient 
who bad broncbopneumonia. Tbe yeast was inoculated 
intraperitonealls' into rats. The rats were killed after 
5 to 10 days, and the yeast was cultivated from some 
of the organs. In both rats the omentum was contract¬ 
ed into a hard mass and contained some bard nodules. 
Lopez Fernandez,^ in an article containing many 
photographs, reported on the pathogenicitj' of several 
strains of T. glabrata. Rabbits, guinea pigs, rats, and 
white mice were used, the mice being more sensitive 
and giving a more complete histopathological picture- 
Intravenous and intraperitoneal inoculations gave the 
most constant results. The most characteristic feature 
was the formation of nodular lesions with an intense 
elaboration of reticuloendothelial cells. The yeast cells 
were localized within the macrophages, to give a histo¬ 
pathological aspect which Lopez Fernandez stated was 
identical to that found in histoplasmosis. 

Lodder and De Vries'* injected intracardially five 
strains of T. glabrata from human sources into five 
rats each. Three of the five inoculated from one of 
the strains died in about three months. Two other rats 
died also, each having received injection of a difiFereot 
strain of j'east. The j^easts vvnre isolated from the lungs 
of the dead rats. Lodder and De Minjer' injected T- 
glabrata into a number of mice and rats intraperitone- 
ally and subcutaneously. No pathological changes 

From the Fennentation Section, Northern Utilization Re¬ 
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could be observ’ed in these animals, and yeast cells 
vv'ere nev'er found in an}' of their organs. Lodder and 
De Minjer concluded that this strain was not patho¬ 
genic. There are good reasons for believing that all 
of the preceding papers were based on studies of au¬ 
thentic strains. 

The results of tests in animals are certainly not the 
final indication of a strain’s pathogenicit}' in humans 
when the results are weak and variable, but the recur¬ 
rence of characteristic pathologv’ after injection with 
some strains is strongly suggestive. The repeated isola¬ 
tion of the yeast in cases of septicemia in humans is 
strongly indicativ'e, and ov'er 60 positiv'e cultures have 
been made from the blood of one patient. Just as the 
common use of antibiotics has increased the incidence 
and seriousness of infection by the v'erv' commonly car¬ 
ried C. albicans, so an increased incidence of human 
infection by the more marginally pathogenic species, T. 
glabrata and C. tropicalis, might be anticipated. Stovall 
and Pessin ® have demonstrated that 5 to 15 times as 
many cells of C. tropicalis as of C. albicans are required 
to cause death in rabbits; and Seligmann shovv'ed that 
a strain of C. albicans w'hich vv’as nonpathogenic for 
mice became, lethal when cells were accompanied by 
2 , Tog. of anieomycin. It should he of interest for some¬ 
one to test the pathogenicit)' of T. glabrata and C. tropi¬ 
calis accompanied by antibiotics. 

Differentiation of Yeast Species 

The follow'ing notations regarding the identification 
of fermentative yeasts that are more or less commonly 
found on or in the human body are giv'en from the 
viewpoint of one who has w'orked with pathogens to 
a considerable e.rtent but who has been concerned 
with the taxonomy of all yeasts to a greater e.xtent. 
Three of the species in the table are of special interest: 
C. albicans, vv'hich is definitely know'n to cause dis¬ 
ease, and T. glabrata and C. tropicalis, which are 
thought to be marginal pathogens. Sufficient informa¬ 
tion will be giv'en concerning these three to permit 
their separation from aU other species that might be 
e.\-pected on or in the human body. 

I routinely use 38 carbon sources for the identifica¬ 
tion of yeasts, of which five were selected for the table. 
As few of the yeasts studied are pathogens, an incuba¬ 
tion temperature of 25 C is used for a period of 20 
to 24 days. The assimilation reactions are less variable 
than fermentation reactions, and only 0.5% of carbo¬ 
hydrate is required as compared vv'ith 2% for all 
fermentation tests except with the sugar raffinose, 
W'hich requires 4%. Commeal agar or other mediums 
used for enhancing the development of h)’phae may 
be used for colonies or dalmau preparations. The latter 
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TORULOPSIS GLABRATA-WICKEHHAM 


permit the direct microscoiJic observation of cultures 
growing in plates or on agar-coated slides. I have de¬ 
scribed the morphologic and physiological pj-ocedures 
mentioned here elsewhere,*' 

C. krusei at four to six days’ incubation on com¬ 
monly used mediums produces colonies which usually 
show hyphal tips in the moderately crowded portion 
of the Petri plate when the plate is held to the light 
with the bottom of the plate toward the observ'er. 
Large cells are present microscopically. This species 
ferments glucose strongly but has no action on treha¬ 
lose. C. krusei is a very common saprophyte. 

T. glabrata produces colonics which are smooth and 
show no hyphal tips. It causes gaseous fermentation of 
glucose and trehalose. No other species of yeast is 
kmown which ferments these sugars and does not 
assimilate maltose, sucrose, and cellobiose. T. glabrata 
is very rarely isolated from sources other than the 
human body. It is most commonly found in the uri¬ 
nary, intestinal, and respiratory systems but it is not 

Diagnaxtic Reaction of Yeaxtx Which Produce Cascaiix- Fermen¬ 
tation of One or More Sugars and Are More or Less Commonhj 
Associated tcith Human Bodtj* 
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r'crincntnUon 


5; 5- 

t £ S £ 'r S I 5- I c 

C<>'C c C Q 

5 C S S 5 5 ^ 5 *5 £ 

’J'onilopFts clnlinitit + — — — -t- ___ 

CnndliJii krtiFo! . 4 — — — — 

e. piirfli>sIIo.“is . 4-4-+ ++ 4-V— ___ 

C. KUlIllorinondll ... 4- + + -f 4- 4- V — V — V 

e. nllilcdtis V, 

stolliitoldcii . 4-4--f — 4- 4- — 4- — 

(.', flIWenns . 4-4-4- 4-+ 4-V4- ___ 

(.', tropleiills . 4'4'4- 4-4- 4-4--h 4 - — _ 

e. utllls . 4-_4. 4-4- 4.__ 4._4- 

.SncoJinrottiyecs 

cercvisfiic .. 4'-^4- + + + 4- — 4- 

.S. tnifrllts . d-d-— 4-V 4-4-- 4-4-4- 

* 4- JfcHtis KrowUi where It refer!* to Hffhidlntlon, pns where fs refers to 
fcrmcntiitlon; V iiieiins vnriiihlc;—menus no growth where reference is to 
iissliniliitlon, no ki's where reference t« to fenncntiitlon. 
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and C. guilliermondii show no defini* 

difference m the table presented here, but nearlv 
strains of C guilliermondii ferment sucrose, whue- 
no strains of C. parapsilosis do. The bvo specks & 
m their ability to assimilate cellobiose and raffinose C 
parapsilosis assimilating neither and C. guilliermo# 
assimilating both. C. guilliermondii has a rather t# 
range of variation. It is possible that a further sW 
of mating type reactions ” and biochemistry will shovi 
tliat C. guilliermondii is presently composed of more 
than one species, C, guilliermondii and C. parapsilosi* 
are most commonly found in association with trees aoi! 
in soil; C. tropicalis is common in soil and occasionalk 
occurs in the respiratory tract, and C. albicans is a) 
most exclusively found in tlie animal body. 

C. (Torulopsis) utilis is a rare yeast usually foun^ 
associated with the animal body or in plants producing 
bakers’ yeast. It is readily differentiated from the 
otlier fermentative species in the table by its carbon 
assimilation reactions and by its ability to assimilalt 
nitrate. Saccharomyces cerevisiae has been isolatec 
from the vagina of diabetics and from lungs ani 
mouths of patients. S. fragilis and its imperfect form 
C. pseudotropicalis, are occasionally isolated from tlii 
body and are the only lactose-fermenting species founi 
there. Crj'ptococcus neoformans and related specie 
are differentiated from all of the preceding by thei 
ability to syndiesize starch and inability to cause- 
gaseous fermentation of sugars. 

Summary 

There is some indication tliat Torulopsis glabrati 
previously considered to be slightly padiogenic ( 
nonpathogenic, is now becoming more common an 
may in some cases cause serious infections. This pape 
is written to alert physicians to its occurrence and f 
inform technicians regarding its identification. 

1815 N. University St. 
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COUNCIL ON FOODS AND NUTRITION 


SYMPOSIUM ON NUTRITION IN PREGNANCY 

The following announcement has been authorized by the Council on Foods and Nutrition. 

Philip L. White, Sc.D., Secretary. 


A s>Tnposium “Nutrition in Pregnancy” will be held 
in Columbia, Mo., Oct. 11, 1957. This symposium will 
be sponsored by the Council on Foods and Nutrition 
with the cooperation of Boone County Medical So- 
ciet)'; School of Medicine, University of Missouri; and 
Adult Education and Extension Ser\'ice, University' of 
Missouri. 

The program, which will begin at 8 a.m. Friday, 
Oct. 11, will be held in tlie auditorium of the Univer¬ 
sity of Missouri Medical Center. The meeting vill be 
open to all interested persons, and there mtII be no 
registration fee. ' . 

The following program has been arranged: 

Morning Session 

8:00 a.m. Registration. 

9:00 a.m. Influence of Maternal Nutritional Level on the 
Fetus and Infant. Dr. Ray Hepner, Associate Pro¬ 
fessor of Pediatrics, University of Missouri Medical 
Center. 

9:30 a.m. Metabolic and Biochemical Changes in Normal 
Pregnancy. Dr. Icie Macy Hoobler, Consultant, 
Merrill-Palmer School, Detroit; Former Director, 
Research Laboratory, Children’s Fund of Michigan. 
10:30 a.m. Importance of Nutritional State of Mother Prior to 
Conception. Dr. Genevieve Steams, Research Pro¬ 
fessor of Orthopedics, State University of Iowa. 


11:13 a.m. Nutrition E\-perunents as an Instrument of Tera¬ 
tologic Research. Dr. Joseph Warkany, Professor of 
Pediatrics, University of Cincinnati. 

Discussion: Dr. .Albert G, Hogan, Professor Emer¬ 
itus of Animal Nutrition, Universitj- of Missouri. 

Afternoon Session 

2:00 p.m. The Effect of the Reproductive Cycle on Nutrition¬ 
al Status and Requirements. Dr. Wifliam J. Mc- 
Gam'fy, Associate Professor of Obstetrics and Gjme- 
cology, Vanderbilt Universitj’, Naslwille, Tenn. 

2:45 p.m. Dietarj’ Habits During Pregnancj’. Miss Dorothj’ 
A^orhies, Associate Professor of Dietetics; Mrs. Bar¬ 
bara Birmingham, Nutritionist, Outpatient Depart¬ 
ment, Universitj’ of Missouri Medical Center. 

3:30 p.m. Panel Discussion to Review Epidemiologic Studies. 
Moderator: Dr. Icie .Macy Hoobler. 

Participants: Dr. Samuel B. Kirkwood, Clinical 
Professor of Obstetrics, Department of Maternal 
and Child Health, Hars’ard Universitj’ School of 
Public Healtli; Commissioner, Department of Pub¬ 
lic Health, Commonwealth of Massachusetts. Dr. 
William J. Darby, Professor of Bioehemistij’, Van¬ 
derbilt Unis'ersity School of Medicine. Miss Mar¬ 
jorie Heseltine, Chief, Nutrition Section, Dh-ision 
of Health Sendees, Department of Health, Educa¬ 
tion, and M'elfare. Drs. Hepner, McGanitj-, and 
Steams. 
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WORLD MEDICINE COMES OF AGE 

FEARLESS CONCERN FOR PATIENT IS HIGH POINT OF HARMONW IN VOICES OF 700,000 DOCTORS 

Milton Golin 


Cuban police seize physicians as hostages. A “flu” 
epidemic finds the Philippine Medical Association in 
desperate need of drugs. Maltese doctors are tlireat- 
ened jvhen they resist a move to limit patients’ free 
choice of physician. . . . 

These recent crises carry' a direct tlireat to the gen¬ 
eral public, not to the medical profession alone. Ten 
y'ears ago, doctors of each nation usually had to slug 
out such problems themselves. More likely' than not, 
there was no place outside tlieir borders to turn for 
help—no voice to bespeak their troubles or to forewarn 
their colleagues in other lands. Massive danger to 
health and medical practice jvas only part of the handi- 
cap to phy'sicians and their patients 10 y'ears ago. Doc¬ 
tors needed to know what scientific developments in 
Berne, Switzerland, could benefit clinical knowledge in 


Kansas City', or what new medical education precept 
discussed in Vienna might raise the proficiency' level 
of an intern or a budding speciah'st in Melboiume. 

Today' medieine has an international voice, tlie 
World Medical Association, a confederation of 53 na¬ 
tional medical associations representing more than 
700,000 phy'sicians around the globe. It is sounding an 
alarm against those who would oppress the doctor and 
his patient. It is telling the story' of far-flung advances 
in medical science. It is rally'ing help for brother physi¬ 
cians who are in need. 

Help -was needed urgently last Memorial Day’ as 
Asian (Far Eastern) influenza was striking hundreds 
of tliousands of Filipinos. Phy'sicians were running out 
of andpyTetics. Off went a frantic cable from die Phil¬ 
ippine Medical Association to the \A'’or]d Medical 
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Association headquarters in New York City: “Re¬ 
quest immediate airlifting of antipyretics, anal¬ 
gesics and if available pol>walent flu vaccine.” Tlie 
cable could not have arrived at a more difflcult time. 
A long holiday week end loomed ahead, and many 
phannaceutical firms either were closed or were 
operating with only stand-by Stan's. Air transporta¬ 
tion companies had their own priority problems. 
There was the prospect, loo, of governmental red 
tape in an inteniational drug .shipment. 

But WMAs secretary-general. Dr. Louis H. 
Bauer, and his stafl tackled the problem with kmow- 
hou'. First they notified the Civil Aeronautics Board, 
and the red tape Ijcgan disappearing. Tlicn tlicy 
found that officials of the Borroughs Wellcome & 
Company, Inc., of Tuckahoe, N. Y., were able to 
prepare a .300-lb. shipment of an antii^ATclic anal¬ 
gesic for delivery to Newark aiiport before 5 p. m. 
that da)'. From there, a Fl\’ing Tiger cargo plane 
rushed the supply to San Francisco, where a Pan 
American Airwax's plane w'as waiting to carry it the 
rest of the way. On Sunda)' morning, before the end 
of the holida)' week end, the drugs were delivered 
to eager medical hands in Manila. The accomplish¬ 
ment was .speed}', spontaneous, and completely 
\'olunlary. 

^^''■ithin hours, other pharmaceutical firms were 
re.s'ponding: A 600-lb. air shipment of analgesic 
from McNeil Laboratories; similar supplies arranged 
b)' E. R. Squibb &• Sons; antibiotics and tranquilizers 
from Charles Pfizer & Compan)', Inc. Eli Lilly & 
Company launched a “crash” week-end project in 
their Indianapolis laboratories, in hopes of more 
quicklv proving the effectiveness of their influenza 
\'accine. And Parke, Davis & Company authorized 
the Phihppine Medical Association to obtain all 
necessary drugs from the compan)'s Manila office. 
Said Dr. Bauer: "It is in the unity of purpose in such 
emergencies that the strength of the members of 
the health profession is tested—and proved equal to 
the task. It gives and does not count the cost; toils 
without resting; and asks no reward for its labor 
than a better and happier world for all people.” 


Help for Hungarians 

Scores of Hungarian physicians certainly were 
asking no reward when they fled Communist butch¬ 
ery last fall. Many of them escaped so hurriedly 
that they left behind tlie vital papers wliich could 
show their accreditation. One of them reported: 

I treated the children and youths injured in the 
rebellion. There was no time to fill in and file the 
numerous reports that the government required- 
nor did I feel justified in revealing the names, ad¬ 
dresses, and conditions of the patients who came 
to me. ... I was still in my clinic after midnight 
when a patient’s motlier came to warn me tliat the 
police were on their way to arrest me for treason. 
I fled. ... I have no papers to prove who I am or 
u'hat m)' education and experience has been—life, 
security, and freedom for my family were my only 
thought.” 

This doctor's plight illustrates a major project of 
the World Medical Association: A central reposi¬ 
tory for medical credentials (carrying the regis¬ 
trant’s dated photograph, fingerprints, and notarized 
signature) so tlrat physicians everywhere can prove 
their qualifications in case disaster strikes at their 
home country. “Success in this one program alone,” 
sa)'s Dr, Bauer, “would justify tire existence of 
WMA.” For lack of such a repository, meanwhile, 
the ^^^MA has been trying to establish new creden¬ 
tials for, and otherrwse rehabilitate, Hungarian 
refugee jrhysicians in the free medical world. 

The WMA first spoke out against the Hungarian 
outrage last November in a telegram to the United 
Nations, strongly urging “that every necessary step 
be taken to prevent further butchery and deporta¬ 
tion of Hungarian citizens and that the actions of 
those responsible for these atrocities be strongly 
condemned.” Soon afterward, tlie U. N. did just 
that—censured perpetrators of the teri'orism. Next 
came WMA’s appeal to member associations and 
individual physicians that “all possible aid to Hun¬ 
gary through your organization . . . will be another 
proof of tlie importance the doctors of the world 
place on human dignity and freedom.” 
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Mature Voice of Medicine 

This is tlie \'oice of world medicine, come of age, 
a voice until autlioritative tone. M’^MA's cn' against 
oppression in Hungary' is the mature call of a young 
adult bom out of the ferment of World War II. 
Doctors from many nations were throum togetlier in 
tlie common missions of that great conflict over a 
decade ago. Their wartime brotlierhood in arms 
suggested tlie values of a permanent international 
alliance of organized medicine. These physicians 
also felt tlie need to restate medicine’s universalit}', 
and to e.xpress tlieir independence of political com¬ 
pulsions. There was a need, too, to assert a solidarih' 
in repudiating tlie per\'erted medical practices 
which were forced against some physicians in Nazi 
concentration camps. (Based on a 194S “Declara¬ 
tion of Geneva,” WMA phj'sicians pledge: “I will 
setaia tbw wtoost respect for Iwirwaw life from tl\e 
time of conception; even under threat I will not 
use my knowledge contrarj' to the law's of hu- 
manit}'.”) 

In this background will tlie M^orld Medical Asso¬ 
ciation obsers'e its 10th birthday on Sept. 18. Vflien 
tlie IVMA speaks today, it is heard as the official 
voice of the practicing profession, listened to by 
such diverse global agencies as the International 
Labour Office, International Social Securit}' Asso¬ 
ciation, and World Healtli Organization. And w’hen 
WMA spoke out for help for Hungar}’’s refugee 
doctors (sending 500 Swiss francs as a starter) it 
spaw'ned offers of additional funds, medical sup¬ 
plies and aid, housing accommodations, and reset¬ 
tlement facilities from medical associations in die 
United States, Austria, Chile, Finland, Denmark, 
Cuba, and otlier nations. 

Crisis in Cuba 

The Cuban contribution, particularly, carries an 
ironic note. Ei'en today, less than a j'ear after the 
last WMA general assembly in Havana, Cuban 
physicians are being persecuted because they, like 
their Hungarian colleagues, gave medical treatment 
to those demonstiating against tlie government. 
Last June the Cuban Medical Association offices 
w'ere raided during a regular business session. 
Physicians w’ho care for sick and w'ounded “street 
rebels” still are being beaten, imprisoned and held 
as hostages. It is a criminal offense for die medical 
association to hold meetings. 

The crisis in Cuba is scheduled for discussion at 
Istanbul, Turkey, starting Sept, 29 when WMA 
President J. A. Bustamante, himself a Cuban physi¬ 
cian, opens the next general assembly under a 
dieme of “Solidarity—the Key to Medical Advance.” 
The M^MA already has pointed out that, w'hile doc¬ 
tors must fulfill their duties as citizens, diey are 
pledged to serve humanity—without regard to re¬ 
ligion, nationalit)', race, social standing, or part)' 
politics. Not long ago the WMA announced that 
while it cannot “w’idiin the framew'ork of its con¬ 
stitution engage in political conflicts ... the doctors 


of Cuba need the moral support of even' freedom- 
loiing medical association.” Since then, letters of 
encouragement have been arriv'ing daily in Havana, 
Santiago, and other Cuban communities, reminding 
the doctors that colleagues in other lands are sup¬ 
porting them in all humanitarian efforts. 

Belgium and Malta 

Repeatedly, humanitarianism has shown its pownr 
in the climate of wnrld medical opinion. In Belgium, 
the government time and again has tried to create a 
state medical service which would force doctors to 
abide by all past and future ministerial regulations, 
and w'ould require patients to obtain a permit before 
seeking medical care. So tlie Belgian medical pro¬ 
fession organized its own medical insurance plan to 
assure free choice of physician. Not only are Belgian 
doctors and patients satisfied, but physicians from 
other countries have acclaimed the plan. This spring, 
WMA Delegate Pierre Glorieu.\- reported: “My [Bel¬ 
gian] government, recognizing that it could not 
control the medical profession, sent a new' bill to 
the parliament w'hich . . . w'ould remove all aspects 
of social securit)' from the legislati\'e pow'er of 
parliament. Tlie prime minister has officially stated 
that he will respect all the conventions of die med¬ 
ical profession.” 

Not long ago tlie territorial government of Malta 
embarked on a campaign of threat, insult, and 
harassment in an effort to limit the private practice 
of medicine in fai'or of a salaried sendee. IVlien the 
nearly 200 Maltese physicians resisted, the prime 
minister hinted that he would import physicians 
from abroad to carry' out his plan. The M^MA 
promptly alerted tlie profession in neigliboring 
countries, and the result w'as a governmental agree¬ 
ment to put aside its plans. Again, international 
soiidarit)’ among physicians had upheld a measiue 
of freedom for them and their patients. (Says the 
IVMA: “Confidence in one’s doctor is essential for 
good tlierapeutics, and a patient does not ordinarily 
have confidence in a doctor w'hom he is compelled 
to consult.”) 

In scattered regions of tlie w'orld other phr’sicians 
are gaining strength and moral support from the 
IVorld Medical Association: 

—The Venezuelan government revamps its social 
securit)' bill in order to include a free choice of 
doctor for the patient, after the Venezuelan Medical 
Association points out that “the best interests of the 
people and the profession can only be serx'ed w'hen 
the legislation conforms to the Tw'elve Principles of 
social securit)' established by the World Medical 
Association.” 

—The Japanese Medical Association arouses phy¬ 
sicians in scores of nations w’hen it reports in tlie 
trilingual (English, Spanish, and French) World 
Medical Journal, official publication of the WMA, 
that government medicine methods threaten to re¬ 
strict Msits of Japanese patients to their doctors 
“in complete disregard of public opinion.” 
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-Bolstered h\' prineiples, the Chile mecl- 

ical profession has achic\'ed a new unit)' in its three- 
year battle against restrictive goveviiweiit pressures. 

Other Programs 

It would be a mistake, judging from these events 
alone, to I'cgard ^^h^IA as a lobby bent onlv on 
lighting the evils of socialized medicine. Other 
efforts outshine its role as an :darm-ringer and 
lighter for unfettered medical jnaclice. One is the 
dri\’e for a central repository for medical creden¬ 
tials. Another is sponsorslu'p of the first World 
Conlerence on Medical Education, in London in 
1953 (the second is sot lor 1959 in Chicago). The 

also h as adopted a modernized Hippo- 
cratic Oath, as well as an International Code of 
Ethics. Ahead)' succe.ssful in some South American 
countries, WMA is continuing to hcli? in the 
establishment of national medical associations else¬ 
where throughout the world. Currently, it is: 

—Promoting a freer international flow of pro\'ed 
therapeutic agents. 

—Formulating principles of cooperation between 
practicing pln'sicians and public health officers. 
—Promoting medical research. 

—Obser\'ing and reporting on the activities of 
more than 23 other international organizations as 
they affect the practice of medicine. 

Another W’MA project is universal adoption 
of a special emblem that will identify and protect 
medical units in civil defense—just as the Red Cross 
s\TObol protects units during armed conflict. The 
civil defense design (see figure) has been agreed 
upon by a joint committee of International Medicine 
and Pharmacy, the WMA, and the International 
Red Cross; it already is ratified by several nations. 

Do Not Confuse WMA with WHO 

^^^MA makes a point of distinguishing itself from 
the W^orld Ilealth Organization, WHO is strictly 
intergovernmental public health agency created by 
the United Nations and supported this year by 
member nations to the tune of $13,500,000. The 
World Medical Association, on the other hand, is 
completely nongovernmental in its origin of national 
medical associations. Operating this year on a 
budget of only $165,000 (little more than 1% of 
WHO’s whopping expenditures), WMA is the voice 
of the practicing profession and the individual pa¬ 
tient. During its first five years, WMA was pledged 
$250,000 by joint action of the American iVIedical 
Association Board of Trustees and representatives of 
the pharmaceutical industr)'. This placed the fledg¬ 
ling organization on sound footing. Since then, a 
United States Committee, and supporting groups of 
other nations-comprising individual iDhysicians, 
I'.vvmcn, and coqmrate members-have i3rovided 
backbone support to WMA through dues ($10 an¬ 
nually per person in the U. S.) and voluntary 

activity. 
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One result of this individual participation is a 

happens to the freedoms 
of 200 doctors and their patients on the Island of 
Alalta, or in another part of die world, can affect 
the futures of doctors and patients ever 3 nvhere. The 
U. S. Committee, approaching diis year’s member- 
ship goal of 10,000, thus is made up of physicians 
who have taken the lead in realizing that there is 
just^as much need for boosting WMA as for taking 
part in count)', state, and national medical societ)’ 
activities. The)' know that health is a language tliat 
can be spoken ever)'where. Last spring, for example, 
some 3,000 physicians from 48 nations including the 
Soviet Union kicked over all barriers of communi¬ 
cation u'hen the)' took part in an annual Interna¬ 
tional Congress of Otolar)'ngo]ogy in \VasIiington, 
D. C. The atmosphere was amicable because they 
had a common interest. 

Similar rapport in the health field is taking place 
this w'eek in Rome, where an estimated attendance 
of 1,000 American dentists at the Federation Den- 
taire Internationale is furthering President Eisen- 
hou'er’s People-to-People Program. That program 
is being pursued not onl)' b)' die U. S. Committee 
of the WMA but also by: 

—Thousands of U. S. armed forces medical per¬ 
sonnel who care for local populations overseas. 

—American doctors who take part in demonstra¬ 
tions of neu' techniques during ^'isits to hospitals 
and clinics abroad, as a means of stressing die desire 
of the United States to share its scientific progress. 

—Pharmaceutical companies which emphasize in¬ 
ternational good will in their world-wide contacts. 
One—Smith, jfCline & French—now has teleMsion 
production creu's assigned to film actii'ities of 
American phi'sicians abroad in private, missionary^ 
militar)', foundation, and government practice. Next 
February the firm will present the stor}' as a docu- 
mentar)', portra)'ing doctors as U. S. ambassadors 
of good will in Japan, Korea, Hong Kong, India, 
Indonesia, Iran, Turkey, Ethiopia, France, and 
Guatemala. 

Instrument of Peace 


As Dr. Albert C, Holt says in his hospital office in 
imbay: “We are representing the whole medical 
ofession in America to these people.... If we fail, 
merican medicine has failed in tlieir eyes. 

Dr. Gunnar Gunderson, who is President-elect of 
le A. M. A., and also a director of WKIA’s United 
tates Gommittee, puts it tiiis way; “We can add 
ew meaning to the M.D. degree-Medical Diplo- 
lacy. World peace cannot be attained until we 
uild peace into tlie hearts and minds of men. Since 
hysicians are the most intimately acquainted v'lth 
lie phvsical and mental needs of their patients, 
hey are the most logical engineers for tliis great 
iioral reconstruction project. If we more tl\™ 
nillion physicians assume this task on an individua, 
lersonal basis we may yet succeed where soldiers, 
;tatesmen and poHticians have prei'iously failed. 
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ANTIBIOTICS IN VIRUS DISEASES 

Q lie direat of wdespread \'irus disease in 
the form of Asian influenza makes it high¬ 
ly desirable to clarify tlrinking on the 
treatment of \’irus diseases. Tlie Council 
on Drugs has prepared a statment, which appears 
elsewhere in this issue of The Journal, page 58, 
explaining tlie limitations of antibiotics in influenza 
and pointing out tliat their use in the primar)’' treat¬ 
ment of this disease would be contrary' to good 
medical practice. The principles involved, how'ever, 
also apply to other xirus diseases. 

Exidence tliat thinking on the treatment of virus 
diseases has been confused can easily be gathered 
from conversations in public places, where it is not 
unusual to hear a person say, “I have a virus cold, 
and my doctor is giwng me penicillin.” There is also 
exddence to indicate that the misuse of antibiotics 
is not limited to the United States. Hennessen in 
Diisseldorf ’ reports that “the use of broad-spectrum 
antibiotics often begins before a diagnosis has been 
established.” He shows tliat the action of antibiotics 
in disease differs radically from that of antiserums. 
An antiserum acts on a particular patliogenic or¬ 
ganism or it does not act at all. If one excepts sensi¬ 
tization phenomena, it can be said tliat an antiserum 
which does no good at least does no harm. 


1. Hennessen, W,: Antibiotika und Chemotherapeutika bei Vinis- 
krankheiten, Deutsche med. Wchnschr. S2; 1206 (July 19) 1957. 

2. Jensen, K. A., cited in Dangers of Using Antibiotics, Foreign 
Letters (Denmark), J. A. M. A. 164:1373-1374 (July 20) 1957. 

3. Mikkelsen, O., cited in Dangers of Using Antibiotics, Foreign 
Letters (Denmark). J. A. M. A. 164:1373-1374 (July 20) 1957. 

4. Kapp, D. F.: Antibiotic Prophyla.xis in Unpredictable Infections: 
Medical and Surgical Fallao', Guthrie Clin. Bull. 26; 165-168 (April) 


Antibiotics, however, act differently. If the anti¬ 
biotic in a given case encounters a resistant organ¬ 
ism, its side-effects become in fact its only effects. 
This, says Hennessen, is the situation Math all true 
xarus diseases. Ufth the exceptions of the large-par¬ 
ticle \Truses like trachoma and psittacosis, the 
xiruses are resistant to the knoxxTi antibiotics. As a 
result, medication with antibiotics in xarus diseases 
wolates the principle of nil nocere, for it is likely 
to result in substantial damage. A xdrus disease is 
a systemic infection. Its manifestations in various 
indixudual organs follow an actual xnremia during 
which a patients defense mechanisms must be 
considered as being under serious strain ex^en if his 
sjTnptoms are not alarming. At this stage die admin¬ 
istration of chemotherapeutic drugs and antibiotics 
inexatably disturbs the physiological flora of his 
body, possibly to a grave e.xtent. 

Most of die organisms that normally populate the 
orifices and eaxades of the body are sensitix'e to 
antibiodcs; xx’hile these organisms tend to x^anish 
under treatment xxath andbiodcs, the orifices and 
eaxades tend to become populated by organisms 
that are resistant and frequendy pathogenic. Tliere 
is hardly a clinic or hospital today, says Hennessen, 
diat is not inhabited by therapy-resistant, patho¬ 
genic organisms. A superinfecdon by such noso¬ 
comial organisms therefore is actually favored 
xx’henex’er an andbiodc is used xx'here it is not 
called for. 

Various other circumstances conspire to increase 
this danger. Jensen “ has reported the successix'e 
appearance of strains resistant to penicillin, to 
streptomycin, and to chlortetracycline xx'hen these 
andbiodcs xvere being used preoperadx'ely as pro- 
phyla.xis against infecdons in thoracic surgerx'. Mik¬ 
kelsen reported similarly on attempts to use 
poxx'erful andbiodcs prophylacdcally before gastro¬ 
intestinal surgery^ especially in cancer padents. 
Micrococcic infecdons increased to an alarming 
e.xtent. Whitloxx's and furuncles afflicted the non¬ 
medical personnel of the hospital, and a 12-bed 
xx'ard had to be evacuated because its occupants 
all dex’eloped abscesses. Kapp ■* similarly, after 
studjang the effects of andbiodc prophylaxis in 250 
padents undergoing so-called clean surgical pro¬ 
cedures, found that such prophyla.xis actually pre¬ 
disposed the patient to postoperatix'e infectious 
complications. Heimessen points out that side-effects 
of antibiotics xx’hich are merely annoying in healthy 
people can be disastrous in the critically ill. 

A real danger e.xists in the use of antibiotics in 
XTTUS diseases, xx'hether patients take antibiotic- 
containing remedies sold over the counter or xxffleth- 
er physicians prescribe them before the proper 
diagnosis is made. The Special Committee on In¬ 
fluenza appointed by the Board of Trustees has 
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st.ilecl that tlure is some degree of justification for 
using antibiotics when secondary bacterial infections 
follow the primary influenza infection, as they often 
do. Tlie principles that should be followed in that 
case arc outlined in tJjc statcnrent by the Council 
on Drugs. As regards the primary viral infection, 
however, e.vpcricncc indicates that the logical pro¬ 
cedure is the dc\'cIopmcnt of a specific, preventive 
vaccine. 


FITNESS OF AMERICAN YOUTH 

In June, 1956, the President of tlie United States 
called a conference to deal wdth the fitness of Amer¬ 
ican youth, a matter which had been called to his 
attention through publicity given to research based 
on certain alleged tests of physical fitness. This 
conference was held at the United States Naval 
Academy. Annapolis, Md., and was attended by 
approximately 150 invited participants, including 
physicians, athletes, coaches, educators, public 
hcaltli personnel, representatives of organizations 
interested in amateur and professional sports, rep- 
rcsenlatix'cs of mass publicit>' media and persons 
interested in recreation, the outdoors, and tlie gen¬ 
eral topic for which the conference was called. 
Dr. Elmer Hess and Dr. W. W. Bauer attended, 
invited as individuals. The proceedings of this con¬ 
ference have been published and single free copies 
are available from the American Medical Associa¬ 
tion, Bureau of Health Education (for sale by die' 
Superintendent of Documents, U. S. Government 
Printing Office, ^^'’ashington, D. C., price 25 cents). 

These proceedings reflect a broad, constructive, 
ind sane attitude toward total fitness, embracing 
aot only its physical but its mental, emotional, 
moral, and social aspects. They commend the work 
already being done and recommend that good work 
l)e encouraged and that no new agencies be estab¬ 
lished, particularly at the federal level. Where 
serious gaps exist, community cooperation is recom¬ 
mended with a maximum of encouragement to exist¬ 
ing agencies for the expansion and enrichment of 
programs already in action. 

The presiding officer of the conference, the Vice- 
President of the United States, stated in effect 
the American people are not a nation of softies 
but that considerable improvement in fitness can 
and should be expected. 

The medical profession welcomes this renewed 
interest in fitness stimulated by the Presidents 
conference and the subsequent actions of the 
President as recommended by the conference. By 
exec live order tn the same day that the conference 
met and reported, the President created at cabrriet 
level a council on vouth fitness, consisting of t re 
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Vice-President of the United States, chairman and 
SIX cabinet officers (the Secretaries of Defense 
Interior, Agriculture, Labor, and Health, Education 
and Welfare, and the Attorney General). He also 
implemented a second recommendation of the con¬ 
ference, namely that there be an advisor)^ committee 
to the President’s Council and that this com¬ 
mittee be composed of outstanding citizens. Five 
doctors are included in its membership (Philip S. 
Barba, W. W. Bauer, Daniel Bergsma, Martha H. 
Eliot, Hans Kraus). The Committee is meeting at 
West Point, N. Y., September 9 and 10,1957. 

Almost immediately, a director was appointed 
for the President’s Council on Youth Fitness; 
he is Shane xVIacCarthy, J.D., a political scientist 
and lecturer identified with tlie Central Intelh'gence 
Agency. His functions are to coordinate the work of 
the council and to encourage actiwties in youth 
fitness. 

All this has a familiar sound to the medical profes¬ 
sion. The early proceedings of tlie House of Dele¬ 
gates of the American Medical Association have 
showm an interest in tlie fitness of American youth 
since the Association’s organization in 1S47. This 
interest took concrete form witli the organization in 
1911 of a Joint Committee on Health Problems in 
Education in cooperation noth the National Educa¬ 
tion Association. This committee remains active and 
influential to this date and has to its credit a large 
number of publications which have influenced child 
healtli, including tlixee books which constitute a 
trilogy in school healtli (Health Education, School 
Health Services, Healtliful School Liwng), 

During "World War II, tlie American Medical 
Association, at the invitation of tlie United States 
government, participated in a Joint Committee on 
Fitness. The activities of diis committee were in 
high gear when the war came to an end and tlie 
government withdrew its membership on the com¬ 
mittee, leaving an American Medical Association 
contingent of five members. The then President of 
the American Medical Association, Dr. R. L. Sen- 
senich, requested tlie Bureau of Health Education 
to make suggestions for a continuation of the 
Association’s interest in healtli and fitness of Amer¬ 
ican youth. The bureau proposed a plan for con¬ 
centrating on the healtli of the school-age child as a 
key population group tlirough whidi die greatest 
impact on the fitness of American youth could be 
made with the smallest amount of expense and 
largely through existing organization channels. This 
service was established experimentally in 1947, and 
an educator and a physician were added to the 
staff of tlie bureau to initiate the work. 

For 12 years, the consultants in school health, 
augmented in 1956 by a woman ph 3 'sical educator, 
have ranged the highways and the byways of e 
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United States giving aid, counsel, and cooperation 
in tbe development of statewide and local school 
healtli projects. Extensive improvements in measures 
for the protection and promotion of the health of 
school-age children have resulted and there is a 
ground swell of interest which promises to project 
tliis progress consistently into the future. The 
Association never presented a plan of its own, but 
was ready at all times to act as an exchange of 
information and a cooperating and counseling 
agency. 

Tliis fall, there wll be held the sixth Biennial 
Conference on Physicians and Schools, which has 
become a traditional Highland Park Conference 
whose veteran participants belong to the “School 
Bell Club,” ha\Tng attended all conferences to date. 

The Association also has had many other actiwties 
looking to the better health and fitness of American 
youth, including a broad program of health educa¬ 
tion, campaigns against quackery' and charlatanism, 
tlie extension of rural healdi facilities, and medical 
sei^ice plans. Health and fitness aims are notliing 
new to the medical profession. 

Physicians see in the renewed interest stimulated 
by the President of the United States an opportunity 
and a challenge. Fitness, according to the medical 
concept, must be based on essential fundamentals 
of which the first is good physical and emotional 
health. 

To achieve this end, we must have good nutri¬ 
tion, periodic evaluation of health needs, follow- 
through efforts to meet these needs, intelligent at¬ 
tention to healthful living at home and in the school; 
adequate recreation and actirity, the development 
of personal sports, and emotional adjustment to cir¬ 
cumstances as they arise. A broad concept of fitness 
must not exclude the handicapped, who within their 
limitations must be helped to attain such measures 
of fitness as are available for them. Indeed, many a 
handicapped person stands as a luminous example to 
his fellows, through his achievements in the face of 
obstacles and discouragement. 

Interest by the President of the United States has 
naturally stimulated great publicity. Everj'one, with 
the remotest interest in fitness, has presented his 
view'point. This is the essence of a democracy and 
no one should wish that any of these voices be 
silenced. By the same token, however, the medical 
profession now faces a challenge to let its o\ra voice 
be heard. The position of medicine with regard to 
the fitness of American youth should be clear and 
unequivocal. 

Medicine stands for a broad concept of fitness, as 
indicated above. Medicine does not discourage ac- 
tirity, sports, competition, or even a reasonable risk 
of injury. Medicine recognizes that a fractured ankle 


may leave less of a scar than a personality frustrated 
by reason of parental timidity over participation in 
contact sports. Medicine does recognize, however, 
that there are contact sports which have for their 
main purpose, rather than competition and rictorx’, 
injur)'' to the opponent. Medicine recognizes also 
that there are contact sports and degrees of com¬ 
petition which are too severe for the immature. In 
standing out against the abuse of highly desirable 
exercise and highly necessar)' competition, medicine 
in no way objects to actirity, competition, and risk, 
in its proper place. All life is a risk and \\-ithout 
courage life is not worth li\’ing. 

Medicine does deplore the fallacious use of the 
examination statistics from draft registration as a 
measiire of health. These statistics do not take into 
account the voluntarx' enlistments nor do they con¬ 
sider deferments or exemptions from militar)- ser\'- 
ice for reasons other than health; especially indus¬ 
trial, educational, and religious deferments. The 
statistics are based on fluctuating values and on 
essential mflitar)' standards. They are a measure of 
militar)' availabihty only and should not be quoted 
as indexes of the health of the nation’s youth. 

Medicine agrees with the Vice-President of the 
United States that American youth is not soft and 
decadent; it may be out of training but it has the 
basic healtli essentials for the quick acquisition of 
the necessar)' mflitar)' skills. Height and weight fig¬ 
ures show tliat our young people are stronger and 
hearier than any prerious generation; the chances 
of a baby h\'ing to attend school are 96 in 100; the 
chances of a school child finishing his elementar)' 
and secondar)' education are 99 out of 100 on the 
basis of Life and health, exclusive of economic and 
other considerations. Average length of fife and fife 
expectancy at birth are both at a high level. The 
conquest of diseases and disabilities affecting )’outh 
has brought into focus as our principal problem the 
conditions in the geriatric ages. 

The medical profession may be counted upon as 
always to give its wholehearted cooperation to any 
worthy project embraced in the President’s broad pro¬ 
gram for the fitness of American youth. By the same 
token, the medical profession will speak out irithout 
fear against any unsound proposals or against any 
movements which are wasteful, duplicating, and 
competitive to sound e.xisting programs. The Presi¬ 
dent’s program conceived on a national level will be 
implemented largely on the local level. Physicians 
will be kept informed of developments through the 
columns of The Journal and other channels of com¬ 
munication. State and local medical societies have 
an opportunity and an obligation to make knoum to 
their communities their interest and W'illingness to 
participate in community action toward the greater 
fitness of American youth. 
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DOCTORS, BROADCASTERS TO 
SPONSOR CONFERENCE 

Rcprescnlalivcs of medical sociclies, radio and 
tclevi.sion .stations, voluntary licaltl) organizations, 
medical schools, and other allied groups are invited 
to attend a national conference on “How to Use 
Local ^Television and Radio in the Hcaltli Field” 
Nov. 7-S at Chicago’s Shcraton-Blackstone Hotel. 
Tile two-day conference is being sponsored jointly 
by the American Medical Association and the Na¬ 
tional Association of Radio and Television Broad¬ 
casters. 

In announcing the meeting, Dr. David B. Allman, 
president of the A. M. A., and Harold E. Fellows, 
president of the N. A. R. T. B., said: “Public interest 
programs itivolving medical subjects are appearing 
more and more frequently on radio and television. 
Both broadcasters and physicians want to be sure 
that sucli programs are interesting, informative and 
factually correct. VVe hope that this meeting will en- 
able those concerned to do a better job.” 

The fall conference wall consist of a moniing of 
general sessions on such topics as “Mutual Obliga¬ 
tions in Public Interest Programming” and “How' 
Accuracy and Good Taste Can Be Assured” and two 
half-dai's of section meetings. The sections, set up 
according to size of community, wall discuss specific 
problems and offer broadcasters and medical repre¬ 
sentatives an opportunity to e.vchange ideas. 

Only a limited number can be accommodated at 
the conference, so advance registration is advisable. 
Register by writing the American Medical Associa¬ 
tion, Department of Public Relations, 535 Nortli 
Dearborn, Chicago 10, Illinois. No fee for the con¬ 
ference wall be charged, but lunclieon tickets will 
be sold. 

HONOR FOUR DOCTORS AS ARTISTS 

Four physicians, ranking among America s lead¬ 
ing amateur artists, have been honored by die selec¬ 
tion of their works for the first major national exhibi¬ 
tion of professional-quality paintings by business 
and professional men. 

Included in 38 selections by directors of seven 
major art museums are paintings by Drs, Joseph A. 
Falzone Jr. and Gustav Highstein, both of Balti¬ 
more- Frank Hinman Jr. of San Francisco, and W. 
C-arl Lindstrom of Tulsa, Okla. Their works were 
previewed in Mibvaukee and then placed on exhibit 


last June 15 in die Merchandise Mart in Chicago 
before being circulated by the American Federation 
of Arts on a two-year tour of art museums, leading 
universities, and civic centers. 

Dr. Falzone is a research physician who has been 
painting for 12 years wdthout benefit of formal art 
training. He has had award-winning paintings ex¬ 
hibited by the Society of Independent Artists and 
b}' the City Art Museum in St. Louis, the Pennsyl¬ 
vania Academy of the Fine Arts, and the Baltimore 
Museum of Art. Dr. Highstein, a pediatrician, has 
w'on tw'o awards in annual exhibitions of the Ameri¬ 
can Physicians Art Association and has been honored 
also in exhibits for Friends of the Museum, the 
Swmat Memorial Museum, die Baltimore Museum of 
Art, and the Corcoran Gallery of Art. Dr. Hinman 
started painting during World War II while he w'as 
a surgeon aboard an aircraft carrier. One of his 
prize-wdnning pictures w^as reproduced in color in 
Life in 1948. He is associate clinical professor of 
urology at die Califomia School of Medicine. Dr. 
Lindstrom is an obstetrician and g}aiecologist who 
began taking color photographs, and dien turned 
to painting, wdiile serving as a surgeon in Italy 
during the last ^Vorld War. For tire past year he 
has been host to classes of professional men who 
paint as a hobby. 

The current art show, entitled “From die Execu¬ 
tive’s Easel,” is sponsored by Manpower, Inc., a 
nationwade temporary help service. The exliibition 
is described as “proof that business and professional 
people are producing exceptional work while utih'z- 
ing painting as an escape from the strain of business 
activities.” 


NEW A. M. A. COMMITTEE ON AVIATION 

The Council on Industrial Health of the American 
Medical Association is forming a permanent Com¬ 
mittee to look into aviation medical problems. A 
decision to create such a body from an ad hoc special 
committee was implemented late in July by the 
Board of Trustees. It is hoped that members of the 
original group, headed by Dr. Jan TilHscli of the 
Mayo Clinic, will serve on the permanent committee. 
Investigations of the ad hoc committee had brought 
out: 1. There is an acute shortage of qualified air 
crew medical examiners. Two-thirds of the 180,000 
examinations performed each year are done by 
family doctors. 2. Pilots disqualified for serious medi¬ 
cal condibons-including coronary disorders, epi- 
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lepsy, diabetes, psychoneurosis, and psychosis—have 
continued to fly. (One medical witness alleged that 
less tlian 1% of pilot medical certification is turned 
down for physical standards which would disqualify 
25% of the general population.) 3, Although the five- 
member Civil Aeronautics Board proposes rules con¬ 
cerned with medical e.saminations, its organization 
has no doctor or medical staff. 

Formation of the new A. M. A. permanent Com¬ 
mittee on Civil Aviation Medical Problems was 
e.fpected to be accomplished well before the ne.vt 
meeting of tlie parent Council on Industrial Health, 
to be held on Oct. 17, according to Council Secre- 
tar\', B. Di.xon Holland. 

RURAL HEALTH MEETING IN OCTOBER 

How to develop more effective rural healtli pro¬ 
grams wall be die chief topic of concern at the 
A. M. A.’s second study conference to be held on 
Oct. 4 and 5 for members of state rural healdi com¬ 
mittees. Sponsored by die A. M. A. Council on Rural 
Health, die conference vnll again be held at Purdue 
University. 

The opening session will be devoted to a dis¬ 
cussion of organizational techniques of statewnde 
rural healdi committees. Another session voll fea¬ 
ture representatives of leading farm organizations 
outlining their health programs. Follouang this 
latter presentation vill be a discussion of waj's that 
the medical profession and agricultural groups can 
best work together in developing better healdi pro¬ 
grams. Reservations for diis conference should be 
sent direcdy to the Student Union, Purdue Univer¬ 
sity, Lafa)'ette, Ind. 

SIXTH NATIONAL SCHOOL HEALTH 
CONFERENCE 

The theme of the sixth National Conference on 
Physicians and Schools to be held Oct. 30-Nov. 2 
at the Moraine Hotel, Highland Park, Ill., null be 
entitled “A Decade of Progress in Fitness.” Spon¬ 
sored b}' the A. M. A. Bureau of Health Education, 
the program will emphasize a continuing interest 
in the healdi and fitness of children and youth. 

More than 60 consultants and resource persons 
have been selected from the fields of medicine, edu¬ 
cation, and public health to lead the discussion 
groups on the physician’s role in youth fitness; com¬ 
munity coordination; mental and emotional aspects 
of fitness; dramatizing basic fitness procedures; 
medical guidance in girls’ recreation programs; spe¬ 
cial health problems in athletics; fitness of school 
personnel; optimum fitness for youth vith special 
healdi problems; home and family relations; and 
food factors in fitness. 


As in previous conferences, state medical soci¬ 
eties, state healdi and education departments, and 
national agencies concerned with school health and 
health education have been invited to send repre¬ 
sentatives. State societies should select their dele¬ 
gates and notifv- the Bureau as soon as possible. In 
addition, medical associations should encourage 
state health and education departments to send 
representatives so that a nucleus of well-informed 
persons from several professions can lend inter¬ 
professional leadership to school health activities 
within each state. 

HOTEL RESERVATIONS FOR THE 

ANNUAL MEETING 

SAN FRANaSCO, JUNE 23-27, 1958 

For the conv'enience and protection of members 
of die American Medical Association, e.xhibitors, 
and guests, there will appear in the advertising sec¬ 
tion of The JouKXAi. as early as Januarv^ 1938, a list 
of San Francisco hotels, convention rates, and a room 
reserv'ation form. 'The Housing Bureau has been 
instructed to give this form preference in the alloca¬ 
tion of rooms diat are reserv'ed under contract with 
the San Francisco hotels, die Convention Bureau, 
and the American Medical Association. 

Physicians attending the several pre-A. M. A. con- 
v'entions (which are held during the prior week) 
are also expected to use this form to secure accom¬ 
modations for the period of these respectiv'e pre- 
A. M. A. meetings. 


CONFERENCE ON NUTRITION 
IN PREGNANCY 

Tile A. M. A. Council on Foods and Nutrition has 
selected “Nutrition in Pregnancy” as the tide of its 
1957 sjmposium to be held Oct. 11 at the University 
of Missouri Medical Center, Columbia, Mo. Joint 
sponsors vvidi the A. M. A. are the Univ'ersity of 
Missouri Medical School and Adult Education and 
Extension Service and the Boone County Medical 
Society. The svmposium will provide an e.xcellent 
opportunity for physicians, nutritionists, dietitians, 
nurses, and others to acquaint themselv^es with cur¬ 
rent findings in nutrition and the practical applica¬ 
tion of these findings to the management of obstetric 
patients. 

Topics to be discussed include the influence of 
maternal nutritional lev-el on the fetus and infant; 
metabohc and biochemical changes in normal preg¬ 
nancy; importance of nutritional state of mother 
prior to conception; nutrition e.xperiments as an in¬ 
strument of teratologic research; the effect of the 
reproductiv-e cycle on nutritional status and require¬ 
ments; and dietarv- habits during pregnancy. Epi¬ 
demiologic studies will be reviewed in a panel 
discussion. 
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SPECIAL COMMITTEE ON INFLUENZA 


Report of the Council 

The following report, prepared hij the Council on Drugs at the request of the Special Com¬ 
mittee on Influenza, is presented as a matter of scientific information for the medied profession. 

Habold C. Lueth, Chairman. 


ANTIBIOTICS AND INFLUENZA 


The explosive outbreak of influenza during the 
past spring in tlie Orient, togetlier with its erratic 
spread to Europe and the Western hemisphere, has 
recalled to the minds of many physicians the pan¬ 
demic of influenza of 191S-1919. In the spring of 
191S, a mild but widespread and explosive epidemic 
of influenza broke out in Europe. In many military 
units on the Western Front, tlic incidence of in¬ 
fluenza reached a rate of 50% within a period of 10 
days to 2 weeks. Certain civilian communities in 
Europe had comparable incidences of this mild type 
of influenza. The disease, in the spring of 191S, had 
a very low mortality rate and iirncticall)' disappeared 
from the fighting forces and civilian communities 
by July 1, 1918. However, in September and in suc¬ 
ceeding months influenza returned, and all com¬ 
munities in the world except those that were com¬ 
pletely isolated (Tristan da Cimha, for example) 
were stricken by the infection. In its waves in 1918 
and 1919, the disease was characterized by (1) a 
high morbidit}' rate, (2) an abilit)' to injure the 
lungs, thus facilitating the invasion of micro-organ¬ 
isms which produced pneumonia, and (3) a high 
case fatality rate among those patients who devel¬ 
oped pneumonia. It has been estimated that 20 to 
30 million people died during this pandemic. 

The influenza viral infection in the fall and winter 
of 1918-1919, while prostrating in effect, did not kill 
in itself except rarely. Pneumonia and its complica¬ 
tions produced by beta-hemolytic streptococci, 
micrococci (staphylococci), pneumococci, influ¬ 
enza bacilli, and rarely by certain other organisms 
were responsible for tlie deaths. 

There has been a close and disturbing parallel 
between the outbreaks of influenza which have been 
observed in Asia during the past spring and which 
spread to the ^^^estern u'orld and the vernal appear¬ 
ance of what was called Spanish influenza in 1918. 
The question which is agitating the minds of many 
physicians at the moment is whether they will wit¬ 
ness this fall a recrudescence of influenza through¬ 
out the world comparable in incidence and severity 
(as far as secondary infection is concerned) with 
that which occurred in the winter of 1918-1919. 

Should this occur, what policies should guide the 
jihysician relative to the prophylaxis and tre^ment 
of secondary bacterial infection in patients suffering 


from influenza? After a careful consideration of this 
whole problem, the Council on Drugs makes the 
following suggestions: 

1. Since sulfonamides and antibiotics have no 
therapeutic effect on the viruses of influenza, their 
use in the primary treatment of influenza would be 
contrary to good medical practice. 

2. Antibacterial compounds such as sulfonamides 
or antibiotics should not be generally used in the 
prophylaxis of bacterial infection in patients ill with 
influenza. The prime reason for this recommenda¬ 
tion is to prevent the development of disease-pro¬ 
ducing strains of micro-organisms which would be 
resistant to sulfonamide or antibiotic therapy. The 
secondary reason is to obviate the development of 
reactions of sensitivity or of direct toxicity to anti¬ 
biotics or sulfonamides. The possible exceptions to 
this injunction are (a) pregnant women, debilitated 
infants, and older individuals, (b) patients being 
treated for otlier bacterial infections with sulfona¬ 
mides or antibiotics who develop influenza, and (c) 
patients suffering from chronic, nonallergic respira¬ 
tory tract disease. 

8. All patients ill with influenza in whom it has 
been demonstrated that secondary bacterial infec¬ 
tions have dei'eloped should be treated with a sul¬ 
fonamide or antibiotic of choice. In general, the 
following recommendations can be made as to 
the choice of sulfonamides and antibiotics: (a) 
pneumococcic pneumonia: penicillin, broad-spec¬ 
trum antibiotic, sulfonamide; (b) beta-hemolytic 
streptococcic pneumonia; penicillin, broad-spec¬ 
trum antibiotic, sulfonamide; (c) influenzal bacillary 
pneumonia: broad-spectrum antibiotic; (d) micro- 
coccic pneumonia: this will be a real problem be¬ 
cause of the resistance of strains of these organisms 
to sulfonamides and antibiotics. Careful testing of 
the sensitivit)' to the various antibiotics of micio- 
cocci isolated from patients ill with pneumonia 
should be done and the choice of the antibiotic 
made upon data garnered from these tests. If tlie 
condition of the patient is so grave as to necessitate 
immediate therapy, massive intravenous doses of 
penicillin plus 1 Gm. of streptomycin per day may 
be administered while the results of antibiotic sensi¬ 
tivity tests are being awaited. 
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Finally, a word of caution should be raised rela¬ 
tive to the hospitalization of patients ill wth in¬ 
fluenza. It is the carefully considered opinion of the 
Council on Drugs that patients ill wth uncompli¬ 
cated influenza should be treated at home. It is a 
well-demonstrated fact tliat in many hospitals a high 
percentage of personnel such as doctors, nurses, and 


attendants may be carriers of micrococci which are 
resistant to antibiotic or siJfonamide therapy. A 
patient ill Avith primary" influenza who is introduced 
into such an emnronment would certainly be in 
jeopardy' of contracting a micrococcic pneumonia 
which could not be cured by antibiotic or sulfona¬ 
mide therapy. 


4 ^ 


CURRENT STATUS OF ASIAN INFLUENZA 

The following report has been compiled from late data furnished to the American Medical 
Associations Special Committee on Influenza hij the Communicable Disease Center of the Pub¬ 
lic Health Service, U. S. Department of Health, Education, and Welfare. Progress reports on 
Asian influenza will be transmitted to the profession regularly as long as there is a possibility 
of an epidemic. Habold C. Luehth, Chairman. 


There appears to be an increase of influenza¬ 
like illness in furtlier cmlian groups. A school- 
centered outbreak has occurred in Mississippi and 
a housing development has been affected in Cali¬ 
fornia. A Florida community' also appears to have 
e.\perienced an increased incidence of influenza-like 
illness in the past week. 

Outbreaks and cases of influenza due to Asian 
strains were confirmed during the period June I-Aug. 
22 in tlie follovwng locations; California (San Fran¬ 
cisco, San Diego, Monterey, Davis, San Mateo, Los 
Angeles), Virginia (Norfolk), Rhode Island (New¬ 
port), Hawaii, Ohio (Cleveland), Iowa (Grinnell), 
Utah (Salt Lake City), Kansas, (Topeka), Mary¬ 
land, Kentucky’ (Louisville, Morris Fork), Pennsyl¬ 
vania (Valley Forge, Lancaster, Old Forge), Texas 
(Corpus Christi, Bexar County), Washington (Seat¬ 
tle), Nebraska (Omaha), Florida (Jacksonville, Mi¬ 
ami, St. Petersburg), Michigan (Calhoun Cmmty, 
Bay' County, Coldwater), Louisiana (Grant Parish, 
Tangipahoa Parish, New Orleans), New Jersey 
(Burlington County), New York (Cay'uga County, 
New York City), Oregon. 

Reactions to Influenza Vaccine Containing 
Asian Strain Virus 

Of 239 volunteers vaccinated with monovalent 
Asian strain influenza vaccine, 158 were examined 
and questioned, for the purposes of this report, con¬ 
cerning posri'accination reactions. Injections were 
given intramuscularly over the deltoid area, and 
subjects were approached two or three days later. 
Vaccination groups included one each at 50, 100, 
and 200 CCA (chick cell agglutination) units and 
an equal nrunber of saline and aluminum phosphate 
adjuvant subjects at each dosage level. 


Tlie volunteers were examined or questioned for 
e\'idence of local ery'thema and pain or swelling and 
any’ other postvaccination syTraptoms. Any aflBrma- 
tive reply was considered a positive reaction regard¬ 
less of whether mild or severe. Care was taken to 
differentiate immediate injection pain and veni¬ 
puncture discomfort from postx'accination signs and 
sy’mptoms. 

Reaction to Monovalent Asian Strain Influenza Vaccine 

^ of-IS People ^ of 53 People 9o of 57 People 
Questioned After Questioned After Questioned After 
Dose of 50 CCA Dose of 100 CCA Dose of 200 CCA 


Reaction 

Units 

Units 

Units 

Fever . 

6 

8 

14 

Gcneralired pain in 

extremity* . 

21 

23 

54 

Local sTrelling* ... 

0 

11 

IS 

Local pain at 

injection site* .. 

17 

19 

42 


* Includes mild through severe reactions. 


With the one exception noted below no severe 
reactions occurred. Sy'mptoms were primarily those 
noted in the table and, mth rare exceptions, lasted 
no longer than 12 to 24 hours. An increase in re¬ 
actions was seen as the dosage of vaccine increased. 
Among those who had febrile reactions, only' three 
were concerned enough to actually' record their 
temperatures. Other symptoms mentioned in a few 
instances included malaise, my'algia, and headache. 
These were unrelated to dosage of vaccine. Differ¬ 
ences in reaction to saline and adjuvant vaccines 
were not significant. 

A single subject ex'perienced sufficient fever, 
malaise, and myalgia to lose one-half day of work¬ 
ing time. Otherw’ise, the sy'mptoms noted were so 
mild that normal clerical activities were not inter¬ 
fered svith or the subjects made unduly' vmcomfort- 
able. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


In order to furnish ihe medical pwjessiO)^ mifh hkiorrcffl rhume of the factors mder- 

lying the development of Ileekhnctj Reaiew caid Canferenca CaUimtUees as well as the signifi¬ 
cance of their role tii ihe c\)(ift»af\on of graeftmte wctfiwit education^ the Council Im auihorkei 
pubticaiion of Ihe following slalemenh Eowai^d h. Turner, AID,, Secretary. 


BACKGROUND AND DEA^ELOPMENT OF RESIDENCY REVIEW 
AND CONFERENCE COMMITTEES 


During thn first two decades of the current century 
the Goimcil on Medical Education ond Hostn'tals of die 
A?nen'cirn Medical Association was priniarily con¬ 
ceded with the unpros'cmeut of undergraduate nredi- 
evA educ-atiorv Although it svas apparent that this urea 
o'Ould be a eonstaut field of interest -.ukI concern, the 
Council I'ccogsri^ed ckiring the second and subsequent 
decades the need for increased emphasis on and im- 
pros’ement of advanced education and training beyond 
medical school. Tliere was growing conviction in medi¬ 
cine that the learning process must continue tlnongli- 
out life and, as Ray Lyman Wilbur stated, “The doctor 
who stops learning goes backward. 

Those concertted with iiiidecgcadKate edaeatioa diu- 
ing the eavUev decades of the century were so efeeph' 
involved in its impror'ement that the medical schools 
themselves for many years eWdenced little or no mtei-- 
' est in graduate and continuing edneatron. However, 
the terms “resident” and "resident physician have 
been utilized in the Mnited States for wed over a hun¬ 
dred years, although at first they 
interchangeable with the term intern, n iS89}dms 
Hopkins Hospnul mstituted the use of the term re^- 
dent" to identify the young phj'sician who, havmg co 
Dieted an "mternship ” continued his tiammg rn a hos 
SS so as to perfect liimself in a special field o 
metheine. Thus at that time the educational aspect o 
graduate experience differentiated the resident from 
fhat o/the Slarfed house officer whose fnnoPon was 

tfaii the s(aff in «« 

little or no emphasis on graduate education. 

Duri .B aS ip sollmvins *e F Wv 

Momship m im mtd the su jog 5 ^ 

schools and graduate oduca survey and a 

WK-raiS. As tot 


proprietary schools and postgraduate schools of doubt- 
fill character were too plentiful, and there was littlt* 
index of medical school interest in tliese fields. 

Development of Specialty Boards 

In 1917, to aid in insuring against the dangers oi 
sliortcuts to specialization, die ophthalmologists cre¬ 
ated the first of the specialty boards. This representeil 
die first effort on the part of a specialty group to de¬ 
termine and uphold tlie basic requirements in educa¬ 
tion and e.vperience needed to qualify as an acceptable 
candidate for examination and liertification. 

Wilbur reported that in IblP Snere existed hrehrge 
groups of phi'sicians seeking study beyond medical 
school: tirose desiring continuing study for short peri¬ 
ods and Dtliers who desired longer and more exacting 
preparation to fit themselves for special practice. Both 
groups involved a total of JO,000 physicians at that 
time, Approxiniateli" 6,000 were seeking sJiort-tenn 
study and about 4,000 were engaged in proIongeU 
training directed toward specialization. The CounciJ 
became especially concerned with the latter group 
seeking to prepare for specialization, as it was mt 
that both the public and the profession should be pro¬ 
tected against shortcuts to specialization, particular)}' 
in surgery, where abbreviated preparation was alreach 

^^Cons?^utnt!y!to 1920 tire Council organized J5 com¬ 
mittees of nine members each to study and to recom- 
Fepm-ation was« essen^^^^^^^ 

avpei-tness in each of f ^ 'Scucc 

fn note that at that time 11 chmeal and 4 basic science 

‘?vc? w« ineWed in Ae 

Aieas ,, included' ID internal medreme, 

The chmeal fields mciuuea u; A,,^vA«tnlo 2 v 



syphilolog}' 


(10) Obstetrics "^^^.FT-^^edical science coni- 

ph.,™aootegy “ to rf to 

bacteriology. The U have beea !«■ 

exist today. 
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The organization of tliese committees by the Council 
in 1920, therefore, essentialh' created tlie pattern 
underlying tlie establishment of the specialtj’ boards 
in medicine and represented tlie forerunners of the 
American Boards. Initially the committees submitted 
widely dix’ergent recommendations in regard to tlie 
minimum time requirements for specialization in tlie 
different areas. Tliis varied from si,\ months to tliree 
years, in contrast to the usual present-day requirements 
of three or more years bei’ond the internship. By 1923, 
tlie House of Delegates of tlie American Medical Asso¬ 
ciation, on recommendation of the Council, adopted 
standards of specialh' training referable to eligibilit)-, 
program supenlsion, qualifications of instructional 
staff, and such factors as hospital, dispensary, labora¬ 
tory', library, and museum facilities. Tlie original state¬ 
ment in regard to tlie nature of instruction is of interest, 
for it included: “a) Reiaew’ courses in anatomy', pathol¬ 
ogy' and the other basic preclinical sciences which 
apply to the respective specialties; b) clinics in which 
students can liai'C the opportunity' personally' to ex¬ 
amine patients in hospital w'ards and outiiatient de¬ 
partments and in which \’arious therapeutic and opera¬ 
tive procedures can be demonstrated; c) courses of 
operatii'e and laboratory' technic, and d)—to be as¬ 
signed when the students prei'ious training w'ill ivar- 
rant—assistantship in which, under the supervision of 
a physician who is recognized as an expert in the par¬ 
ticular specialty, he can gradually assume responsibility 
in the diagnosis and therapeutic or operative treatment 
of the sick. Opportunity' should be proi'ided also for 
research work in tlie chosen specialty' bearing on botli 
tlie fundamental sciences and clinical fields.” 

One of tlie most important features of this original 
statement is still the core of all sound programs of 
graduate education and training today, namely, tlie 
gradual upgrading of responsibility' under competent 
supen'ision to the point where the phy'sician on com¬ 
pletion of his residency' should be able to assume full 
professional responsibility in tlie diagnosis and in the 
determination of proper therapeutic procedures. 

By' 1928 these basic standards, after elaboration and 
redefinition, were incorporated into the documents of 
tlie Council and approved by the House of Delegates 
under tlie title of Essentials of Approi'ed Residencies 
and Fellowships. The y’ear preiiously' (1927) the Council 
presented its first listing of hospitals approved by it for 
residency' training in tlie various specialties. In that 
y'ear. 278 hospitals provided 1,776 residencies. The sig¬ 
nificance and rapidity' of development of specialty' train¬ 
ing is supported by' the rapid growth of residency' 
training since that time as summarized in table 1. 

In 1933 tlie House of Delegates of tlie American 
Medical Association adopted a resolution authorizing 
tlie Council on Medical Education and Hospitals “to 
e.xpress its approval of such special e.vamining boards 
as conform to tlie standards of administration formu¬ 
lated by' the Council” and proriding for the employ'- 
rnent of tlie “Machinery' of the American Medical Asso¬ 
ciation, including the publication of its Directory', in 


furtliering the w’orks of such e.xamining boards as may 
be accredited by' the Council.” The Council, therefore, 
was delegated tlie responsibility' of approi'ing on behalf 
of tlie American Medical Association tliose boards 
whose organization and administration meet sMtli its 
approi'al. This responsibih'ty' ivas not limited to initial 
approi'al of an e.xamining board but also to its con¬ 
tinued approval by tlie Council as implied in the list¬ 
ing of such boari in the Directory' of Approved In¬ 
ternships and Residencies and otlier official American 
Medical Association publications. 

During 1933-1934 die Adx'isory' Board for Medical 
Specialties xvas organized. From the beginning it has 
included representatives from each of the approved 
boards, to “act in an advisory' capacity' to such organiza¬ 
tions as may' seek its adx'ice concerning die coordination 
of die education and certification of medical special¬ 
ists.” The Council on Medical Education and Hospitals 
has maintained close liaison w'ith die Adx'isory' Board 
for Medical Specialties dirough joint meetings and fre¬ 
quent conferences. During the past few y'ears die 
Council and die Adx'isory' Board hax'e co-sponsored 
one of die maj'or sessions at the Annual Congress on 
Medical Education and Licensure. 

Table X.—Data Showing Rapid Growth of Residency Training 
Programs 


So. of No. of 

Year Hospitals Residency Positions 

1927. 27S 1.776 

19S0. Sa? 2,02S 

1935. 392 2,564 

1940...,. 5ST 5,120 

1945. 7S6 7,606 

1950. 1,079 18,669 

1955 . 1.201 25,841 

19%. 1,2U 2T,S35 


The “Essentials for Approved Examining Boards in 
Specialties” originally' adopted by' die House of Dele¬ 
gates in 1934, and as subsequendy' rex'ised in keeping 
xx'idi dex'elopments indicates that the purposes and 
functions of a specialty' board are: “a) To assist in 
improx'ing the quality' of graduate education in diat 
field, b) to establish minimal educational and training 
standards in the specialty', in conformity' xx'idi die gen¬ 
eral prox'isions of die ‘Essentials,’ c) to determine 
xx'hether candidates hax'e received adequate prepa¬ 
ration as defined by' die Board, d) to prox'ide com- 
prehensix'e e.x'aminations to determine die ability' and 
fitness of such candidates, and e) to certify' to the 
competence of those phy'sicians xx'ho have satisfied die 
requirements of the board, as a protection to the pub¬ 
lic and profession.” 

The “Essentials” then outlined the general organiza¬ 
tion of a specialty' board and the desirability' of in¬ 
corporation of specialty' segments or subspecialties 
xx'ithin the framexx'ork of major boards rather than 
dex'eloping independent boards. The “Essentials” also 
outlined die general qualifications of candidates for 
admission to specialty' board e.x'amination and the 
mechanisms of establishing an acceptable specialty' 
board, rendering approx'al in the specialties and basis 
for xx'ithdraxx'al of approx'al of a specialty' board. 
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In 1937 the College of Surgeons instituted a sun.’ey 
of selected hospitals, and in Januarj^, 1939, it published 
a list of hospitals in the United States and Canada 
approved for graduate training in surgerrc At the 
same time, a minimum standard was prepared which 
became knoum as “Fundamental Requirements for 
Graduate Training in Surgery.” These “Fundamental 
Requirements” were oriented toward acceptable pro¬ 
grams pro\'iding tliree or more years of organized, 
institutional graduate training—except in ophthalmolo¬ 
gy' and otoIar\'ngolog\' in which two years were ac¬ 
cepted if separate training programs were maintained. 
They also outlined the staff organization, educational 
committee, super\'isory' responsibilities, proWsion for 
basic medical science instruction, clinical facilities for 
botli inpatient and outpatient actirdties, library', staff 
meetings, and conferences, etc. 

The main differences between the Council’s “Essen¬ 
tials of Approved Residencies and Fellowsliips” and 
tlie College of Surgeons’ “Fundamental Requirements 
for Graduate Training in Surgery'” at tliat time resided 
in tlie facts that (1) die American College of Surgeons 
approi'ed only' hospitals offering the full three-y'ear 
program of residency' training (except for ophthal¬ 
mology' and otolary'ngology') and (2) in program 
evaluation the College placed greater emphasis on 
prorisions for formal training in die basic medical sci¬ 
ences. During the period from 1937, die Council and 
the College conducted their respective programs and 
it was not until February', 194S, diat a Joint Committee 
representing die American College of Surgeons and 
the American Medical Association met to discuss prob¬ 
lems of mutual interest in diis field of hospital sun'eys 
and the evaluation of graduate medical education and 
training. Representatives of some of the American 
Boards, the Adi'isory' Board of Medical Specialties, and 
die Council on Medical Education and Hospitals of 
die American Medical Association were also present. 

It was the sense of this general meeting diat desir¬ 
able economies of effort, time, and money could be 
accomph'shed if the American College of Surgeons and 
die Council on Medical Education and Hospitals of 
die American Medical Association u'ould organize a 
single acceptable survey sen'ice which both organiza¬ 
tions could support and be guided by and that, in ad¬ 
dition, the joint procedure should be concerned chiefly' 
iridi educational and organization programs of hospi¬ 
tals for residency training which should be supple¬ 
mented by' professional evaluation by' the boards con¬ 
cerned. A subcommittee of die Joint Committee on 
Hospital Problems was appointed ss'ith representatives 
from the American College of Surgeons, die American 
Medical Association, the Specialty' Boards (Ordiopedic 
. Surgery' and Surgery'), and the Adi'isory' Board for Med- 
, ical Specialties, which met in April, 1948. This subcom¬ 
mittee, in effect, became die forerunner of die Confer- 


^ ence Committee on Graduate Training in Surgery'. 

Minutes of the Joint Committee on Hospital Prob- 
. lems held in July', 1949, include die foUoM'ing resolu- 
.tions: 


Resolved, That mutually acceptable standards of residency 
training in surgery and the surgical specialties be drafted by a 
committee appointed by the Chairman of the Subcommittee on 
Hospital Problems and representing the Council on Medical 
Education and Hospitals and the American College of Sur¬ 
geons; the standards so formulated to be referred to the appro¬ 
priate bodies of the parent organizations for ratification. 

Be it further resolved, That a single uniform list of institu¬ 
tions approi-ed for residency or graduate training in surgerj' and 
the surgical specialties be published by the Council on Medical 
Education and Hospitals and the American College of Surgeons. 
The Committee authorized in the prer-ious resolution is also 
charged with formulating recommendations as to the specific 
procedures to be followed in preparing and publishing such a 
list. 

Be it further Resolved, That the Chairman of the Subcom¬ 
mittee on Hospital Problems be authorized to appoint a com¬ 
mittee to study ways and means of effecting a single sun-ey 
service and that this committee report back to the Subcoirunittee 
on Hospital Problems at the earhest possible date. 

After a series of committee meetings, conferences, 
and discussions, a meeting was held in May', 1950, 
attended by' representatit'es of the American Medical 
Association, the American College of Surgeons, and 
the American Board of Surgery'. The purpose of this 
meeting was to initiate tlie actions that had been git'en 
approval by' tlie American Board of Surgery', the Amer¬ 
ican College of Surgeons, and pro\'isional approval of 
the Board of Trustees of the American Medical Associ¬ 
ation, as it u'as believed essential to get the coordinated 
residency appro\'al program under way'. 

The minutes of this meeting clearly state tliat it is 
the purpose of this conference to encourage the adop¬ 
tion by the sponsoring agencies of uniform standards 
for residency training in surgery, to sponsor a single 
inspection service for hospitals offering such training, 
and to approve and publish a list of acceptable resi¬ 
dency programs. 

During the same meeting it was determined that 
the committee representing the American Board of 
Surgery', tlie American College of Surgeons, and the 
Council on Medical Education and Hospitals of the 
American Medical Association be called the Confer¬ 
ence Committee on Graduate Training in Surgery'. 

The development of tripartite committees for the 
surgical specialties has been supported by both the 
Council and tlie College. 

After furtlier study' and negotiation between the 
Council on Medical Education and Hospitals, the 
American College of Surgeons, and the American 
Board of Surgery', a “Joint Commission on .Accredita¬ 
tion of Residencies in (General Surgery', Otolary'n¬ 
gology', etc.)” was recommended in 1953. Because of 
possible confusion from the use of the appellation 
“Joint Commission” the name reverted to the “Confer¬ 
ence Committee on Graduate Training in Surgery'.” 
Tlie Conference Committee on Graduate Training in 
Surgery' is a tripartite committee with equal represen¬ 
tation from the Council on Medical Education and 
Hospitals, the American College of Surgeons, and the 
American Board of Surgery'. As currently agreed, the 
chairman and rice-chairman are representatives of 
the American College of Surgeons and the American 
Board of Surgery', uith the prorision that both of them 
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should not bo from the same body and that the chaii'- 
manship should alternate between the organizations at 
intervals of two years. The secretary of the committee is 
a rcprescntati\’e of the American Medical Association 
(currently a member of the staff of the Council on Med¬ 
ical Education and Hospitals as ex officio member). 

Development of Residency Review Committee 
in Internal Medicine 

In internal medicine the original movement to initi¬ 
ate a coojieralive effort in graduate education and 
training stemmed from a jnceling of the Board of 
Trustees of the American Medical Association and the 
Board of Regents of the American College of Physi¬ 
cians in April, 1939. Subsequently, plans for the for¬ 
mation of a Conference Committee on Graduate Train¬ 
ing in Internal Medicine (now the Residency Review 
Committee in bilernal Medicine) were developed in 
May, 1939, at a meeting attended b\- representatives 
of the Council on Medical Education and Hospitals, 
the American Board of Interna] Medicine, and the 
American College of Plu'sieians. The first organiza¬ 
tional meeting was held in February, 1940. This 
Conference Committee appraised residencies through 
joint ev’aluation of hospital educational programs in 
internal medicine, meeting tw’o or three limes annually 
and functioning cffccli\'eh' and to mutual advantage 
until World ^^'ar II interrupted its acti\'ities. During 
^^'orld ^^’'ar II the Council continued the approval of 
residencies in Internal Medicine in cooperation with 
the American Board of Internal Medicine. 

A movement to reactivate the Conference Commit¬ 
tee on Graduate Training in Internal Medicine origb 
nated with the American College of Physicians in 194/. 

At its meeting in June, 1947, and on two subsequent 
occasions, the Council on Medical Education and 
Hospitals voted to reactivate the Committee, In June, 
1948, at the suggestion of the Board of Regents of the 
American College of Physicians and on invitation ot 
the Council, a joint meeting was held 
which time all three organizations (the Council, Ric 
College, and the American Board) agreed to reactivate 
the Conference Committee. The organizational mee - 
ing for Reactivation was held m February, 1949. 

11 is lmi)orlanl to note that the two F™”)’ 
tions of this committee were indicated to be (1) the 
cvaioatioii of residency programs in ’"‘y""’ 
inelnding new applications and rcevaluation ol ap 
molS progtam "'"‘I (2) “'aWishment of *md- 
\rds for residenev training in internal medicmc. Mith 

it in the mailer of residency approval and m the 

signmenl of lime credit for Graduate 

\\\ 1953 the Conference Committee oi 


in keeping, with the belief that this name more ad^. 
quately described its activities. This committee k;, 
tions as a tripartite organization. 

Residency Review Committees in Other Special^ 

Obviously as an outcome of the development of ll; 
Conference Committee on Graduate Training in Sis 
gery and tlie Residency Review Committee in Intern- 
Medicine, there was increasing interest in the estal 
lishinent of Residency Review Committees in eachri 
tlie specialties ivitli u'liicli the Council was collahoral- 
ing. In the fall of 1952, therefore, a proposal ivasmai 
to the Council tliat such committees or boards h 
developed in cooperation with each of die special 
boards, so tliat they could act for both groups in tk 
approval of hospitals for residency training. It ivai 
proposed that each organization (the Council and 
the specific specialty board) would appoint represen- 
tativ'cs to the Residency Review Committee who would 
not necessarily be members of either organization but 
who would be siiecialists in the field concerned wlioj 
were interested and expierienced in residency training. 
The proposal suggested that administrative jirocedures 
for sucli committees be established in die office of tk' 
Council, which would have the secretarial representa¬ 
tive, and that the chairman be selected from die Board 
representation in each instance. The pi'oposal was en¬ 
dorsed by the Council and authority given to com¬ 
municate with the Advisory Board for Medical Spe¬ 
cialties and also widi die respective boards (other than 
Surgery and Internal Medicine) as to their interest 
in such a development. 

By May, 1953, five specialty boards had e.xpressed 
their interest in establishing Residency Review Com¬ 
mittees (orthopedic surgery, otolaiyngology, pediatrics, 
proctology, and radiology), and subsequently commit¬ 
tees have been established in all ai’eas except obstetiiG 
and gynecology, pathology and thoracic surgery. Al 
though most of the Residency Review Committees are 
bipartite groups udth representatives from the Council 
on Medical Education and Hospitals and the Specialty 
Board concerned. Internal Medicine Surgery and toe 
Surgical Specialties of Otolaryngology P as 

Surgery function as tripartite committees. Thus th 
Wical Specialty Committees referred to also include 
of the American College of Surgeons, 

The Council, in cooperation with the 
my of General Practice, has established a Reside 
Review Committee in General Practice m an effoit to 
Sk the elevaMon of graduate educafen mi to..- 
in this field outside of the specialty areas. 

The Residency Review and Conference Comim tee 

ir—et:;rLeeredW^^ 

medical education. 
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MEDICEVE AND THE LAW 


FOREWORD 

This is the first in a series of six articles dealing with the necessity for and proper format of 
certain medicolegal forms. The subjects to be covered are (1) consent to operations and other 
medical procedures; (2) patient’s right to privacy; (3) confidential communications and records; 
(4) artificial insemination; (5) the physician-paiient relationship; and (6) autopsy. 

This material has been prepared and tcill be published in book form by the Law Depart¬ 
ment of the American Medical Association tinder the title “Medicolegal Forms with Legal An¬ 
alysis.” The book will include extensive legal citations and a substantial number of additional 
forms which have not been included in this series of articles.—Eo. 


Many physicians and hospitals throughout the 
United States do not follow the practice of requir¬ 
ing the signing of appropriate medicolegal forms in 
situations where e.x’perience has shown that the sign¬ 
ing of such forms might have prevented a law suit. 
In other instances, inadequate medicolegal forms 
are in daily use. For example, “blank-et” consent 
forms which pimport to give the physician unhm- 
ited authority and discretion without specif 3 'ing the 
particular operation contemplated are used exten¬ 
sively. The use of such forms has given rise to pro¬ 
fessional liabilit)' claims charging the performance 
of an operation different than die one for which 
consent was obtained. The courts have construed 
blanket consent forms to permit only the proce¬ 
dures which were orally agreed upon. In the absence 
of a consent form that describes udthin reasonable 
latitude the nature of the operation or treatment to 
be performed, a jury can veiy easil}' choose to be¬ 
lieve the “forgetfur patient whose recollection re¬ 
garding the treatment he authorized has been 
dimmed by time or circumstances. 

In 1936, an article entitled “Authorization of 
Physical Examinations, Treatment, Operations, and 
Autopsies” by Dr. William C. Woodward was pub¬ 
lished in The Joueuval (106:33-40 [Jan. 4]). The 
present article and the five to follow have a two¬ 
fold objective: (1) to e.xpand and bring up to date 
the subject matter covered by Dr. Woodward and 
(2) to proride miscellaneous medicolegal forms of 
authorization and consent which physicians and 
their attorneys may adapt to their own needs. 

In preparing these forms for publication, no ef¬ 
fort has been made to proride complete uniformity. 


even with respect to details or format. Generally, 
the variations which exist do not hai’e any particu¬ 
lar legal significance. For e.xample, some of the forms 
call for the addresses of the signer and the witnesses. 
Dependent upon local preference and circumstance, 
it may be preferable to include such addresses in a 
consent form. On the other hand, where the physi¬ 
cian or the hospital already has this information in 
its records, it would be unessential. It may not be 
necessar)' to include the address of an employee 
witness since this information is usually available 
elsewhere. IWien the patient is accompanied by a 
friend or relative, it is a good policy to have this 
person sign as a witness and furnish his address, 
w'hich may be stated either in the form or else- 
w’here in the patient’s record. In these instances 
it is also desirable that an employee of the physi¬ 
cian or hospital sign as a second witness. 

If the patient is a minor, and someone else signs 
the form on his behalf, the relationship, if not ap¬ 
parent, should be stated in the consent form. 

In our opinion, rerised and up-to-date medico¬ 
legal forms should be available to physicians and 
should be executed by the patient in die physician’s 
office, w'henever circumstances permit, even though 
the hospital may also require the patient to sign 
similar consent forms. Local legal counsel should be 
consulted to make such changes in the suggested 
forms as are necessarx' to satisfx' the laws of the 
jurisdiction. 

Although the text and forms have been prepared 
to help physicians and hospitals, they are, at best, 
a poor substitute for competent local legal adrice. 


CONSENT TO OPERATIONS AND OTHER PROCEDURES 


Assault and Battery.—Authority is necessarj' be¬ 
fore a physician may legally examine or treat a 
patient. A physician who operates upon a patient 
xrithout haxmg audiority to do so commits an as¬ 
sault and battery for which he may be prosecuted 
criminal}}' or held cmUy liable in damages. If the 
patient upon w'hom die unauthorized operadon xv'as 
performed is unable to prove that any actual dam¬ 


age was caused by the operation, he w'iU usually be 
able to recover onh' nominal damages. How'ever, 
the fact that the medical profession has not yet 
discovered the purpose served by the organ re¬ 
moved will not necessarily limit the patients re- 
cox'er}' to nominal damages; pain and suffering is 
an element of damages in assault and batters' and 
some pain may be presumed to occur in the course 
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of any opeiation oi‘ in the coui'se of recovering there- 
fiom. It is no defense tliat the unauthorized opera¬ 
tion was performed with due skill and care inas¬ 
much as negligence is not an element of this cause 
of action. Authority for the performance of an oper¬ 
ation may arise out of a legal duty or out of the con¬ 
sent of the patient or some one authorized to act in 
his behalf. In an emergency, authority is implied on 
the basis that it would probably have been granted. 

Auihoriiij Provided by Letv.—Some states provide, 
by statute, for the eugenic sterilization of feeble¬ 
minded persons and habitual criminals. IF the law 
under which the operation has been authorized is a 
valid, constitutional lau', and if the procedure lead- 
ing up to the order for sterilization has been in con¬ 
formity’ with that law, and if the operation is per¬ 
formed in accordance with the law and without 
negligence, the physician authorized to perform the 
operation incurs no personal liability in performing 
it even over the objection of the pei-son upon whom 
he operates. Similarly, statutory authority protects 
physicians in charge of state mental institutions, 
prison physicians, and health officers charged with 
the' enforcement of vaccination and quarantine 
laws. The conduct of all such officers is subject to 
review by the courts. If they act beyond the scope 
of their authority, or if they act in an unlawful 
manner, they are liable for the payment of dam¬ 
ages and may be subject to criminal prosecution, 
Aiitlioriiy Provided by Consent.—Usually author¬ 
ity to operate arises from the valid consent of the 
patient or some one legally authorized to act in his 
behalf. It should be noted that even a valid consent 
is no defense in an action for professional negligence. 
The consent given may be either express or implied 
and, if e.xpress, it may be either written or oral. The 
consent given must be an informed consent with an 
understanding of what is to be done and of the risks 
involved. The procedure involved and its attendant 
risks .should be e.xplained to the patient in under¬ 
standable nontechnical terms. The consent given may 
be invalid (a) because the act consented to is un¬ 
lawful, or contrary to public policy, or (b) because 
the consent was given by one who had no legal right 
to give it, or (c) because it was obtained by mis¬ 
representation or fraud. 

In order for a consent to an operation to be valid, 
it must be the rational act of a qualified mind. The 
consent of the patient to the operation is sufficient, 
if he (fl) has attained his majority and (b) is, at the 
lime of giving consent, competent to understand the 
nature and purpose of the operation proposed and 
the ri.sks involved. The consent of the husband to an 
operation on his wife is not necessary; the consent 
of the wife is .sufficient authority. Nevertheless, it is 
advisable to have the spouse join in the consent 
whenever practicable. It is particularly deshabie 
to do so if the operation involves danger to life, may 
destroy or limit sex functions, or may result in the 
d('ath of an unborn child. A person who has attained 
his majority and is of sound mind is presvnnptively 


qualified to give or withhold consent. The presvmo. 
hon may be rebutted, however, by evidence shovv- 
mg that when the consent was given the party was 
drunk, or under the influence of drugs, or delirious 
or comatose or otherwise incapable of exercising 
rational judgment. Under such circumstances the 
law will infer consent if the patient’s life was at 
stake and there was ho one present to give consent 
in bis behalf. The fact that a patient is being treated 
free or at the e.\'pense of some one else does not do 
away witli the necessity for obtaining his consent. 

In agreeing' to perform the operation, the physi¬ 
cian does not, in the absence of a special contract, 
guarantee particular results or to cure. The physician 
warrants only that he possesses the degree of knowl¬ 
edge and skill ordinarily possessed by a member of 
die profession in good standing in the community 
and tliat he will use that knowledge’and skill in ffie 
performance of the operation. Although admittedly 
an unsound practice, a physician may expressly 
agree to accomplish a particular result’ or effect a 
cure. If the pliysician enters into such a contract 
and fails to bring about tlie result or to effect a 
cure, lie is liable for breach of' conriact even though 
he used the highest possible professional skill. 

Invalid Consent.—Consent to a criminal abortion 
is void because such an operation is unlawful. Con¬ 
sent to an experimental operation that will greatly 
endanger the life of tlie patient and which is not in¬ 
tended to relieve or cure ])is illness or injury, but 
solely to advance the science and art of medicine, 
is usually regarded as contrary to public policy and 
therefore void. In theory, at least, the harm that 
might be done to society by such e.Yperimentation 
outweighs its possible benefits. Treatment involving 
an element of experimentation may properly he ad¬ 
ministered only with the full knowledge and consent 
of the patient or those legally responsible for him, 
and then only if the treatment does not vary too 
radically from tire accepted methods of medical 


practice. 

With reference to human e.xperimentation, the 
House of Delegates of the American Medical Asso¬ 
ciation in 1946 adopted the following statement set 
forth by the Judicial Council: "In order to conform 
to the Ethics of the American Medical Association, 
three requirements must be satisfied iu human ex¬ 
perimentation (1) the voluntary consent of the per¬ 
son on whom the experiment is to be performed; (2) 
the danger of each experiment must be previously 
investigated by animal experimentation, and (3) the 
experiment must be performed under proper medi¬ 
cal protection and management.” This statement, of 
course, assumes the legal prerequisite of therapeutic 
justification for the treatment undertaken. 

An operation for sexual sterilization when such 
sterilization is not necessary for the cure or pfeven- 
tion of disease or antisocial conduct ^ generally re¬ 
garded as contiary to public policy. This view find 
strong support in the widespread legislation forbid¬ 
ding the indiscriminate dissemination of mformatio 
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as to how conception may be prevented and the in¬ 
discriminate distribution of de\'ices and preparations 
designed for that purpose. Consent to a sterilizing 
operation is tlierefore probably void unless the oper¬ 
ation is intended to cure or prevent disease or anti¬ 
social conduct or prevent a pregnancy tliat would 
endanger life. 

Consent Obtained by Frawd.—Purported authority' 
for an operation obtained by misrepresentation or 
fraud on tlie part of a physician is not valid authoritj' 
and affords no protection to the physician. To rep¬ 
resent to a patient tliat an operation is necessarj' to 
save life or to presence health when tliat is not the 
case, or tliat it will give greater relief than there is 
any reasonable prospect of obtaining, is to perpe¬ 
trate a fraud on the patient wliich s-itiates his con¬ 
sent. Tactful honest}' and frankness on the part of 
the physician are generally essential. 

Winors.—Operations on minors, at least on those 
who have not attained years of discretion, may be 
lawfully autliorized by tlie parents or, if there is no 
parent, by a guardian. If the minor has parents, con¬ 
sent should be obtained from them ei'en though the 
minor is in temporar)' charge of some otlier person. 
In the instance svhere the parents are legally sepa¬ 
rated or divorced, consent on behalf of the child 
should be obtained from the parent svho has legal 
custody. It is particularly important that consent be 
obtained when the procedure to which the child 
is to be subjected is for tlie benefit of some other 
person, such as a blood or skin donor. 

It is not clear whether valid consent to an opera¬ 
tion can be given by a child who has not attained 
his majority, although he is of sound mind and has 
attained the age of discretion. The fact that such a 
child is legally qualified to make a contract for med¬ 
ical services as one of the necessities of life may be 
construed as authorizing him to consent to an opera¬ 
tion, at least when the cost is to be paid by him from 
his mra funds. There maj' be a conflict, however, 
between the authority of the parent and the author¬ 
ity of the child, especially if a child is under treat¬ 
ment at the expense of his parents. Such conflicts 
seldom occur, but when they do they must be settled 
according to die circumstances of the case and the 
law of the community. In such cases, it is best that 
the physician refrain from action until the question 
of autliority is settled, unless immediate medical at¬ 
tention is necessary to preserv'e the health or life 
of the child. 

A man, and in many states a woman also, attains 
his or her majority on the day before the 21st anni- 
versarj’ day of his or her birth. In some states the 
age of majority for women is 18. Presumably, a 
woman would be regarded, in such states, as having 
reached her majority on the day before the 18th 
annii'ersary day of her birth. In some states the 
marriage of a minor “emancipates” the minor from 
parental control and may raise a legal question as 
to the relative rights of the parents or the emanci¬ 
pated minor where one or the other opposes the 


operation. In such a case the physician should not 
act ivithout baxung first obtained the adwce of com¬ 
petent legal counsel. 

Consent is sometimes withheld by the parents on 
the ground tliat such treatment would be contrar)' 
to their religious beliefs or because of ignorance. 
WTiere the life or health of tlie child is in jeopardy, 
it is suggested that the physician or those interested 
in the child’s welfare report the case to the local 
prosecuting attorney and to any available child 
welfare agency, w'itb a x'iew to having them initiate 
immediate legal action. There are statutes in some 
states which authorize the jiu'enile court to order 
necessar}' medical and surgical care for a minor 
whose parent or guardian, when able to do so, re¬ 
fuses to provide it. Pursuant to such statutorx' au¬ 
thority the courts have issued orders authorizing 
needed surgical operations and psychiatric exami¬ 
nations, despite the lack of consent on the part of 
the child’s parents. In other states, courts, acting 
under the general statutes with respect to neglected 
and dependent children, have deprived the parents 
of custody and hai'e appointed guardians authorized 
to proride necessary' attention. Some courts have, 
however, refused to deprive parents of custody 
when they have refused to proride attention or 
treatment deemed by some to be necessary. 

In determining whether to interfere with the par¬ 
ents’ right to the custody and control of tlieir child, 
the courts xveigh the danger of the child’s condition 
against the danger of the operation. Blood trans¬ 
fusions hax'e been ordered, over the objections of 
the parents, for infants afflcted with an Rh com¬ 
plication. The basis for such court action is that 
there is only negligible danger in the transfusion 
w'hile, w'ithout it, Ae child w'iU almost surely' die 
or, if it should live, its mental abilities will be 
greatly impaired. The court refused to order the 
amputation of a minor’s abnormally large arm 
which was endangering her general health because 
the operation involved a serious threat to her life. 

Incompetenfs.~\yheie the patient is of unsound 
mind and incompetent to understand the nature, 
the purpose, and the risks incident to a proposed 
operation, authority must come, (a) if he is a minor, 
from one or both of his parents, unless a guardian 
has been appointed for him by the court, in which 
case it must come from his guardian; or (b) if he 
has attained his majority, from his spouse or legally 
appointed guardian. An adult not under guardian¬ 
ship who is partially incompetent but sufficiently 
capable mentally of understanding his need for an 
operation and the possible consequences may' be con¬ 
sidered capable of assenting, especially in riew of the 
fact that he is, despite his mental condition, consid¬ 
ered in law to be capable of entering into a contract 
for medical sersdces as a necessity of life. It is, never¬ 
theless, desirable under such circumstances that a 
relative, or if there is none, some person who has 
demonstrated a genuine interest in his care and wel¬ 
fare, approve or join in executing the consent. 
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WJten an immediate operation is imperative and 
tile patient is unabJe to consent rationally to the 
pioposed operation, and when delay incident to the 
obtaining of tlie consent of some one legally au- 
thoiized to consent on behalf of the patient involves 
serious risk to the patient, an operation may be per- 
foimed on the legal theory of implied consent. The 
law implies that the patient would, if comjietent, 
consent to \\'hate\'er may be necessary in his own 
interests. When a surgeon operates under such cir¬ 
cumstances he should be prepared to show (a) that 
an immediate operation n^as necessary; and (b) that 
a lawful express consent could not be obtained from 
the patient or from any person authorized to act 
for him, without endangering the health or life of 
the patient. 

Limits of Au/hor/fy.—Ordinarily, an operation 
must be performed within the limits of the author¬ 
ity that has been given. The physician may not per¬ 
form an operation different from that for which 
consent has been given. The operation must be per¬ 
formed in the manner which has been agreed 
upon. A consent must be obtained for each indi¬ 
vidual operadon performed. A consent to one oper¬ 
ation will not authorize another or later operation, 
even though the second operation is for the same 
condition as the first one. Authority may be given, 
however, for the operating physician to use his own 
judgment within certain reasonable limitations. It 
is usually mutually desirable for the physician to 
request the patient to allow him a reasonable 
amount of discretion in the performance of an op¬ 
eration. Even in the case of a limited operation, the 
operating physician must do whatever may be 
reasonably necessary for the safety of the patient. 
The ordinary legal implication is that if the patient 
under anesthesia had known beforehand of the 
circumstances that make a modification or exten¬ 
sion of the operation necessary, or if at the moment 
he could exercise rational judgment, he would give 
his consent. Since it is assumed that the patient 
would consent to that which is for his benefit, the 
law implies consent in such cases. However, a phy¬ 
sician may not, in the course of an authorized opera¬ 
tion, perform a different operation or unauthorized 
supplementary surgery unless a true emergency 
exists; there must be a condition which if not cor¬ 
rected would be an imminent threat to life or could 
result in grave and irreparable injury to the health 
of the patient. It is not enough that the physician 
thinks that certain procedures will be beneficial to 
the patient. Also the physician must remember at 
all times that the patient’s consent in no way re¬ 
lieves the physician of his duty to exercise due 
care in all that he does. Consent to the operation 
does not authorize any deviation from prevailing 
standards of care and caution. 

Implied and Oral Consent,—An adult patient o 
sound mind, who knows that he can agree or refuse 
to submit to an operation, and who knows or has 
lieen fully and fairly informed by his physician 


as to what is to be done, and who then cooperates 
with the physician, has impliedly consented even 
though he has not consented in words. Such im¬ 
plied consent is the consent customarily given in 
routine office practice. Implied consent to opera¬ 
tions^ always involves the possibility of misunder¬ 
standing as to the purpose and scope of the under¬ 
taking and the difficulty of obtaining proof in the 
event of a controversy. It is under the legal concept 
of implied consent that a physician is permitted, 
in an emergency, to operate on or extend the scope 
of surgery performed on an unconscious or delir¬ 


ious person who is unable to make his own de¬ 
cision. This situation frequently arises in connection 
with serious accidents when the patient is unable 
to act for himself. Of course, if some one is present 
who has audwrity to act for the patient or if, with¬ 
out jeopardizing the welfare of the patient, such 
lierson can be communicated with before operating, 
his consent should be obtained. 

Oral consent to an operation is ordinarily supple¬ 
mented by implied consent. For instance, a patient, 
after orally consenting to an operation, cooperates 
with the physician in its performance. Like im¬ 
plied consent, oral consent is open to misunder¬ 
standing and may be difficult of proof. 

Written Consent.—^^fflile written consent to an 
operation is not required by law, it is desirable in 
order to avoid tlie misunderstandings that lead to 
lawsuits and also to facilitate proof when necessary. 
The prudent physician will demand a written con¬ 
sent or authorization wntli respect to any operation 
which involves an element of recognized danger 
to tlie patient or which requires hospitafization. No 
particular form is necessary to give validity to a 
written consent. The essential requirements are that 
it state clearly tlie nature and extent of the opera¬ 
tion authorized and that it be signed by a person 
legally qualified to give consent. The autli'orization 
should state who is to be responsible for tlie ad¬ 
ministering of the anesthetic and tlie postoperative 
care of the patient if these services are to be per¬ 
formed by a physician other than the operating 
surgeon. The inclusion of the place and date of 
execution and the signature of a witness are desir¬ 
able, but only because tlrey tend to facilitate proof. 
Generally, the more vague and indefinite the terms 
of the consent, the more specifically it will be con¬ 
strued by the court. Care should be taken to spell 
out precisely and in the least technical language 
possible the exact procedure which the physician 
intends to perform or the particular condition which 


le seeks to relieve. 

Authorizations and consents should be preserved 
it least for a sufficient period after the operation to 
'over the entire time within which, under the statute 
if limitations, a suit may he instituted. The lengffi of 
he period of limitations varies from state, to state. 

Although the performance of an unauthorized 
iperation is technically an assault and battery, 1 
appears that an action for such an operation 
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sometimes governed by tlie statute of limitations as 
to malpractice or personal injurj' rather than by that 
as to assault and batter}'. 

The physician would be wise to retain the au¬ 
thorizations and consents even after the expiration 
of the limitation period because the holdings of tlie 
courts are not uniform on the question of whether 
the statute begins to run at the time of the doing 
of the alleged unrongful act or at tlie time of its 
discover}'. For minors tlie limitation period does not 
commence, generally, until tlie minor has reached 
his majorit}'. 

If a physician requests a written consent to surg- 
er}' from the patient at tlie time tlie arrangements 
for surger}' are made, tlie patient iwU be inchned 
to inquire as to liis condition, the nature of the pro¬ 
cedure contemplated, and tlie attendant risks. Under 
these conditions there can be no reasonable allega¬ 
tion by the patient later that he was under seda¬ 
tion when he signed tlie consent form, or that a 
hospital attendant had stated that tlie signing of 
the consent form was a “mere formaht}'.” Legally, 
the physician may rely for liis authorit}' upon a 
consent obtained by the hospital for liis benefit, but 
it is readily apparent that die physician may pro¬ 
tect himselJE best by attending to die details of hav¬ 
ing the consent form completed, signed, and wt- 
nessed in liis presence. The use of business methods 
in dealing with this phase of medicine may reduce 
the number of liabilit}' claims diat arise from mis¬ 
understandings, from die use of poorly draira or 
antiquated medicolegal forms or from failure to 
use mitten forms. 

Form 1.—Consent to Operation 

Patient. Age. 

A.M. 

Date.Time.P. M. Place. 

1. 1 hereby authorize Dr. 

and whomever he may designate as his assistants, to perform 
upon.. the following opera- 

(State name of patient or “myself’) 

tion: .. 

(State nature of procedure!s) to be performed) 
and if any unforeseen condition arises in the course of the 
operation calling in his judgment for procedures in addition 
to or different from those now contemplated, I furtlier re¬ 
quest and authorize him to do whatever he deems adsdsable. 

2. The nature and purpose of the operation, possible al¬ 
ternative methods of treatment, the risks involved, and the 
possibility of complications hai'e been fuUy e.\plained to me. 
I acknowledge that no guarantee or assurance has been made 
as to the results that may be obtained. 

3. I consent to the administration of anestliesia to be ap- 

phed by or under the direction of Dr., 

and to the use of such anesthetics as he may deem ads'isable, 
with tlie exception of. 

(State “none”, “spinal anesthesia”, etc.) 

4. I am aware that sterUity may result from this operation 
although such result has not been guaranteed. 1 know that a 
sterile person is incapable of parenthood. 

5. I consent to the disposal by autliorides of the 

. Hospital of any tissues 

or parts which may be removed. 

6. I consent to the taking and publication of any photo¬ 
graphs in the course of this operation for the purpose of ad¬ 
vancing medical education. 

7. For the purpose of advancing medical education, I also 
consent to the adrnittance of observers to the operating room. 

I CERTIFy TH.AT I HAX-E READ AND FULLY UNDERSTAND THE 


ABOS'E CONSENT TO OPERATION, TttAT THE EXPLANATIONS 
THEREIN REFERRED TO WERE MADE, AND THAT ALL BLANKS 
OR STATEMENTS REQUIRING INSERTION OR COMPLETION WERE 
FILLED IN AND INAPPLICABLE PARAGRAPHS, IF ANY, WERE 
STRICKEN BEFORE I SIGNED. 

Signature of patient . 

Signature of patient's 

husband or wife . 

When patient is a minor or 
incompetent to give consent: 

Signature of person authorized 

to consent for patient. 

Kelationship to patient. 

Witness: . 

Note. This is a general form of consent which will apply to 
various surgical cases by striking out the portions which are 
inapplicable. Where the anesthesia is to be admmistered by 
a nurse anesthetist, the name of the attending surgeon 
should be inserted in paragraph 3. 

Form 2—Consent to Disposal of Amputated Part or Organ 

1 hereby authorize . 

to presen'e for scientific purposes, or for use in grafts upon 
liiTng persons, or to ouiensTse dispose of the following 

named tissues, parts, or organ.. of 

.. in a proper and suitable 

(Name of patient) 

manner. 

Signed . 

Date . 

Witness . 

Form 3.—Consent to Treatment 

I, has-ing been fully informed by Dr. 

of die risks and possible consequences involved in treatment 


by means of.for the 

relief of.. nevertheless 

hereby authorize Dr. to 


administer such treatment to me, and agree to hold him free 
and harmless for any claims, or suits for damages for any in¬ 
jury or complications whatever which may result from this 
treatment. 

Signed . 

Date . 

Witness . 

Note. "This is a general form of consent that is intended for 
use, primarily, in connection uith the administration of haz¬ 
ardous drugs and treatment normally pror-ided in the physi¬ 
cian's office. 

Form 4.—Consent to Diagnostic Procedure 

Patient.. Age. 

A. M. 

Date.Time. P. M. Place. 

I hereby request and authorize Dr. 

and whomever he may designate to assist him to perform 

upon . the following 

(Name of patient or “myself’) 

diagnostic procedure: . 

I have been fuUv informed of the risks and possible conse¬ 
quences involved and that unforeseen results may occur. 

Signed . 

The foregoing consent was read, discussed, and signed in my 
presence, and in my opinion the person so signing did so 
free!}- and with full knowledge and understanding. 

Witness . 

Form 3.—Agreement for Blood Transfusion 

To; Dr. 

(Attending physician) 

and.Hospital. Date.19. 

1. I hereby request and authorize the administration of a 

blood transfusion to . 

(Insert “myself’ or name of patient) 
and such additional transfusions as may be deemed adiTsa- 

ble in the judgment of Dr., the 

attending physician, or those he may designate to assist him. 

2. It is understood and agreed tiiat the attending physi¬ 
cian or his assistants will be responsible only for 3ie per¬ 
formance of their own indiA-idual professional acts, and Siat 
the blood typing and the selection of compatible blood are 
the remonsibihties of those who actually perform the neces- 
sarj’ laboratory tests. 
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3. It ]ias been fully explained that blood transfusions are f 

3iot always snc^ssfu) in producing a desirable result 'ind th^f patient .. 

there IS a possibility of ill-effects such as the transmission of Patient is a minor or - 

infectious hepatitis or other i'seases or blood impairments. incompetent to give consent: 

xvhen it'mav not emergencies may arise Signature of person authorized to 

test. nJl fLi^Li possible la make adequate cross-matching consent for patient .. 
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THE ROLE OF EXERCISE IN THE AGING 


Paul D. White, M.D., Boston 

This is the third of a series of papers on various aspects of aging. Each paper has been pre¬ 
pared for the Committee on Aging by an authority in the field. When completed, the series will 
be published in booklet form. 


As I sit doxxTi to write about tlie role of exercise in 
the aging, I am conscious of tlie plea.sant and relaxing 
effect of a brisk walk in tlie clear cold air of Santa Fe 
and the bills around. As a senior member of society, 
I can vouch for this particular positive effect of exer¬ 
cise; for many aging persons this may be its chief 
value. However, tliere are other physiological results 
of exercise ^vhich deserve as much emphasis in the 
aging as tliey do in the young, and possibly even more. 

Though such effects of exercise are frequently re¬ 
ferred to in the presentation of healtli programs, they 
are but little discussed in planning for the health and 
happiness of older persons. To be sure, no hard and fast 
rules about exercise can be laid down for everjmne of 
a certain age, in tlie first place, because no two persons 
have exactly the same physical needs or psychological 
preferences and, secondly, because chronological age 
is not the same as physiological age. Also it is true 
that some individuals live to be old and free from dis¬ 
ease despite the fact diat die only exercise they get is 
in breatliing, eating, talking, and in tending to their 
minimal physiological processes of odier nature; what 
percentage of healthy older persons belong in this 
category has not been determined, but it appears to 
be considerably in tlie minority. 

Naturally, in extreme old age, when physical strength 
and mental ability steadily decline, tliere comes a time 
xx'hen exercise beyond tliat of the simplest acts of living 
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is no longer possible, but in the early and middle ye 
of old age exercise can be very beneficial. It is i 
portant to recognize that there is a difference behve 
positive health and the mere absence of disease. 

At any age, physical exercise, more or less planni 
tJiough not as a burdensome or boring program, 1 
certain beneficial effects which can be helpfully 
viewed in our discussion of the problems of aging. I 
kind of exercise is not very important except that 
should suit the strength, aptitude, and lildng of i 
particular person. It may vary in strenuousness fri 
that involved in simple deep breathing in short perk 
several times a day to that involved in heavy wo 
cutting or snow shoveling or fast tennis. 

There should be no age set at which a person lo 
accustomed to vigorous exercise should cease ex¬ 
cising, although it is usually wise to tone down t 
energy expenditure and die amount of time per d 
or week with each passing decade. If a man or worn 
is in good health and enjoys exercise in the open 
(or perhaps even if not) the beneficial effects can cc 
tinue to a very advanced age. I have knoxvn of Mai 
guides and lumbermen, gardeners, sailors, labore 
and sportsmen who have kept up a vigorous progre 
both enjoyably and beneficially well into the 80s. 

There are very few adequate statistics concemii 
the healtli and longevity of athletes. Some articles ai 
books have been published on the subject; one of thes 
entitled "University Oars,” was written many yea 
ago (1873) by Dr. John E. Morgan, who was J 
oarsman himself. Dr. Morgan, of Oxford Universit] 
made a follow-up study of members of the crews wc 
took part in the annual races between Cambridge ® 
Oxford from 1829 to 1869. His conclusion was ^ 
the effect of the rowing was a favorable one, that 
type of exercise (some of which was continue 
years afterward) had no unfavorable effect on 
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'jt rather the reverse, and that tlie longevity of the 
arsmen was slightly greater than that of the average 
opulation. 

A study not yet reported, which my associates and 
-.V made, avas a follow-up of Hara^ard football players 
-.yho earned daeir letters betaveen die years 1900 and 
,, 930. This stud)f showed a longeaaty close to diat e.v- 
.ected in the population at large. It had been hoped 
^3 compare daose aadio continued adgorous e.xercise 
' hroughout dieir Jives aaath those aabo took no particu- 
ar e.\ercise after graduation from college and also 
hose aa'ho had gained amra' much aveight aaath those 
a'ho had gained practically no aa'eight at all. Eaddence 
m these taa-o points aa'as definitely faa'orable for those 
•a'ho continued aagorous e.xercise and aa’ho did not gain 
a’eight, but the numbers in diese extreme groups aa'ere 
lardly adequate for statistical conclusions. One of the 
lifficulties in such a study is diat die majority of Amer¬ 
ican males live a standard e.xistence, diat is, they eat 
■nuch the same diet, drink and smoke moderatel 3 ’, get 
" some e.vercise but not of ana' considerable degree, and 
• gain a moderate amount of aa'eight through the j'ears 
{10 to 2.5 lb. or more in the course of 30 years). 

Benefits of Exercise 

! Ex-ercise has positia'e effects on the healdi. In die 
ifirst place, diere is the benefit of establishing or main- 
.;taining the general muscular tone throughout the bod}', 
including that of the heart itself. Some muscles, of 
ccourse, become stronger if tiiey are more ina’ola'ed in 
:the e.\ercise, for e.xample, the leg muscles in long 
^aa'alks, golfing, cycling, or tennis, or die arm muscles 
sin aa'ood cutting, gardening, fishing, or houseaa'ork. One 
: of the muscles that it is important to keep in good tone 
’ is the diaphragm; almost an)' a'igorous exercise or ea'en 
; repeated programs of deep breadiing wU help here, 
r There are several values diat are derived from good 
muscle tone. One is that which concerns die circula- 
i don of the blood itself. Sometimes one forgets that the 
! heart, although the most important factor of course, 
t is not the sole supporter of the circulation. The elas- 
5 ticity of the aorta and other great arteries is of im- 
: portance in maintaining an even flow of blood. The 
. vasomotor function of the smaller vessels is rital for 
! the selective distribution of die blood to the organs as 
’ needed. The peripheral veins with their valves act as 
; local pumps for the return of blood to the heart when 
■: they are compressed by the muscles diat surround 
them. The better the tone of die muscles the better is 
: this support to the heart afforded by the veins. For 
j the same reason, peripheral venous stasis of high de- 
; gree irith the development of varicosities, the pooling 
- of blood, and phlebothrombosis is counteracted, to a 
.'certain degree at least, by good muscle tone. Finally, 
V good tone of the diaphragm with iride respiratory 
, e.vcursions (aided by the avoidance of obesity) not 
only gready helps respiration but also improves the 
pumping action of the diaphragm in its suction of 
_ blood back to the chambers of the right side of the 
) heart. 


A second benefit from e.xercise is that already re¬ 
ferred to, namely, its effect on the psyche. Most indi- 
x'iduals, old as well as young, are much helped by the 
rela.\-ation which comes from exercise of the right de¬ 
gree, usually midway in amount and intensity between 
die extremes of triviality and of exhaustion. For many 
of us, exercise is a deli^tful antidote for nervous ten¬ 
sion and strains, an.xiety, and mental concentration. 
A pleasant fatigue of the skeletal muscles has time and 
time again given me mental repose, peaceful sleep, and 
a sense of equanimity. 

A third benefit has been on digestion, partiy, in all 
probability, by reducing nerx'ous tension, which is a 
common factor in cases of esophageal irritabih'ty (car¬ 
diospasm ) and peptic ulcer, and pardy by its favorable 
effect on die bowel function. 

A fourth benefit of exercise at any age, and therefore 
applicable to the “aging,” is its favorable effect in 
helping to control obesity, a condition u’idely regarded 
as inimical to the best of health and longex'ity. Al¬ 
though it is true that obesity is due to the combined 
effects of heredity and ovemutrition, nevertheless, 
u'ith the same caloric intake, the increased metabolic 
requirement resulting from e.xercise does help to con¬ 
trol body weight. It is not the fat deposited under the 
skin here and there throughout the body or in the 
omentum that is of most importance but rather a feu’ 
grams of fat in the uTong places, particularly in the 
walls of the coronarx' and other important arteries. 

Finally, the deepening of respiration which comes 
irith exercise favors the function of the lungs in gase¬ 
ous exchange and in the state of the lung tissue itself. 
Although chronic bronchitis and emphysema are com¬ 
mon in old age and limit the amount of exercise possi¬ 
ble, die}' are not a bar in themselves to mild exercise 
rridiin the resen'e of the person affected. 

Even in the presence of disease other than in the 
lungs, suitable exercise can be beneficial. I have seen 
many patients wth heart diseases of various kinds and 
degree and, e.xcept for the most severe cases, sh'ght to 
moderate e.xercise can and should be prescribed. Of 
course, angina pectoris too easily induced or myo¬ 
cardial weakness of considerable degree u'ill demand 
pro tern absolute rest, but uith recover)' or in the 
presence of well-healed myocardial infarction, as in the 
President’s case, a careful program of regular e.xercise 
may not only be an important health measure but it 
may conceivably be helpful, in the absence of im¬ 
portant s)'mptoms, in retarding the further progress or 
increase of coronar)' atherosclerosis. Further research 
as to this possibility is in order. 

Thus, in conclusion, it may be said that exercise of 
almost any land, suitable in degree and duration for 
the particular indiridual concerned, can and does play 
a useful role in the maintenance of both physical and 
mental health of the aging individual but that no hard 
and fast rules can be set, because each person requires 
indiridual appraisal.' 
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ARKANSAS 

State Metlica] Election.-The Arkansas Medical So¬ 
ciety has recently installed Dr. T. Duel Brorni, Little 
Bock president; Dr, Louis K. Hnndlev, Pine Bluff, 
president-elect; Dr. John W. Smitli,'Little Rock, 
tieasuier; and Dr. John J, Monfort, Batesville, secre¬ 
tary. 

CALIFORNIA 

Personal.—Dr. Frederick M. Kriete, assistant chief 
of preventi\'e medical services with the State Health 
Department, has been appointed deputy state 
health director. The position U'as created at tlie last 
session of the Legislature. Dr. Kriete has been witli 
the department since 1947. 


Grants for Heart Disease Research_Allocations to¬ 

taling $221,669 for heart disease research have been 
announced b” the Los Angeles County Heart Asso¬ 
ciation. The grants are for support of 34 projects at 
Southern California School of Medicine, University 
of California Medical Center, College of Medical 
E\'ange)ists, tlie Veterans Administration Center, 
and Cedars of Lebanon, Children’s, and Los Angeles 
County hospitals. The majority of the studies are 
concerned with the cause and prevention of heart 
disease. Grants to University of California investi¬ 
gators working at the Medical Center, the VA Cen¬ 
ter, and Cedars of Lebanon Hospital total $112,927, 
including a $50,000 grant for the Heart Association 
Laboratory, where Wilfried A'Jommaerts, Ph.D., is 
studying the basic chemistry of the heart muscle. 

Psychiatric Society Founded,—Twenty psychiatrists 
from Santa Clara and Monterey counties met at the 
Santa Clara County Hospital recently to officially 
form the Santa Clara-Monterey Counties Psychi¬ 
atric Society. The purpose of this group will be to 
promote psychiatry in these two counties by spon¬ 
soring scientific-educational programs, by represent¬ 
ing psychiatry in the community, and by encourag¬ 
ing fellowship between psychiatrists and workers 
in related fields. Tlie society plans to become an 
affiliate society to the American Psychiatric Associa¬ 
tion. At the founding meeting a constitution was 
accepted and the following officers were elected: 
Dr. Robert A. Hall, San Jose, president; Dr, Fred 
Tempey, Agnews State Hospital, vice-president; Dr. 
Alan M. Clarke, Los Gatos, secretary-treasurer; and 


Physicians fttc invited to send to this department of news of 

eenowl inlcrest, for ewniple, those relating to society activities, ne\ 
liospitals, education, and puhlic health. Programs should be rcccwcct 
at least three weeVs htfore the date of meeting. 


Drs. Baj'mond L. Hack, Salinas, Norman Rogers Ag¬ 
news State Hospital, and Walter J. Freeman, Los 
Altos, councillors. 

COLORADO 

Automobile Crash Injuty Study.—A unique study of 
automobile accidents has been initiated in Colorado 
primarily concerned udth determining tlie nature 
and specific causes of injurj^ to occupants of passen¬ 
ger cars. This program, knoum as Automotive Crash 
Injury Research, has been endorsed by die House of 
Delegates of the Colorado State Medical Societ)’ 
and \rill constitute a coordinated effort on the part 
of die society and tlie Colorado State Patrol. The 
study u'ill function for a year as part of a 15-state 
program coordinated by the Automotive Crash In¬ 
jury Research project of die Department of Public 
Health and Preventive Medicine, Cornell University 
Medical College, Neu' York City. The Colorado 
study null help to evaluate die effectiveness of spe¬ 
cific design changes in 1956,1957, and 1958 model 
automobiles, energ)'-absorbing steering wheels, seat 
belts, and interior padding. Medical and accident 
data-collecting mediods operate in die folloiring 
way: all 1956^ 1957, and 1958 passenger cars in¬ 
volved in injury-producing accidents outside die 
limits of municipalities come within die scope of the 
study. Immediately following an accident, the Col¬ 
orado State Patrol officer in charge submits to die 
physician or emergency room chief or coroner a 
special medical report form furnished by Cornell 
which includes a description of the extent and na¬ 
ture of all injuries. Completed forms are mailed to 
die Colorado State Medical Society'. These studies 
are sponsored b)' the Armed Forces Epidemiological 
Board through its Commission on Accidental Trau¬ 
ma, with funds supplied by die Surgeon-General of 
the Army, by the Division of Research Grants of the 
United States Public Healdi Seiadce and by grants 
to Cornell University Medical College of unre¬ 
stricted funds by die Ford Motor Company and the 
Chrysler Corporation. 

CONNECTICUT 

Dr. Paul Receives Lyman Medal.—The David Rus¬ 
sell Lyman gold medal for “outstanding productive¬ 
ness and service to public welfare” was awarded to 
Dr. John R. Paul on May 25. The presentation was 
made at die 55th annual meeting of die Gaylord 
Farm Association in Wallingford. Dr. Paul is pio 
fessor of preventive medicine in the Yale Medical 
School, New Haven. In 1938 he and die Yale Med- 
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ical School received the first research grant issued 
by tlie National Foundation for Infantile Paralysis. 
In making die presentation, Dr. Gustaf E. Lindskog, 
professor of surgerj' at Yale, said “Dr. Paul’s interest 
in poliomyehtis and other neurotropic diseases, his 
outstanding accomplishments in rheumatic heart 
disease, appears to us to appropriately sjunbolize 
die changes and broadening emphasis now occur¬ 
ring at Gaylord Farm.” 

ILLINOIS 

Chicago 

Personal.—Dr. Joseph T. Meyer has received a Loy¬ 
ola Universit}' Alumni Citation, an engraved plaque, 
awarded to those whose “careers e.vemplifi' the 
ideals of Jesuit education.” Dr. Mej^er seri'ed in 
die Army Medical Corps, attaining the rank of cap¬ 
tain, and after World M^ar I he joined ndth his 
brothers. Dr. Kaimond Meyer and the late Dr. 
Edwin Meyer, to establish a clinic on the south side. 
Dr. Meyer is president and chief surgeon of St. 
George Hospital. 

New Chairman of Radiology Department.—Dr. Earl 
E. Bardi, professor of radiology, Northw'estem Uni- 
versit}' Medical School, has been named chairman 
of the department of radiology, effective Sept. 1, to 
succeed Dr, Edw'ard L. Jenldnson, who is retiring. 
Dr. Barth, a graduate of Northwestern Medici 
School, joined the faculty in 1931 as a fellow in 
radiology. In 1953 he w'as named a fuU professor. 
He is also chief consultant in radioing}' at the Vet¬ 
erans Administration Research Hospital, Chicago, a 
past-president of the Chicago Roentgen Society and 
a past-chairman of the e.xecutive council of the 
American Roentgen Ray Society, and now is chair¬ 
man of the board of chancellors of the American 
College of Radiology. 

Institute for Study of Congenital Heart Disease.—A 
Congenital Heart Institute sponsored by the Chi¬ 
cago Heart Association was started Sept. I and will 
continue for a minimum of 10 years. Dr, Maurice 
Lev has been hired as full-time investigator to de¬ 
vote all his time to a study of the life history and 
pathology of the defects of the heart. Dr. Lev will 
perform his investigative work in laboratory and 
working space provided for him in the Hektoen In¬ 
stitute of Chicago and the work wall be done under 
the cooperation of the five Chicago medical schools, 
the Chicago Heart Center, and the health agencies 
of city and state. Dr. Lev plans to assemble clinical, 
laboratory, and pafholo^c data on cases of children 
who die of congenital heart defects. Cost of the in¬ 
stitute w’ill be about $50,000 a year. 

Medical Associates of Chicago.—A medical facilit}', 
the Medical Associates of Chicago, has been organ¬ 
ized by Dr. Nathaniel Calloway, professor of in¬ 
ternal medicine, University of Illinois Medical 
School. This group, which has ofllces in the Lake 


Meadow'brook development, involves a collective in¬ 
vestment of $700,000 and represents the first estab¬ 
lished group practice started by Negroes in the 
cit}’ wnfli complete diagnostic facilities. The group 
has 14 physicians, three dentists, technicians, nurses, 
and ofllce personnel, in all about 40 persons. The 
new ofiBces house a pharmacj', medical diagnostic 
and dental laboratories. From 1951 to 1953, Dr. 
Callow'ay seiwed as associate chief of medicine at 
Percy Jones Army Hospital, Battle Creek, Mich. He 
has ser\'ed as a medical consultant to the U. S. pub¬ 
lic health seiwice and the naval research project at 
the Universit}' of lUinois, and is a member of the 
Tuberculosis Institute of Chicago and Cook Count}'. 

KENTUCKY 

State Medical Association Meeting.—The R. W, 
Gaines Memorial Meeting of the Kentuck}' State 
Medical Association Mill be held Sept. 16-19 at the 
Columbia Auditorium, Louis^’^lle. A panel discus¬ 
sion, “H}'poth}’roidism—Diagnosis and Manage¬ 
ment,” W’ill be moderated by Dr. Alton Ochsner, 
New Orleans, on Sept. 19. Color teles'ision sessions 
w'ill include two S}mposiums: duodenal ulcer and 
congenital heart disease. The program includes the 
following topics by out-of-state speakers: 

Tuberculosis in Childhood: Some Aspects of Prevention, 
Diagnosis and Treatment, Dr. Gardner MiddJebrook, Den¬ 
ver. 

Obstetrical Anesthesia and Analgesia, Dr. Ralph A. Reis, 
Chicago. 

Pain as an Emotional Problem, Dr. LawTence C. Kolb, New 
York Cit}'. 

Role and Function of the National Eye Bank, Dr. Donald M. 
Shafer, New York Cit}’. 

Modem Concepts in the Management of Hepatic Failure, 
Dr. John M. Rumball, Coral Gables, Fla. 

Carcinoma of the Stomach, Dr. Alton Ochsner, New Orleans. 
Preventable Errors in the Care of Orthopedic Injuries, Dr. 
Robert A Knight, Memphis, Tenn. 

Twelve specialty groups will present scientific 
programs simultaneously the afternoon of Sept 18. 
Entertainment includes the President’s Luncheon, 
at which Dr. Kenneth McFarland, Topeka, Kan., 
^v^ll speak on “Ropes of Gold.” A special ladies’ pro¬ 
gram is planned. For information w-rite Mr. J. P. 
Sanford, 620 S. Third St, Louis^'ille 2, Ky. 

LOUISIANA 

Graduate Medical Assembly.—'The Southw'est Lou¬ 
isiana Graduate Medical Assembly w’ill hold its 
eleventh annual meeting at the Majestic Hotel, Lake 
Charles, Sept 13-14. All physicians are in\'ited to 
attend this meeting w'hich is approved for category 
I by the American Academy of General Practice. 
The program includes the foUow'ing topics by out- 
of-state speakers: 

Outpatient Management of H}pertension, Dr. John Moyer, 
chairman, department of medicine, Hahnemann Medical 
College, Philadelphia. 

Anxiety Heart Disease, Dr. Don Chapman, professor of medi¬ 
cine, Baylor Universit}’, Houston, Texas. 
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Common Duct Stone, Dr. Robert M. Moore, chairman de- 
partment of surgery, Uni\'crsity of Texas, Medical Brmch 
Galveston. ’ 

The Interpretation of Chest Films in Pediatrics, Dr. Vincent 
P. Collins, professor of radiology, Baylor University Col¬ 
lege of Medicine. 

The Practical Diagnosis of Bleeding Disorders, Dr. Jack Ab¬ 
bott, patliologist and director of laboratories, Methodist 
Hospital ana Baylor University College of Medicine, HoiiS' 
ton. 

A panel discussion, “Diagnosis and Management 
of Thjaoid Diseases,” will be presented by Drs. Don 
Chapman, John Moyer, Jack Abbott, Vincent P. 
Collins, and Robert M. Moore. A clinico-patliologic 
conference and a round-table luncheon discussion 
also are scheduled. For infonnation write Dr. Janie 
M. Topp, P. O. Bo.x 56S, Lake Charles 1, La. 

MICHIGAN 

Society News.—Tlie following officers of tlie Michi¬ 
gan Allerg}'- Society have been elected: Dr. Ernst O. 
Schreiber, Flint, president; Dr. Bernard Dickstein, 
Flint, vice-president; and Dr. Milton J. Steinhardt, 
Detroit, secretary-treasurer. 

State Medic.nl Society Meeting.—The 92nd annual 
session of the Michig.nn State Medical Society will 
be held Sept. 25-27 at the Pantlind Hotel, Grand 
Rapids. The annual presidential address vdll be 
given by Dr. Arch V^nlls, at the officers' night, after 
which Governor G. Mennen V^illiams will also pre- 
.>ent an address. Tlie program includes special 
discussion conferences and the following panel dis¬ 
cussions: Treatment of Pol}'ps of the Rectum and 
Colon; Tlie Problem of the Destructive Impulse in 
tine Practice of Medicine; What’s New in Heart 
Disease; and Patient-Centered Medical Care. Tlie 
fifth Beaumont Lecture, “Cancer of the Lower Bow¬ 
el: The Adenoma Carcinoma Sequence,” will be 
presented by Dr. Raymond J. Jackman, head, sec¬ 
tion of proctology, Mayo Clinic, Rochester, Minn. 
Technical and scientific exhibits are scheduled. En¬ 
tertainment includes the officers' night dinner-dance 
Sept. 25. Mr. Walter P. Reudier, Detroit, will speak 
on “Medicine and Labor in These Changing Times” 
die afternoon of Sept. 25. For information mite Dr. 
L. F. Foster, 606 Tonmsend Street, Box 539, Lan¬ 
sing 15, Mich. 


has been conducting at the university on a hormone 
m i'<^abon to cancer. Following his stop in Japan 
Dr. Burdette will visit and lecture at medical and 
research centers in Thailand, India, Lebanon, Ger- 
many, France, Greece, and Turkey.—Dr. Norman 
Tobias, dermatologist of St. Louis, has returned 
from an extended trip to the Far East, where he 
lectured before the Tokyo, Bangkok, and Manila 
Medical Societies under the auspices of the World 
Medical Association. 


NEBRASKA 

General Practice Meeting in Omaha.-The annual 
meeting of the Nebraska Chapter of the American 
Academy of General Practice will be held Sept 
13-14 at the Fontenelle Hotel, Omaha. The presi¬ 
dential address will be given by Dr. Thomas D. 
Fitzgerald. A panel discussion with live television in¬ 
terviews on a closed-circuit direct from the Nebraska 
Psychiatric Institute on “Psychiatric Aspects of Sur¬ 
gical Practice” will be held on the morning of Sept 
13, vdth Dr. L. C. Strough serving as moderator. A 
luncheon program Sept. 13 includes addresses by 
Drs, Paul Read, president, Douglas County h'ledical 
Society; R, R, Best, president, Nebraska State Med¬ 
ical Society; and M. E. Phelps, president, American 
Academy of General Practice. Guest speaker at the 
banquet to be held the evening of Sept. 14 udll be 
Dr. H. E. Campbell, Denver, member of the Ameri¬ 
can Medical Association’s Traffic Committee, whose 
topic is “Safety on Our Highways.” A special ladies’ 
program is planned. For information wite Dr, C. 
R. Brori, Chairman, Program Committee, 2124 Elk 
St., Beatrice, Neb. 

NORTH CAROLINA 

Grant for Pituitary Study.—A grant of $31,050 from 
tlie U. S. Public Healtli Service has been made to 
Dr. Gordon Dugger, assistant professor of surgery. 
University of North Carolina School of Medicine, 
Chapel Hill, to be used for the study of the effects 
of pituitary gland operations on patients witli can¬ 
cer. Associated witli Dr. Dugger in the research are 
Drs, James Newsome and Judson Van Wyk. Dr, 
Dugger was trained in neurosurgery at the Montreal 
Neurological Institute of Montreal, Canada. 


MISSOURI 

Society News.-The following officers were elected 
by the members of tlie St, Louis Society of Anes¬ 
thesiologists; president. Dr. Thomas Culkin; vice- 
president, Dr. Harry Sammons; secretary. Dr, Rich¬ 
ard E. Hanna; and treasurer. Dr, Jean Merz, 

Personal.-Dr. Walter J, Burdette professor of clini¬ 
cal surgcty, St, Louis University School of Medicine, 
and director, St. Louis University Surgical Service at 
Veterans Hospital, has gone to Tokyo to visit me 
ical and research institutions in Japan. One obj^- 
tive of the trip is in connection with the studies e 


GENERAL 

Pediatricians Meeting in Chicago.—The 26th aniiual 
neeting of the American Academy of Pediatricians 
will be held Oct. 5-10 at the Palmer House, Chicago. 
Two s}'mposiums are scheduled for the general ses¬ 
sions: current developments in infant nutrition, and 
animals and diseases. Three panel discussions are 
also scheduled: problems of the hospitalized child, 
iatrogenic disease, and congenital metabolic disease. 
Round-table discussions will be held Oct. 7 and b. 
The Mead Johnson award presentation Steroid 

Biogenesis in the Adrenal Cortex of Man and Som 
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Studies on tlie Biochemistn’ of Connective Tissue,” 
vdll be given by Drs. Alfred M. Bongiovanni and 
Walter R. Eberlein, of Philadelphia, and Dr. Albert 
Dorfman, Chicago, respectively. Tire Borden award 
presentation vdll be given by Dr. Arild E. Hansen, 
Galveston, Texas, on “Essential Fatty' Acids in In¬ 
fant Nutrition.” A special quiz session wll be held 
Oct. 8 under the direction of Dr. Robert B. Lawson, 
Miami, Fla. Scientific and commercial exhibits w'ill 
be shov'n. A ladies’ program is planned. Entertain¬ 
ment includes tlie annual banquet. For information 
w'rite tlie Executive Ofificer, American Academy' of 
Pediatricians, 1801 Hinman Ave., Evanston, Ill. 

International Postgraduate Medical Association 
Meeting.—The 42nd International Scientific Assem¬ 
bly of tlie Interstate Postgraduate Medical Associa¬ 
tion xHll be held Sept. 30-Oct. 3 at the Palmer 
House, Chicago. Forty' papers are scheduled for 
presentation. Three sy'mposiums will be held on the 
foUow'ing topics: what’s new in obstetrics, surgery', 
and steroids; trauma; and the proper selection of 
cases for heart surgery'. The foUov'ing presentations 
iHIl be made by' Canadian speakers: 

Abnormal Vaginal Bleeding in the Menopause, Dr. Newell 
Philpott, professor of obstetrics and g>’necolog>’, McGill 
Universiw Facult)- of Medicine, Montreal, Canada. 
Clinical Management of tire Allergic States, svith Special 
Reference to Long-Term Steroid Therapy, Dr. Bram Rose, 
professor of medicine, McGill Universits’ Faculty of Medi¬ 
cine, Montreal. 

A Neuro-Surgeon Looks at "Strokes,” Dr. E. Henry Botterell, 
associate professor of surgery. University of Toronto, 
Canada. 

The guest speaker at the annual dinner wll be 
Kenneth McFarland, Ph.D., Topeka, Kansas, whose 
topic wU be “Ropes of Gold.” For information xx'rite 
Interstate Postgraduate Medical Association, Box 
1109, Madison 1, Wis. 

Radiological Research Awards.—The James Picker 
Foundation has announced two awards in the field 
of radiological research, in addition to those made 
public in June. As a part of its efforts in advancing 
the science of radiology', the foundation supports 
research grants, fellowships, and grants for scholars. 
These awards are made on recommendation of the 
National Academy of Sciences-National Research 
Gomrcil. 

A research grant has been made to the University' 
of Saskatchewan, Saskatoon, Canada, to permit con¬ 
tinuation for a third y'ear of Dr. Sidney P. Traub’s 
studies on x-ray' changes produced by' increased 
pressure from within the skull. Dr. Traub is assistant 
professor of diagnostic radiology' at the university 
College of Medicine. 

The reappointment of Dr. Hans Ludin, of New 
York City', as a James Picker Foundation Fellow in 
Radiological Research is ako announced. Under his 
fellowship, which began in 1956, Dr. Ludin has been 
study'ing the use of special techniques to Wsualize 
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the pancreas on -x-ray examination. 'This w'ork is 
being carried out in the department of radiology'. 
New York Hospital, New York City', under the 
guidance of Dr. John A. Evans. 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, tire foUov'ing number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


Area 

New England States 

Maine . 

New Hampshire . 

Vtnnont . 

Massachusetts . 

Rhode Island . .. 

Connecticut . 

Middle Atlantic States 

New York . 

New Jersey . 

Pennsylvania .. 

East North Central States 

Ohio . 

Indiana . 

niinois . 

Michigan . 

Wisconsin . 

\Ve<t North Central States 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delaware . 

Maryland . 

District of Columbia. 

Virginia . 

West Virginia .. 

North Carolina. 

South Carolina. 

Georgia . 

Florida . 

East South Central States 

Kentucky .. 

Tennessee. 

Alabama . 

Mississippi. 

West South Cential States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

Montana . 

Idaho... 

^YyoIDmg... 

Colorado . 

New Mexico. 

Arizona . 

Utah... 

Nevada . 

Pacific States 

Washington . 

Oregon . 

California . 

Territories and Possessions 

Alaska... 

Hawaii . 

Puerto Rico .; 

Total . 


Aug. 10,19o7 

t -- 1 

Paralytic Total 
Type Cases 



1 


1 

3 

1 


1 

1 

4 

1 

1 

4 

1 

4 

o 


o 

o 


1 


6 

6 

10 

2 

IS 

3 
6 

2 

1 

1 

4 
1 

25 

G 

4 

5 

6 
6 
o 

3 

4 
9 
7 

20 


1 

1 3 

1 3 

1 5 

1 3 


1 

33 


3 


73 


3 


359 


Aug. 11, 
195G 
Total 
Cases 

1 

1 

1 

U 

1 


39 

14 

3 

34 

25 

21S 

32 

19 

5 

42 

24 

3 

12 

5 

2 

1 

13 
10 
24 

6 

14 
18 


6 

3 
21 

12 

41 

15 

34 

1 

2 

1 

5 

4 

5 

3 


9 

87 


878 
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Society News.-The following officers of the Ameri¬ 
can College of Physicians have been installed; pres¬ 
ident, Dr, Richard A, Kem, Philadelphiaj president¬ 
elect, Dr. Dwight L. 'V^^ilbur, San Francisco; first 
vice-president, Dr. Herbert K. Detweiler, Toronto; 
second ^dce-president, Dr, Charles A, Doan, Colum¬ 
bus, Ohio; third vice-president, Dr. Lemuel C. Mc¬ 
Gee, \^^ilmington, Del.—The newly elected officers 
of tlje World Federation of Neurosurgical Societies 
are: Dr. Paul C. Bucy, Chicago, president; Dr. E. 
Hany Botterell, Toronto, Canada, vice-president; 
Dr. JBronson S. Ray, New York, secretary-general; 
Dr, William B. Scoville, Hartford, Conn., assistant 
secretary-general; Dr. Barnes Woodhall, Durham, 
N. C,, treasurer; Dr, Wallace B. Hamby, Buffalo, 
N. Y., assistant treasurer; and Dr. Da\'id L. Reeves, 
Santa Barbara, Cah'f., editor of the tiansactions. Dr. 
Percival Bailey, of Chicago, Dr. Wilder Penfield, of 
Montreal, Canada, Dr, H. Olivecrona, of Stockliolm, 
Sweden, Dr. Paul Martin, of Brussels, Belgium, Dr. 
D. Petit-dutaillis, of Paris, France, and Sir Geoffrey 
Jefferson, of Manchester, England, are honorary 
presidents.—At the 67th annual meeting of the 
American Pediatric Society tlie following officers 
v'ere elected for 1958; president. Dr. A. Ashley 
Weech, Cincinnati; vice-president, Dr. Alton Gold- 
bloom, Montreal, Canada; secretaiy-ti'easurer. Dr. 
Aims C. McGuinness, Washington, D. C.; recorder- 
editor, Dr. Stev'art H. Clifford, Brookline, Mass.— 
The following officers of the Pacific Nortliwest Soci¬ 
ety of Plastic and Reconstructive Surgery have been 
installed; Dr. Ernest E, Banfield, Tacoma, presi¬ 
dent; Dr, Carl E. Chism, Seattle, president-elect; 
Dr. Vemer V. Lindgren, Portland, vice-president, 
and Dr. Willard D. Rowland, Portland, secretary- 
treasurer. 


EXAMINATIONS 

AND 

LICENSURE 



NATIONAL BOARD OF MEDICAL EXAMINERS 

vtATiONAL Board of Medical 
Centers, Sept. 3-4. Sec., Dr. Jolm B. Hubbard, 133 South 

36th St., Pliiladclpiiia 4. 

medical SPECIALTY BOARDS 

Ameiucan Board of Anesthesiology; 

Oct “’S-Nov. 1. Various locations in the United S , 
and Canada, July 18. Final date for filing js 

Jan. 18. Sec., Dr. Curtiss B, Hickco.x, 80 Seymour St., 

Hartford 15. 

Amwucan Board of Dermatology: Oral 

11-13. Final date for filing application was Apnl L Sec. 
Dr, Beatrice Maher Kesten, One Haven Ave„ 

York 32. 
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iJOARD OF INTERNAL Medigine: Written Oct 21 
Oral Los Angeles, Sept. 11-14. Final date for filing an! 
plications was Feb. 1, Exec. Sec.. Dr. W. A WpitpII 
1 West Main St., Madison 3, Wis. ’ 


Ameiucan Board of Neurological Surgery; Examination 
given hvice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec,, Dr. 
Leonard T. Fiirlow, Washington University School of 
Medicine, St. Louis 10. 


American Board of Obstetrics and Gynecology: Part I 
Chicago, Jan. 2. Part II. Chicago, May 7-17. Final date 
for filing application is Spetember 1. Sec., Dr. Robert L. 
Faulkner, 2105 Adalbert Road, Cleveland 6. 

American Board of Ophthalmology: Oral Chicago, Oct. 
7-11. Written. January 1958. Final date for filing appli¬ 
cation was July 1. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

.American Board of Orthopaedic Surgery; Parts I and 
II, New York City, Jan. 29-31, 1958. Final date for filing 
apph'cation is August IS. Sec., Dr. Sam W. Banks, 116 
South Michigan Avenue, Chicago 3. 

American Board of Otolarngology: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 


American Bo/Vrd of Pathology; Oral and Written. Patho¬ 
logic Anatomy and Clinical Pathology. New Orleans, 
Sept. 26-28. Final date for filing application is August 
15. Sec,, Dr. Edward B. Smith, Indiana Univ'ersity Med¬ 
ical Center, Indianapolis 7. 


Axxerican Board of Pediatrics: Oral. Chicago, Oct, 11- 
18. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 


American Board of Plastic Surgery; Oral and Written 
Examination. San Francisco, Oct. 31-Nov. 2. Final date 
for filing case reports was July 1. Corresponding Sec., 
Miss Estelle E. HiJlerich, 4647 Persliing Ave., St. Louis 8. 

Ameiucan Board of Preventive Medicine; In Public 
Health. Oral and Written. Cleveland, Nov. 7-9. Sec., 
Dr. Tliomas F. Whajme, 3438 Walnut St., Philadelphia. 


Ameiucan Board of Proctology; Oral and Written. Parts 
1 and 11. September. Sec., Dr. Stuart T. Ross, 520 Frank¬ 
lin Ave., Garden City, N. Y. 

American Boaiui of Psychiatry and Neurology; New 
York, Dec. 16-17. San Francisco, March 17-18. Sec., Dr. 
Dawd A. Boyd, Jr., 102-110 Second Ave., S. W., Roches¬ 
ter Minn. 


ERicAN Board of Radiology: Washington, Sept. 23-28. 
'’inal date for filing application was June 1. Cliicap, May 
10-24 Final date for filing application is Jan. 1, lyoa. 
iec., br. H. Dabney Kerr, Kahler Hotel Bldg., Rochester, 

Vlinn, 

ierican Board of Surgery: Part If Buffalo, Sept 23-24; 
Mew Haven, Oct. 21-23; Indianapolis, Nov. 18-lJ; Cin¬ 
cinnati Dec. 16-17; New Orleans, Jan. 13-14; Durham, 
N. Car., Feb. 10-11; Baltimore, March Chicago, 

May 12-13; Los Angeles, June 16-17 
gon. June 20-21. Sec., Dr. John B. Flick, 225 So. 15th St., 

Pliilaclelphia 2. . . , 

UERicAN Board of Urology: Written examination Un- 
oiis cities throughout die country. 

Clinical February 1958. Location not decided. Exec. 
Secretary, Mrs. Ruby L. Griggs, 30 Weshvood Road, 

Minneapolis 16. 

oMxn OF Thoracic Surgery; Written. Various centers 
tlwoughout the -jntDS Sept 6 and tlm ^ 
registration was July 1, 1957. aec., ur. >vuutu« 

1151 Taylor Ave., Detroit 2. 



Vol. 165, No. 1 


GOVERNMENT SERVICES 


AIR FORCE 

Consultants Visit Medical Installations.—The following 
four consultants to the surgeon general recently visited 
Air Force medical installations in Europe, the Far' 
East, and Alaska. They rendered sersices on problem 
cases in tlieir specialties and conducted lectures and 
teaching sessions at various medical installations. 

Dr. Francis M. Forster, dean, Georgetowm Uni' 
r'ersitj' School of Medicine, and consulant in neu' 
rology, visited installations in England, France, 
Germany, Morocco, and Libya. 

Dr. Jasper Lamar Callawa}', professor of derma- 
tology and s\’philolog\', Duke UniversiU' School of 
Medicine, and consultant in dermatology, visited in¬ 
stallations in Japan, Korea, Okinawa, the Philippine 
Islands, and Taiwan. 

Dr. Sidney S. Chipman, professor of maternal and 
child health, Universitj" of North Carolina School of 
Public Health, and consultant in pediatrics, and Dr- 
Marrdn E. Chapin, professor of oral surgery, Uni- 
versit)' of North Carolina, and consultant in oral 
surger)', both wsited installations in Alaska. 

Personal.—At tire School of A%iation Medicine in 
Te.vas, Dr. Lawence E. Lamb has been appointed 
chief of the department of internal medicine. Dr. 
Lamb did research in Switzerland in 1954 on electro¬ 
cardiography as a fellow of the American Heart Asso' 
ciation. He is the author of a forthcoming book. 
“Fundamentals of Electrocardiography and Vector¬ 
cardiography.” 

Conduct Awards Made.—The foUowing Air Force 
medical ofiBcers have been awarded the Legion of 
Merit for exceptionally meritorious conduct in the per¬ 
formance of outstanding serrdce: Col. Manah R. Hal- 
bouty, commander, 3605th U. S. A. F. Hospital, Elling¬ 
ton Air Force Base, Texas; Col. Robert A. Patterson, 
surgeon. Eastern Air Defense Force, Stewart Air Force 
Base, New York; Col, Phihp P. Pease, commander, 
7272nd U. S. A. F. Hospital, Mdieelus Air Force Base, 
Libya. 

ARMY 

Wings for Army Aviation Medical Officers.—First 
award of silver Army aviation xxnngs to 50 Army Med¬ 
ical Corps officers marks the newest development in 
the Army awation medicine program according to 
Major Gen. Silas B. Hays, surgeon general of the 
Army. The new badge has tlie caduceus superimposed 
on tlie shield of the Seal of tlie United States centering 
the wmgs. 

Officers designated to wear these wings already have 
non-crew-member fl>mg status and pay, and they ako 
perform clinical duties for non-flying personnel. They 
are officially recognized as being qualified to conduct 


medical examinations for fl>'ing, to exercise superx’ision 
over the health of fl>’ing personnel, and to furnish 
medical adwce related to Army aWation. They receive 
their axiation medical training at the Air Force School 
of Awation Medicine, Randolph Air Force Base, 
Texas, or at the Naxw School of Axdation Medicine, 
Pensacola, Fla. On completion of either of these 
courses, the Army graduates are sent to the Army 
Aviation School, Fort Rucker, Ala., for applicator}" 
instruction in Army axaation medical practice. 

The 50 medical officers awaiting their wings are to 
be found \xnth infantrx", armored, and airborne dm- 
sions, with station medical complements responsible 
for the care of significant concentrations' of Army 
axiators, and xxath a x'arietx' of special Army axdation 
actixities. They are stationed in Germany, Japan, 
Korea, the Territorx’ of Haxvaii, and the Canal Zone. 
Tliey are serxnng at installations across United 
States from Fort Lexxds, Wash.., to Fort Benning, Ga., 
from the Army Medical Research Laboratorx", Fort 
Knox-, Ky., to the Walter Reed Army Medical Center. 

Personal.-Col. Joseph P. Russell has been named Post 
Surgeon and Commanding Officer of the Army Hospi¬ 
tal at Fort Leax'enxvordi, Kan., succeeding Col. Nor¬ 
man Anderson. 

VETERANS ADMINISTRATION 

Study of Sarcoidosis.—The project sponsored by the 
Veterans Administration to inx’estigate the etiologj' of 
sarcoidosis xvill be carried on in five hospitals xx'hdch 
xx'ill contribute information on the enxdronment, oc¬ 
cupation, eating habits, and self-medication of pa¬ 
tients affected by this disease. The central office re¬ 
search team is composed of Dr. Martin M. Cummings, 
director of research service; Dr. Edxvard Dunner, sec- 
retar)" of the Veterans Administration-armed forces 
committee on chemotherapy of tuberculosis; Dr. Rich¬ 
ard H. Schmidt Jr., tuberculosis serx'ice; and J. H. 
Williams of research statistics. Seventeen hundred 
cases of sarcoidosis xvere diagnosed in these hospitals 
betxveen the years 1949 and 1956. 

Personal.—Dr. Thomas J. Ready, director, professional 
serx'ices, VA Hospital, Prox'idence, R. I., xvas trans¬ 
ferred as manager of the VA Hospital at Washington, 
D. C., to fill the x"acancy created by the retirement of 

Dr. Edxx’in J. Rose on June 30.-Dr. Kenneth W. 

Broxx-n, director, professional serx'ices, VA Hospital, 
Omaha, has been appointed to the combined posi¬ 
tion of manager and director of professional services 
at the VA Hospital, Clarksburg, W. Va., to fill 
the x'acancy created by the retirement of Dr. Louis 

M. Hohman on June 26.-Dr. Abraham M. Klein- 

man, director of professional serx'ices, VA Hospital, 
Brookl)'n, N. Y., has been appointed manager of 
the VA Hospital in the Bronx, Nexv York Cit)", a 1,372- 
bed general medical and surgical faciht)".-Dr. Rich¬ 

ard B. Bean, area director of professional serx'ices, VA 
Area Medical Office, Boston, had become manager of 
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the VA Hospital at Bostoo, replacing Dr. George P 
Denny who retired June 30, 1957. The hospital is a 
920-bed general medical and surgical facility. 

Mental Hospital as a Tlicrapeutic Commimity.-The 
Vcteians Administration is trying to develop the men¬ 
tal hospital into a therapeutic communit}' that will 
prepare recovci'ing patients for the life they will lead 
outside the hospital. A pilot program is under way at 
the VA Hospital in St. Cloud, Minn. 

Dr. Jesse F. Casey, VA director of psychiatry and 
neurology, said the nub of the St. Cloud program is a 
“motivation unit,” directed by Dr. W. B. Coutant. Tliis 
vuiit consists of a ward u'ith SO patients selected from 
the entire hospital and a foster home program under 
which 55 patients live outside the hospital on a trial 
basis. Patients living in the ward are encouraged to 
become friends, to work at jobs in the hospital, to 
attend recreatiojial actmties togetlier, and to live much 
as they would outside the hospital. Once a week tliey 
gather in groups of 10 to talk about their feelings and 
fears of returning to the community. Dr, Casey said, 
and efforts are made by the staff to allay the fears and 
build up tlie patients’ trust and confidence. When the 
ward patients are ready, they are placed \vith families 
in the St. Cloud area. 

Only about 10% of those in foster homes have re¬ 
turned for further hospitalization, and in the two years 
since the motivation unit was established the number 
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pntral laboratories for the study have been esa 
hshed at the Kennedy Division of the VAs Mempk 
Hospital^at Walter Reed Army Hospital in Wash. 

Fourteen VA and Armed Forces hospitals are mz{ 
mg the study of coccidioidomycosis. The centrallabo- 
ratory for the coccidioidomycosis study is at the VA'< 
San Fernando, Calif., Hospital. 

PUBLIC HEALTH SERVICE 

Program to Encourage Research on Aging.—A new re 
search approach to the health problems of older pei 
sons was launched on Aug. 1, as Surgeon General Lr 
roy Burney announced a $306,922 award to Duke Uni 
versity in a special ceremony on the university campii 
at Durham, N. C. The award is the first grant in th 
Public Health Service’s new program to encourage e; 
tabh’shment of research centers in which manj^ depari 
ments of a university, and the health and relate 
agencies of a community will cooperate in studyiti 
various aspects of aging. 

The program at Duke University has four main ol 
jectives: (1) To develop a Center for Aging Researc 
based on a uni versity-wide effort. (2) To suppo 
fundamental research concerned rvith health problen 
of aging and to include relevant research contributioi 
from the social and behavioral sciences and relatf 
fields.- (3) To train investigators interested in tl 


of discharges from the hospital has risen from less 
than 300 a year to about 600. The staff of the unit 
includes also a social worker, a psychiatric nurse, a 
clinical psychologist, and the hospital’s vocational 
counselor. 

Former Long-term Patients Now at Work.—Increasing 
numbers of long term patients are able to leave VA 
hospitals to take paynng fobs under a new vocational 
guidance program. During the first three months of 
1957, a total of 2,825 patients were placed in jobs 
outside the hospital by the VA's vocational counseling 
service and through state and local agencies. The 
figure includes veterans who have recovered from 
mental illness, tuberculosis, and other seriously dis¬ 
abling illnesses. 

Study of Fungus Pulmonary Diseases.—Comprehen¬ 
sive studies of two lung diseases (liistoplasmosis and 
coccidioidomycosis), which simulate tuberculosis, have 
been started by the VA in cooperation witli the Armed 
Forces, the VA announced July 23. The studies are 
aimed at testing the effectiveness of new drugs which 
show promise in treatment. 

Tentative case registries of .some 500 patients with 
histoplasmosis or coccidioidomycosis in VA hospita s 
during the past two years have been established iov 
study. Diagnoses are being substantiated by labora¬ 
tory tests. 

tile histoplasmostv study is being carried out at 
seven VA hospitals, and at the Naval HospWal, bt. 
Albans, N. Y., and Fitzsimons Army Hospital, Denver. 


problems of aging. (4) To foster a regional resoun 
for the dissemination of scientific knowledge in tl 
field of aging. 

The Public Health Service program to encouraj 
such research is sponsored by the Center for Researi 
on Aging at the National Institutes of Health, B 
thesda, Md., established in October, 1956, under tl 
direction of Dr. G. Halsey Hunt. 


Research on Cerebral Vascular Disease.—The laund 
ig of a nationwide cooperative research program c 
erebral vascular disease has been announced by tl 
urgeon general. Ten medical research centers in nin 
tales have already joined in tlie program, and it 
xpected that many more institutions will ultimatel 
larticipate. The program, which is expected to n: 
everal years, is under the auspices of the Nation 
nstitute of Neurological Diseases and Blindness 
he National Institutes of Health. The program w 
nade possible by grants to the participating orgar 
zations, recommended by the National Advisor 
Neurological Diseases and Blindness Council. H 
program is concerned specifically with patients sune 
ing from cerebral vascular disease involving hemo 
rbage, blood clots, aneurysms, and malformations i 
the arteries or veins of ti^ie brain. It has been estimatE 
that as many as 1,800,000 living Americans have sn 
fered cerebral strokes at one time or f^other and 
deaths due to such strokes number about WOO at 
nually. This research is expected to shed new light o 
the nature and causes of strokes and to open mens 
to more effective treatment. 
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Moorhead, John Joseph, Millbrook, N. Y.; bom in 
New York City July 15, 1874; New York University' 
Medical College, New York City, 1897; professor 
emeritus of surgety at the New York University Post- 
Graduate Medical School in New York City; an asso¬ 
ciate member of tlie American Medical Association; 
member of tlie American Association for the Surger)' 
of Trauma; fellow of tlie American College of Sur¬ 
geons; member of the founders group of the American 
Board of Surgety; decorated for his sen'ice in France 
in World War I; received the Croix de Guerre and 
tlie Cross of tlie Legion of Honor; his owna country' 
awarded him the Gold Medal of Honor, tire Distin¬ 
guished Sen'ice Cross, and the Distinguished Sen'ice 
Medal; presented with a medal by the Honolulu 
County (Hawaii) Medical Society for helping care for 
the wounded following the Japanese attack on Pearl 
Harbor Dec. 7, 1941, when he was in Honolulu as the 
guest of the society; in 1944 retired as medical direc¬ 
tor of tlie New York City Transit Company; con¬ 
sultant, New York Post-Graduate Medical School and 
Hospital, Motlier Cabrini Memorial and Harlem hos¬ 
pitals in New York Cih’, Yonkers (N. Y.) General 
Hospital, Nyack (N. Y.) Hospital, Caledonian Hos¬ 
pital, Brooklj'n, New Rochelle (N. Y.) Hospital, Mary 
Immaculate Hospital, Jamaica, Rockland State Hos¬ 
pital in Orangeburg, Rahway (N. J.) Hospital, Fitldn 
Memorial Hospital, Neptune, N. J., and tlie All Souls 
Hospital, Morristown, N. J.; in 1941 received the 
honorary' degree of doctor of science from New York 
University; author of “Clinical Traumatic Surgety'”; 
died July 1, aged 82, of acute dilatation of the heart. 

Larsen, Reuben Leonard, Lieut. Commander, U. S. 
Navy, retired, Seattle; born on Jan. 25, 1890; North¬ 
western University Medical School, Chicago, 1916; 
sen'ice member of tlie American Medical Association; 
veteran of World War 1; commissioned in the regular 
Naty in 1917; placed on the retired list November, 
1920, due to physical disability'; at the outbreak of 
World War II requested recall to active duty and on 
Dec. 26, 1941, reported to the Naval Air Station, 
Corpus Christi, Texas, for active duty; released to 
inactive duty on Oct. 20, 1945; during his more than 
seven years active sen'ice, served with Naval medical 
department facilities throughout the United States 
and abroad and in ships of the fleet; died in the U. S. 
Naval Hospital, Bremerton, June 21, aged 67, of hemo- 
pericardium and myocardial infarction. 

Comfort, Charles Williams Jr. ® New Haven, Conn.; 
born in Philadelphia in 1885; Yale University School 
of Medicine, New Haven, 1911; served in World War 


® Indicates Member of the American Medical Association. 


I, and was awarded the Distinguished Serr'ice Cross 
and the French Croix de Guerre; during World War 
H was dirision surgeon and eommanded the 118th 
Medical Regiment of the 43rd division. National 
Guard; retired wth the rank of colonel in 1946; for¬ 
merly secretaty' of the Connecticut State Medical So¬ 
ciety; member of the city welfare board; on the staff 
of the Grace-New Haven Community Hospital; died 
in the \^eterans Administration Hospital, Rocky' Hill, 
May' 6, aged 71, of coronary' thrombosis. 

Higgins, William Harrison ® Richmond, Va.; bom in 
Stanford, Ky., in 1883; Johns Hopkins University 
School of Medicine, Baltimore, 1908; specialist certi¬ 
fied by the American Board of Internal Medicine; 
fellow of the American College of Physicians; member 
of the American Clinical and Climatological Associa¬ 
tion; past-president of the Richmond Heart Asso¬ 
ciation, Richmond Academy' of Medicine, and the 
Richmond Board of Health; formerly' on the faculty' 
of the Medical College of Virginia; on the staff of the 
Medical College of Virginia, Hospital Dmsion; con¬ 
sultant, St. Elizabeth’s Hospital; died June 8, aged 
73, of cerebral hemorrhage. 

Jesberg, Simon, Los Angeles; bom in Franklin, Iowa, 
Sept. 16, 1886; College of Physicians and Surgeons, 
Los Angeles, 1913; an associate member of the Amer¬ 
ican Medical Association; member of the American 
Broncho-Esophagological Association; member and 
formerly' vice-president of the American Lary'ngolog- 
ical, Rliinological and Otological Society'; speciahst 
certified by' the Ameriean Board of Otolary'ngology'; 
formerly' on the faculty' of the University' of Southern 
California School of Medicine; seix'ed in France dur¬ 
ing World War I; associated with the Ey'e and Ear 
Hospital; died June 24, aged 70, of cerebral hemor¬ 
rhage. 

Alley, Ralph Martin ® Orofino, Idaho; bom in Ben- 
wood, W. Va., Feb. 9,1901; Jefferson Medical College 
of Philadelphia, 1927; member of the American Col¬ 
lege of Chest Phy'sicians and the American Tmdeau 
Society'; veteran of World War II; at one time asso¬ 
ciated wth the Indian Serv'ice; ser\’ed as superin¬ 
tendent of the State Tuberculosis Sanatorium in 
Socorro, N. M., and the Shau'nee (Okla.) Indian Sana¬ 
torium, and as chief of the student health serv'ice. 
University' of Idaho in Moscow; on the staff of the 
State Hospital, where he died May 10, aged 56, of 
coronary' occlusion. 

Christenberry, Henry Eddie ® Khox-v'ille, Term.; bom 
in Oliver Springs, Tenn., Sept. 12, 1884; University' of 
Tennessee Medical Department, Nashville, 1907; spe¬ 
cialist certified by the American Board of Otolary’ngolo- 
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8y> fellow of the Intei'iicitiontil College of Surgeons; 
seived as member and chairman of the city school 
board; at one time mayor of Lonsdale; the Christen- 
berry Junior High was named for him; on the staff of 
the Lnoxville General Hospital; medical director and 
owner of Dr. H. E. Christenberry Eye, Ear, Nose and 
Throat Infirmary; died in the East Tennessee Baptist 
Hospital May 20, aged 72. 

Mellen, Richard Hager ® Colorado Springs, Colo.; 
born in Middlebury, Vt., Oct. 23,1909; Harvard Medi¬ 
cal School, Boston, 1935; certified by the National 
Board of Medical E.xaminers; specialist certified by 
tlie American Board of Orthopedic Surgery; member 
of the Clinical Orthopaedic Society, American Acad¬ 
emy of Orthopaedic Surgeons, and the American So¬ 
ciety for Surgery of the Hand; veteran of World War 
II; cluef of staff, Glockner Penrose Hospital; on the 
staffs of the Memorial and St. Francis hospitals; died 
June 8, aged 47, of coronary occlusion and myocardial 
infarction. 


Robertson, Roy Lamar * Monroe, La.; born in Ray- 
ville. La., Dec. 14, 1918; Emory Universitj' School of 
Medicine, Atlanta, 1942; interned at the Peter Bent 
Brigham Hospital in Boston; served a residency at 
tlie Grady Memorial Hospital in Atlanta, Ga.; former¬ 
ly on tlie facult}' of the Emory Universit}' School of 
Medicine in Atlanta; specialist certified by the Amer¬ 
ican Board of Surgery; member of the Southeastern 
Surgical Congress; fellow of the American College of 
Surgeons; veteran of World War II; on the staffs of 
the E. A. Conway Memorial and St. Francis hospitals; 
died in Shreveport May 29, aged 38. 


Copeland, N. Newall, Pittsfield, Mass.; born in 1896; 
McGill University Faculty of Medicine, Montreal, 
Quebec, Canada, 1922; member of the Massachusetts 
Medical Society; fellow of the American College of 
Surgeons; chief of surgical staff of Pittsfield General 
Hospital; an associate surgeon at St. Luke’s and Hill- 
crest hospitals; veteran of the Canadian Army during 
World War I; past-president of the Berkshire District 
Medical Society and the Pittsfield Surgical Club; vice- 
president of the Union Federal Savings and Loan 
Association; died May 22, aged 60. 


Hill, Robert Henry * Newark, N. J.; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1926; fellow of the American College of 
Surgeons; specialist certified by the American Board 
of Surgery; on the staffs of the Presbyterian Hospital 
and the Harrison S. Maitland Medical Center; on the 
courtesy staffs, Hospital of St. Barnabas and for Wom¬ 
en and Children, St. James and St. Michael’s hospitals 
and Babies Hospital-Coit Memorial; consultant, 
Newark Eye and Ear Infirmary; died June 24, aged 63, 
of coronary arteriosclerosis. 


Beebe, Linn Clair, Hamilton, N. Y.; Baltimore Medical 
College, 1895; veteran of World War I; dunng Woild 
War 11 a member of the County Medical Committee 
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for Procurement and Assignment; served as com 
coroner, postmaster, health officer, and head of 
department of health, Colgate University; died in 
Community Memorial Hospital June 12, aged ® 
hiccoughs of three weeks duration, associated v 
esophageal hernia and diverticulum of the term 
part of the esophagus. 

Blair, William W., Pittsburgh; Hahnemann 
College and Hospital of Philadelphia, 1889; profe 
emeritus of ophthalmology at the University of I 
burgh School of Medicine; specialist certified by 
American Board of Ophthalmology; member of 
American Academy of Ophthalmology and Otoli 
gology; fellow of the American College of Surg( 
associated with the Eye and Ear Hospital anc 
Margaret Memorial Hospital; died June 12, agei 
of heart disease. 


Bliss, Guy Luvergne, Claremont, Calif.; Rush Me 
College, Chicago, 1908; an associate member o: 
American Medical Association; specialist certifie 
the American Board of Pediatrics; member ol 
American Academy of Pediatrics; fellow of the A 
ican College of Physicians; formerly practiced in' 
Beach, where he was associated witli the Se 
Memorial, Long Beach Community, and St. k] 
Long Beach hospitals; died June 2, aged 79, of 
nary disease. 


Simon, Arthur R. ^ Sarasota, Fla.; Indiana Univ< 
School of Medicine, Indianapolis, 1908; membi 
the Radiological Society of North America anc 
Indiana State Medical Society; specialist certifie 
the American Board of Radiology; formerly prac 
in La Porte, Ind., where he was on tlie staffs oJ 
Holy Family Hospital and the Fairview Hosj 
died in the Memorial Hospital May 1, aged 7i 
rupture of dissecting aneurism of the superior me 
teric artery. 


Ahlbrandt, Charles G. C., Kirkwood, Mo.; Miss 
Medical College, St. Louis, 1895; died June 
aged 81. 


Alford, Leland Barton ® St. Louis; Washington 
versity School of Medicine, St. Louis, 1912; asso 
professor of neurology and psychiatry at St. 1 
University School of Medicine; served on the fa 
of his alma' mater; member of the American Ps 
atric Association; veteran of World War I; assoc 
with St. Mary’s Group of Hospitals, St. Louis 
Hospital, and the Barnes Hospital, where he died 
14, aged 71, of acute myocardial infarction. 


George Chester ® Hollis, N. Y.; University 
vue Hospital Medical College, New York i 
on the staff of the Mary Immaculate Hoj 
ica; died in Amityville May 11, aged 6. 
lary thrombosis. 
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Inderson, Edgar Walker * Conroe, Te.\as; University 
)f Arkansas School of Medicine, Little Rock, 1928; 
lied in the Methodist Hospital, Houston, May 11, 
iged 55. 

Vnderson, Walter Marius ® Lompoc, Calif.; College 
if Medical Evangelists, Loma Linda and Los Angeles, 
.929; member of tlie American Academy of General 
Practice; speciahst certified by the American Board 
if Internal Medicine; on tlie staffs of the Santa Bar' 
laia (Calif.) Cottage Hospital and the Lompoc Hos' 
lital; died April 10, aged 53, of coronary diseas^e. 

Angus, Catlierine Isabel, New York City; University 
if MOsconsin Medical School, Madison, 1934; on the 
,taff of tlie St. Luke’s Hospital; for many years physL 
nan in the Long Lines Department of tlie American 
Telephone and Telegraph Company; died in the Uni' 
/ersity Hospital June 17, aged 48. 

Ame, Janies A., Marion, hlass.; Middlese.x College of 
Medicine and Surgery, Cambridge, 1922; member of 
lie Massachusetts Medical Society; on the staff of tlie 
LawTcnce Memorial Hospital in Medford; died in the 
Tohey Hospital, Wareham, May 5, aged 61, of corO' 
nary occlusion. 

Ashworth, Robert Fraser ® Eclectic, Ala.; Hospital 
College of Medicine, Louisville, Ky., 1903; veteran of 
World War I; member of tlie American Urological 
Association; died in East Tallassee May 8, aged 74, of 
cerebral hemorrhage, arteriosclerosis and chronic 
myocarditis. 

Bahcock, Jay Blaine, Los Angeles; University of Ne¬ 
braska College of Medicine, Omaha, 1925; veteran of 
World War I; at one time superintendent of the Hast¬ 
ings (Neb.) State Hospital; died May 25, aged 59, of 
peritonitis and cholecystitis. 

Baber, James H., Huntington, W. Va.; University of 
Louisville (Ky.) Medical Department, 1895; an asso¬ 
ciate member of the American Medical Association; 
died June 11, aged 82, 

Bareroft, John Woolverton, Waldport, Ore,; Univer¬ 
sity of Oregon Medical School, Portland, 1919; also a 
graduate in pharmacy; died May 13, aged 68, of 
arteriosclerotic heart disease. 

Barnwell, Columbus Hershel ® Chattanooga, Tenn.; 
Vorthwestem University Medical School, Chicago, 
.1933; specialist certified by the American Board of 
Jrology; member of the American Urological Asso¬ 
ciation; fellow of tlie Ameriean College of Surgeons, 
'eteran of World War H; associated with the Bar- 
mess Erlanger and Memorial hospitals; accidentally 
- Irowned in a pond on his farm on Little Sand Moun- 
ain near Summer\dlle, Ga., June 2, aged 52. 

'iass, Farris Euestus, Lebanon, Tenn.; Meharry Medi- 
...al College, Nashville, 1924; a veteran of World War 
i died June 10, aged 65, of hypertension. 


Beatty, Ernest Nutter ® Santa Barbara, Cahf.; Univ'er- 
sity of Cincinnati College of Medicine, 1920; member 
of the Ohio State Medical Association; formerly prac¬ 
ticed in Cincinnati, where he sers'ed as president of 
the Cincinnati Obstetrical Society and as a member 
of the staffs of St. Francis and Deaconess hospitals; 
died in Louiswlle, Ky., June 8. aged 62. 

Beck, Henry Walter ® Gray, Maine; University of 
Vermont College of Medicine, Burlington, 1927; vet¬ 
eran of World War I; on the courtesy staffs of the 
Central Maine General Hospital, Lemston, and the 
Mercy Hospital and Maine Eye and Ear Infirmarj' in 
Portland; sen'ed two terms on the school board; died 
June 4, aged 63, of cancer of the liver. 

Becker, Morris R., Cambridge, Mass.; Middlese.v Col¬ 
lege of Medicine and Surgery, Cambridge, 1933; died 
June 10, aged 50. 

Beckman, George Ed\rin ® Jacksonville, Fla.; Medical 
College of Soutli Carolina, Charleston, 1909; specialist 
certified by the Ameriean Board of Anesthesiology'; 
died in St. Vincent’s Hospital March 27, aged 77, of 
cerebral hemorrhage, hy'pertension and chronic inter¬ 
stitial nephritis. 

Benson, Iver Simeon, Portland, Ore.; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine of 
tire University of Illinois, 1906; died May 23, aged 75. 

Berrey, Ivan Columbus ® Birmingham, Ala.; Rush 
Medical College, Chicago, 1927; serv'ed on the faculty 
of Medical College of Alabama; on the staffs of the 
University and Baptist hospitals; died April 26, aged 
58, of carcinoma of the pancreas. 

Bickel, John Edward ® Fort Way'ne, Ind.; Medical 
College of Indiana, Indianapolis, 1897; member of 
the staff, St. Joseph’s Hospital, where he died June 23, 
aged 83, of coronary' thrombosis and myocardial in¬ 
farction. 

Blair, Ezekiel Slaughter ® Gadsden, Ala.; University 
of Nashville (Tenn.) Medical Department, 1910; died 
May' 28, aged 76, of bronchopneumonia. 

Bockhorst, Arthur L., Milwaukee; Kansas Gity (Mo.) 
Medical College, 1899; died in the Milwaukee Cormty 
Hospital June 24, aged 82, of diabetes meUitus. 

Boddie, Julian Franklin, MiUedgeville, Ga.; Meharry' 
Medical College, Nashwlle, Tenn., 1913; associated 
with the Baldri'in Cormty Hospital, where he died 
June IS, aged 66, of cerebral hemorrhage. 

Bondar, H. Kelliher, Brookly'n; McGill University 
Faculty of Medicine, Montreal, Quebec, Ganada, 1932; 
member of the American Psychiatric Association: 
specialist certified by the American Board of Psy- 
clriatry' and Neurology; associated wth the Gumber- 
land and St. John’s Episcopal hospitals; died in the 
Queens General Hospital, Jamaica, May 25, aged 49. 
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Brady, Bolland Ro)’ * Aiiiswortli, Neb.; University 
of Nebraska College of Medicine, Omaha, 1931; mem- 
bei of the American Academy of General Practice; on 
the staff of the Ainsworth Clinic and Hospital; died 
in Omaha June 28, aged 53. 

Biady, Richard Randall, Miles Citj', Mont.; University 
of Nebraska College of Medicine, Omaha, 1925; lieu¬ 
tenant colonel in the medical corps, Army of the 
United States; surgeon of the U. S. Army’s Neurnberg, 
German}', sub-area; died in Berchtesgaden, Germany, 
May 1, aged 56, of coronary disease. 

Brcslin, Robert Henry, Warwick, R. I.; College of 
Ph.N'sicians and Surgeons, Baltimore, 1915; member of 
the Rhode Island Medical Society; veteran of World 
War I; on the staffs of the Roger Williams General 
Hospital and St. Joseph’s Hospital, where he died 
June 25, aged 68. 

Bruninghaus, Charles Walter, Worcester, Mass.; Mid- 
dlese.v College of Medicine and Surger}', Cambridge, 
1915; veteran of World War I; died May 29, aged 76, 
of coronary artery disease. 

Burnes, Eugene Howard, Rochester, N. Y.; Albany 
Medical College, 1908; an associate member of the 
American Medical Association; member of the Ameri¬ 
can Acadenn’ of General Practice; past-president of 
the Rochester Pathological Society; veteran of World 
War I; during World W^ar II chairman of Draft Board 
number 550; served on the staffs of St. Mary’s Hospital 
and the Highland Hospital, where he died May 20, 
aged 72, of acute cardiac dilatation. 

Burt, Elmer Gordon * Magnolia, .Ark.; Uni\-ersity of 
Arkansas School of Medicine, Little Rock, 1932; mem¬ 
ber of the American Academy of General Practice; 
veicran of World War II; died in the City Hospital 
April 26, aged 49, of a heart attack. 

Butler, John Culbertson ® Laurel, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1904; veteran of 
World War I; died in the Veterans Administration 
Center, Bilo.vi, May 8, aged 79, of emphysema. 

Bulzow, Theodore Frederick, San Diego, Calif.; Rush 
Medical College, Chicago, 1897; veteran of World 
War I; died in the Mercy Hospital May 31, aged 86, 
of fracture of the hip and pneumonia. 

Chaffin, Emory Franklin ® Toccoa, Ga.; Atlanta Medi¬ 
cal College, 1914; died in the Hall County Hospital, 
Gainesville, May 21, aged 71, of a heart attack. 

Chambers, Dorsey Perry, Stilwell, Okla.; Barnes Medi¬ 
cal College, St. Louis, 1896; died in the City Hospital 
May 6, aged 84, of cerebral hemorrhage. 

Child, Florence Chapman, Deerfield Beach, I’la.; 
Johns Hopkins University School of Medicine, Balti¬ 
more, 1909; died in the North Broward General Hos¬ 
pital, Fort Lauderdale, March 30, aged 71, of carci¬ 
noma of the breast with metastases. 


J.A.M.A., Sept, 7, l;? 

Colien, Emanuel Samuel * Redwood City Calif r 
lumbia University College of Physicians and Surf 
Ne\v York City, 1943; certified by the National 
ot Medical Examiners; specialist certified bv ? 
American Board of Internal Medicine; served as-■ 
sistant clinical professor of medicine at the Universe 
of California School of Medicine in San Francfe 
veteran of World War II; on the staff of the Sequoi 
Hospital; died May 31, aged 37. 


Clark, Carl George, Burlington, Iowa; State Univt 
sity of Iowa College of Homeopathic Medicine, k 
City, 1905; died in St, Francis Hospital April 17, ag 
SO, of cardiovascular renal disease. 


Cleere, Reuel C,, Danville, Ala.; Bumingham Medi 
College, 1909; died in the Bryce Hospital, Tuscaloo 
May 1, aged 72. 

Conley, Byron Richard, Salyersville, Ky.; Univen 
of Louisville (K}'.) Metical Department, 1907; me 
her of tile Kentucky State Medical Association; d 
in Ashland May 3, aged 74, of nephritis. 

Cooper, Thomas Logan ® Logansport, Ind.; Uni\ 
sity of Pittsburgh School of Medicine, 1912; on 
staffs of St. Joseph’s Hospital and the Memorial 
pital, where he died May 20, aged 74. 

CraNHord, Lewis B,, New Iberia, La.; Medical Dep 
ment of Tulane University of Louisiana, New Orlei 
1905; fellow of the American College of Surget 
associated with the Iberia General Hospital, where 
died May 17, aged 74. 


Cretzmeyer, Charles Henry ® Algona, Iowa; Si 
University of Iowa College of Medicine, Iowa C 
1901; on the staff’ of St. Ann Hospital, where he d 
May 6, aged 78, of a heart attack. 


Cummings, Claude Wiggins, Colonel, U. S. Army, 
tired, San Francisco; Vanderbilt University School 
Medicine, Nashville, Tenn., 1912; service member 
the American Medical Association; veteran of Wo 
War I; entered the medical corps of the U. S. Army 
1917; retired Sept. 30, 1944; died in the Letterrr 
Army Hospital May 6, aged 76. 

Finacly, William Aaron, Bethlehem, Pa.; Medi 
Chirurgical College of Philadelphia, 1910; membei 
the Medical Society of the State of Pennsylvai 
fellow of the American College of Surgeons; on 
staff of St. Luke’s Hospital, where he died June 


aged 69. 

Garrison, Amos Rule, Byington, Tenn.; Universit) 
Louisville (Ky.) Medical Department, 1904; past-pr 
dent of the Knox County Medical Society; for m 
years member of the county school board; died in 
Fort Sanders Presbyterian Hospital, Knoxville, 


aged 78. 

ill, Henry Francis, Chicago; Meharry Medical C 
re, Nashville, Tenn., 1909; died in the Manteno (1 
xte Hospital April 14, aged 80. 
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lanldns, Frances Cantrall, Alhambra, Calif.; Nortli- 
vestern University Woman’s Medical School, Chicago, 
S93; died July 6, aged 96, of coronary heart disease- 

darrelson, Rose Cranse Jr., Tabor City, N. C.; Jeffer- 
on Medical College of Philadelphia, 1945; veteran of 
,Vorld M^ar 11; on the staff of the Loris (S. C.) Com- 
nunity Hospital; accidentally drowmed in MsTtle 
leach, S. C., June 27, aged 36. 

Catcher, Martin Armstead, Hamlet, N. C.; Medical 
College of Virginia, Richmond, 1918; member of the 
Medical Society of tlie State of Nortli Carolina; past- 
Dresident of the Richmond County Medical Society; 
nember of the Richmond Selective SeiAuce Board; 
veteran of IVorld M^ar I; on the staff of tlie Richmond 
[lounty Memorial Hospital, Rockingham, and the 
Hamlet Hospital; died June 23, aged 66. 

Hennell, Herman ® New York City; Long Island 
2.ollege Hospital, 'Brooklyn, ItylO; Tnember of the 
\merican Trudeau Society; serr'ed on the faculty of 
Columbia University College of Phj'sicians and Sur¬ 
geons; on tlie staff of the ^^ount Sinai Hospital; died 
[uly 1, aged 68, of coronary' disease. 

Holtzliausser, George J., Philadelphia; University of 
the South Medical Department, Sewanee, Tenn„ 
1899; also a graduate in pharmacy; an associate mem¬ 
ber of the American Medical Association; died June 
30, aged 84. 

Hutchinson, James Thomas ® Lubbock, Te.xas; Tulane 
University School of Medicine, New Orleans, 1909; 
veteran of World War I; past-president of the Lub- 
bock-Crosby Counties Medical Society; member of 
die board of trustees of the Lubbock Independent 
School District for a 35-year period, 33 of which were 
spent as board chairman; formerly director of tlie 
First National Bank of Lubbock; associated irith tlie 
Methodist Hospital, where he died June 22, aged 76- 

Jellis, Walter, Somerville, Mass.; Tufts College Medi¬ 
cal School, Boston, 1920; specialist certified by the 
American Board of Otolarj'ngolog)'; member of the 
American Academy of Ophthalmologj' and Otolaiy'u- 
gologi' and the Massachusetts Medical Society; veteran 
of World War H; died May' 12, aged 59, of heart 
failure. 

Kauffiiiann, Louis John ® Millville, N. J.; Jefferson 
Medical College of Philadelphia, 1910; on the staff of 
the Millville Hospital, where he ^ed June 24, aged 68- 

Koskela, Albert Leo ® Santa Cruz, Calif.; University' 
of Minnesota Medical School, Minneapolis, 1946; 
member of the American Academy' of General Prac¬ 
tice; died July 2, aged 37. 

Leary', Maurice Thomas ® Meads'ille, Pa.; University' 
of Pennsy'lvania School of Medicine, Philadelphia, 
1917; on the staffs of the Meadrille City' Hospital and 
the Spencer Hospital, where he died June 27, aged 61, 
of heart disease and hy'pentension. 


Learitt, Harry Clayton, Long Beach, Calif.; Chicago 
Medical School, 1938; sendee member of the American 
Medical Association; member of the American Psy¬ 
chiatric Association; specialist certified by' the Ameri¬ 
can Board of Psy'chiatry' and Neurology'; veteran of 
World War H; associated wth the Veterans Adminis¬ 
tration Hospital; died May' 31, aged 45, of coronary' 
thrombosis. 

Leopold, Raymond Sylvester ® Philadelphia; Halme- 
mann Medical College and Hospital of Philadelphia, 
1906; formerly e.xecutive x-ice-president and trustee, 
Hahnemann Medical College and Hospital; sen'ed on 
the state board of medical education and licensure; 
died in the GermantosTO Hospital June 30, aged 73. 

Lesses, Max * Salem, Mass.; Queen’s University' Fac¬ 
ulty' of Medicine, Kingston, Ontario, Canada, 1905; 
on the staff of the J. B. Thomas Hospital in Peabody'; 
formerly' on the staff of the Union Hospital, Ly'nn; 
died in the Beth Israel Hospital, Boston, July' 4, aged 
75, of carcinoma of the pancreas. 

Malley, George Calvert ® Zanes\'ille, Ohio; Long Is¬ 
land College of Medicine, Brookly'n, 1930; specialist 
certified by' the American Board of Pediatrics; mem¬ 
ber of the American Academy' of Pediatrics; past- 
president of the Good Samaritan Hospital staff; sers'ed 
as chief of pediatrics at Bethesda Hospital; died June 
12, aged 53. 

Marks, Julian Barnett ® Los Angeles; University' of 
Illinois College of Medicine, Chicago, 1918; member 
of the American Academy' of Ophffialmology' and 
Otolary'ngology'; specialist certified by the American 
Board of Otolaryngology'; died in the Santa Monica 
(Calif.) Hospital April 5, aged 65, of coronary' throm¬ 
bosis. 

Martin, Ruben Ferdinand, San Antonio, Te.xas; St. 
Louis University' School of Medicine, 1910; veteran of 
World War I; died in the k'^eterans Admim'stration 
Center, Temple, May' 21, aged 72. 

McFarland, George Edxx'in ® Los Angeles; University' 
of Minnesota Medical School, Minneapolis, 1942; vet¬ 
eran of World War 11; at one time health ofBcer of 
San Luis Obispo County; on the staff of the California 
Lutheran Hospital; died in the Centinela VaUey Com¬ 
munity' Hospital, Inglewood, Calif., June 23, aged 45, 
of seminoma n'ith metastasis. 

Meharg, Shelton Theodore, Anniston, Ala.; Memphis 
(Tenn.) Hospital Medical College, 1900; during World 
War 1 serx'ed as acting assistant surgeon in the U. S. 
Public Health Serv'ice; served as director of Anniston 
National Bank; died Jime 19, aged 78. 

MiUigan, Edd Fitch ® Ceary', Okla.; Denver and Gross 
College of Medicine, Denver, 1905; veteran of World 
War I; died June 16, aged 81, of pneumonia. 

Moore, Robert W., Memphis, Term.; Meharry' Medi¬ 
cal College, Nashx'ille, 1914; died May' 7, aged 71, of 
cerebral hemorrhage and hy’pertension. 
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Unusual Case of Pleurisy.—At tlie meeting of the 
Vienna Society of Physicians on June 21, A. Sattler 
reported the case of a 62->'ear-old physician who had 
had amebic dysentery in 1941. Tlie patient fell seri¬ 
ously ill in December, 1956, with diarrhea, abdom¬ 
inal pains, and fever. Treatment wit!) antibiotics 
was without result. The patient u'as admitted to the 
hospital wliere the diagnosis of sigmoiditis and di¬ 
verticulitis and a hemorrhagic exudative pleurisy on 
the left was made. Thoracoscoj^y was requested be¬ 
cause the patient’s cachexia and tlie hemorrhagic 
exudate suggested cancer. The tlioracoscopy was 
performed u'ith difficulty because of the basal sac¬ 
culation. Finally sufficient space for endoscopy was 
made by aspirating 300 cc. of exudate and replacing 
it with air. There was no evidence of pleurocarcino- 
ma but rather of true pleurisy. The most remarkable 
findings were two cj'stoid formations of the dorsal 
part of the lungs, which were inflated at inspiration 
and retracted in a funnel-shaped form at e.xpiration. 
A blood clot was obserx'ed on top of one of these 
formations. Tin's finding ruled out a malignant exu¬ 
dation. The cystoid formations were believed to be 
residues of pulmonaiy abscesses. The cause of the 
disease could not be determined by inspection. 
Because of tlie patient’s history of amebiasis, a 
arasitologist was called in and he was able to iden- 
'fy trophozoites of Entamoeba histolytica in the 
pleural fluid and rectal smears. 

Chemotherapy of Malignant Tumors.—At the sixth 
Austrian Cancer Meeting held in Vienna in May, 
H. J. Wolf and N. Gerlich (Bielefeld) said that they 
had used ethyleneimine quinone (E-39) in treating 
265 patients suffering from all kinds of malignant 
tumor. Only patients with inoperable tumors or 
with metastases were included in this series. Since 
it is important to have the cytostatic drug act on 
the tumor in a most concentrated form and as long 
as possible, the drug was injected directly into the 
tumor. A temporary disappearance of the tumor 
may thus be obtained and this without the forma¬ 
tion of necrosis or abscess. To.xic manifestations are 
minimal when the drug is used in this way, but if 
it is given intravenously, not only is proliferation 
inhibited in the tissue of the tumor but also the 
formation of leukocytes, erythrocytes, and throm¬ 
bocytes in the marrow and reproductive cells in 
the gonads is inhibited, and growth in children may 
be hindered. It appears, therefore, important to 


give large doses for a short time and to repeat the 
treatment at intervals after the restoration of the 
leukocytes. 

E. Bauer (Vienna) said that in using E-S9 it is 
important that this treatment be given at tlie opff 
mum time. Autointoxication can be prevented bj 
the removal of the already necrotic tumor masses 
Tin's relieves the pain of tension and produces ai 
improvement of the general condition. The leuko 
cyte count is not a reliable guide to dosage. Thf 
bone-marrow inhibitory effect of tlie drug and th( 
leukocytosis stimulated by the necrotic tumor ac 
antagonistically. A complete withdrawal of tin 
drug or siiecial therapeutic measures were neve: 
necessary, not even in patients with a marked leuko 
penia. Treatment with E-39 must be given intra 
venously for a long period (the exact duration i; 
still undetermined), if one does not want to risk ! 
widespread metastasis and an intractable loca 
recurrence. 

A. Bucher (Ab'enna) said that seven patients witl 
carcinoma of the bladder received local treatmen 
with the drug and in three otliers it was injectec 
inti-avenously. The growth of die tumor appearec 
to be checked for a while in some patients, and ii 
others the tumor became smaller. While this treat 
ment was being given, tenesmus rapidly subsided 
and the patients felt better and gained weight. 

F. Hesse reported tliat, for tliree years in Norder 
ney, treatment mth E-39 has been used in patients 
with cancer. The patients were given 5 mg. daily foi 
several months and in one patient for over two 
years. In most patients the result was good. No 
damage to the myelopoietic system occurred, in 
spite of the prolonged treatment. 

J. Kretz said tliat the toxicity of this drug as well 
as that of the disintegration products of the tumor 
should be kept in mind. Intravenous doses of 1C 
mg. of E-39 tliree times a week may quickly leac 
to an inhibition of growth. It is unwise to attempi 
to obtain a softening of the tumor in the shortes 
possible time. Impairment of the blood pictur« 
makes it imperative to stop intravenous injections 
and direct injection into die tumor may lead t( 
bleeding or perforation. A rapid disintegration 0 
the tumor may also stimulate its growth. A longe; 
treatment with smaller doses is, therefore, prefer¬ 
able. Sudden withdrawal of the drug may also be 
disastrous. Capsules for oral use may be given toi 
a slow withdrawal of the drug. Tolerance for and 
efficiency of this ti'eatnient are increased by simul¬ 
taneous general heatment with vitamins and dietary 
and medicinal protection of the liver. 
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P. Wumig (\^enna) said that since drugs do not 
cure patients with extensive or advanced carci¬ 
noma, they were used as postoperative treatment 
of carcinomas radically operated on. An efficient 
but harmless drug that is easy to apply is required. 
Nitromin, a derivative of nitrogen mustard, was 
therefore used. The experiment was carried out in 
selected patients with carcinoma of the bronchi, 
since tlrese patients have the most rapid downhill 
course. During tlie experimental period, all these 
patients underwent preventive treatment wth Ni¬ 
tromin. The treatment consisted of three series of 
injections, each \rith a total dose of 700 to SOO mg. 
affininistered at interx'als of from 6 to S weeks. The 
drug was well tolerated. Tire results showed that 
SLX months after the operation the life e.xpectancy 
was 20% longer than in the untreated control group; 
one year later the life e.xpectancy was 10% longer. 

Radiotherapy of Tumors.—At the same meeting, A. 
Kohler (Munich) said that the value of preoperative 
irradiation of patients with cancer of the breast is 
now established. Of 459 patients who had preoper¬ 
ative irradiation of carcinoma of the breast in ever\' 
stage, 41% were stiU bring 10 years later. Delays 
of operation of one and one-half to five months are 
therefore allowed. Each daily dose deritalizes or 
inactivates cells of the carcinoma tliat are just dirid¬ 
ing. Healing of the wound and recover)' are nor¬ 
mal, since a general but also a local recover)' takes 
place behveen irradiation and operation. Favorable 
results xrith preoperative irradiation of patients 
xrith cancer of the breast were also obtained by W. 
Zaunbauer (\benna), F. Melnizk)' (Salzburg), and 
E. Scherer (Marburg-on-Lahn) who pointed out 
that the sldn condition is better with preoperative 
irradiation and that local recurrences and pul- 
monai)' fibrosis are less frequent. Although Mel- 
nizky does not use the usual interx'al between 
irradiation and subsequent amputation of the 
breast, his results are equally satisfactory and heal¬ 
ing occurs \rithout complications. 

H. Stech said that the body is divided into six 
fields and every' day one field is irradiated with 
15 r. Undesirable general reactions and changes in 
the blood findings are thus reduced to a minimum. 
Duration and intervals of the irradiation depend 
on the blood findings and the prothrombin level- 
The patients are given up to four treatments xrith 
a total dose of 720 r at longer and longer interv'als 
for one year. Teleroentgen-ray therapy combined 
with local inflammatory irradiation is particxdarly 
desirable for patients with generalized carcinosis, 
for patients in poor general condition xrith inoper¬ 
able bronchial carcinoma, and, as prophylactic 
postoperative follow-up, in patients \rith a special 
risk of metastasis. In patients in whom recurrence 
cannot be prevented, prolonged disability associ¬ 
ated with pains and increasing cache.xia may be 


avoided by using this treatment in small doses. 
Death occurs rapidly after there has been a period 
of relative well-being. 

K. Fochem (\Tenna) said that carcinomas, stag'es 
1 and 2, of the cerx’ix uteri, as well as the operable 
carcinoma of the corpus uteri, were operated on and 
intensively irradiated using two abdominal and two 
gluteal fields. Inoperable carcinomas, stages 3 and 4, 
of the uterus were treated xritli 15,000 r of radium 
in three treatments. FoUou'ing radical excision of 
ovarian and tubal carcinomas, patients are given 
postoperative x-ray therapy and local applications 
of radioactive gold. A patient xrith ovarian carci¬ 
noma whose operation was palliative is given one 
irradiation with 2,400 r. In patients xrith xmlvar 
carcinoma, operation and irradiation are combined. 
It is possible to give up to 20,000 r with the filtra¬ 
tion method. Massive doses of irradiation are essen¬ 
tial, since a recurrent carcinoma after small doses 
of x-ray is resistant to therapy. 

Serum Iron, Copper, and Transferrin Levels in 
Malignant Diseases.—At the same meeting, E. Gi- 
singer said that in most patients with malignant 
diseases a decrease of the serum iron and trans¬ 
ferrin level and an increase of the serum copper 
level occur simultaneously. This is particularly true 
in patients with Hodgkin’s disease. If bleeding and, 
therefore, iron deficiency occurs, an increase of the 
transferrin level occurs, in spite of the presence of 
a malignancy, as an imequivocal diagnostic s)'m- 
tom of the iron deficiency. The indiridual leukosis 
can be distinguished to a certain degree since in 
patients \rith chronic leukemia the iron level in the 
serum is decreased, in those with the l)'mphoc)'tic 
form the serum copper level is increased, and in 
those xrith granuloc)'tic leukemia the levels are 
normal. Acute granuloc)'tic leukemia is character¬ 
ized by increased levels of copper and iron. De¬ 
crease of the transferrin level is found in patients 
xrith every form of leukemia. Patients xridi beta- 
myeloma have a normal serum copper level, where¬ 
as those \rith gamma-myelomas have an increased 
serum copper level. In 18 of a series of 2.3 patients 
xrith Hodgkin’s disease, good results were obtained 
by c)'tostatic treatment. The size of the tumor de¬ 
creased, the manifestations of Hodgkin’s disease 
subsided, subjective complaints disappeared, and 
in some there was a complete regression of the 
inflammator)' glands. The serum iron, copper, and 
transferrin levels returned to normal in three of 
these patients after treatment. The patients re¬ 
mained xrithout recurrence four or more months. In 
five other patients, who showed no clinical im¬ 
provement, the serum iron, copper, and transferrin 
ler'els did not return to normal. 

Melanoma.—At the same meeting, G. Eichelter 
(\Tenna) said that even a test excision in patients 
xrith pigmented neri and melanoma may lead. 
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under certain circumstances, to metastasis, if malig- 
nancj^ is already loresent. No pigmented mole should 
be opeiated on without prophylactic irradiation. As 
ftU as is knowTi r-ray contact irradiation does not pro- 
duce metastasis. Up to 30,000 r may be applied if 
necessa^)^ This therapj' also gives e.vcellent cosmetic 
results. Eventually additional irradiation of the 
legional lymph nodes may be given. If the skin disease 
is unchanged after the irradiation, e.vcision may be 
performed more or less extoisiA’el)' under the protec¬ 
tion of the pre\'ious irradiation with essentiaUy less 
risk. Further treatment depends on the histological 
examination. 

FINLAND 


J.A.M.A., Sept, 155. 

on 28 patients with special reference to the devpln- 
ment of postural hypotensive collapse. They were J 
jected to Schellong s test which provides for measmt 
ments of blood pressure when the patient is in W\ 
standing up, and lying down. It was found thatoitC 
static hypotensive reactions to chlorpromazine ghf- 
by injection four times daily take place mainly nii 
m the first 48 hours, but such reactions may oecc 
even after 10 to 13 days. It was hoped diat these 
aminations would give a clue to the likelihood of pos 
tural hypotensive collapse in a given case befe 
chlorpromazine treatment was instituted. The nee^ 
for such a prognostic clue is great because such d 
)ap.se may prove fatal 


Deafness.—Siirala and Lahikainen (Norclisk medicin, 
July 4, 1957) examined the employees of a ship-build¬ 
ing company, 185 of whom were e.vposed to loud noise 
\^dnTe at work. They were classified in four groups ac¬ 
cording to the length of their employment. The first 
group included the workers whose exposure to indus¬ 
trial noise had lasted 10 years or less and the fourth 
group those whose e.vposure had lasted more than 30 
years. It was found that the detrimental effect of noise 
continues as long as exposure to it lasts, and the 
worker does not get accustomed or inured to noise 
with the passage of time. After a person has been one 
year in a noisy occupation, his hearing has deterio¬ 
rated as much as in three normal years. In other words, 
taknng into account that these two types of deteriora¬ 
tion of hearing are much alike, it may be claimed that 
tile aging effect on hearing is three times as rapid in 
noisy as in quiet occupations. 

Herpes Zoster Ophthalmicus.—The eye department of 
^ Mellersta Hospital, Jyvaskyla, serves a population 
of about 250,000 inhabitants and in the last three 
years has had occasion to deal M'ith five cases of herpes 
zoster ophthalmicus. In Norclisk cnedicin for June 13, 
Dr. A. Oksala points out that the variety of remedies 
for this disease reflects the want of any specific rem¬ 
edy for it. He has not obtained satisfactory results 
with salicylates, posterior pituitary injection (Pituit- 
rin), or ergotamine tartrate, and he has found that 
the value of antibiotics depends only on the elimina¬ 
tion of secondary infections. Cortisone and hydrocor¬ 
tisone have been used only locally, and the effects have 
been satisfactory. The combination of cortisone with 
mydriatics is an improvement on earlier methods. 
Good results have also been obtained with injections 
of a liver extract with the cessation of pain and fever 
occurring in 24 hours. Should a second injection fail 
to achieve this effect, the treatment should be dis¬ 
continued, Such injections apparently promote heal¬ 
ing of the skin eruption and prevent postherpetic neu¬ 
ralgia. 

Postural Hypotensive Collapse Caused by Chlorpvo- 
mazinc.-Stcnbiick and co-workers {Norclisk medtcm, 
Mav 16, 1957) studied the effects of chlorpromazine 


PERU 

Institute of Biochemistry.—On March 23 the Institute 
of Biochemistry of the Faculty of Medicine of Lima 
was dedicated. Albert Baird Hastings, professor of bio¬ 
chemistry of the Harvard University Medical School 
and representatives of the Kellogg and the Rockefellei 
foundations, two institutions that have contribute! 
technical and financial assistance, attended tlie cere 
mon)f. Prof. Alberto Guzman Barron has been namei 
director of this institute. 


Council on Mental Health.—In March the Ministry c 
Public Health created the Council of Mental HeaM 
with Sebastian Lorente as president. Juvenile delir 
quency, a growing problem in Peru, will be studie 
intensively. Other pressing problems are tlie provisio 
of more mental hospitals and the increasing of tli 
ai'ailabilit)^ of outpatient psychiatric sendees. 


Mobile Medical Units.—Three mobile medical uni’ 
have been purchased by the National Fund of Healt 
and Social Welfare for about $40,000 each. They wi 
be principally used for mass .x-ray e.xamination of tl 
lungs, but they can also give minor medical, surgica 
and dental care. Most of their work is being carrie 
out in the poor suburbs of Lima. 


Infectious Mononucleosis.-Dr. Castro Hoyos reporte 
m 15 patients with infectious mononucleosis, 11 ( 
whom were treated with prednisone or prednisolor 
{Reoista medica del Hospital Obrero, vol. 5, no. 3- 
Dec., 1956). The age of the patients ranged from 21 
14 years. The most prominent manifestations wei 
fever, cervical or generalized adenopathy, sore throa 
bronchitis, and rash, in that order. In the 11 patien' 
treated with hormones, dramatic and prompt relief t 
symptoms was noted, the fever disappeared witbw 
to 8 hours of starting the therapy, the general mahus 
and sore throat subsided completely, the hy^pertrophia 
lymph nodes became smaller, and pain and tendei^es 
diminished or disappeared. The auAor called a ® 
tion, however, to the absence of s'S^'^^ant hemay p 
cal changes after hormonal therapy. FurthermoJt 
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.'lien given earty, both hormones failed to prevent tlie 
ppearance of tlie adenopathy and tlie rash. Cough was 
ot affected by tlie hormones. The dieoretical ground 
or the use of tliese steroids in the treatment of infec- 
ious mononucleosis is the well-knowm hnupholytic 
ffect accounted for by their glycocorticoid actii-ity. 
lie initial dose was 10 mg. four times daily. This was 
educed slowly until a daily maintenance dose of 5 
ng. was reached by tlie 14th or 15tli day. 

.ledical Women’s Association.—The first Latin-Amer- 
can medical women’s association has been organized 
n Peru. The installation ceremony took place on July 8 
t the Facult)' of Medicine of Lima and was attended 
ly the president of tlie nation, Manuel Prado, the 
iiinister of public health, and many prominent physi- 
ians. Tlie membership of the organization is about 
100, and its president is Dr. Suzy Roedenbeck, auxili- 
ry professor of neuropathology at the Faculty' of 
dedicine, San Marcos University. Tlie purpose of tlie 
issociation will he to encourage and protect the medi¬ 
cal interests of the Peruvian woman. 

Ihlorpromazine and Chronic Psychoses.—Dr. Querol 
ind co-workers {Revista de neitro-psiquiatna, vol. 19, 
10. 4, Dec., 1956) reported on the treatment of 26 pa¬ 
tents with chronic schizophrenia and 6 noth chronic 
nanic-depressive psychosis nitli chlorpromazine. Most 
ireiious reports on the value of this drug in mental 
londitions have shown the following: 1. It has a tran- 
piilizing and sedative action on tlie patient’s psycho- 
notor agitation regardless of the origin of the agita- 
ion. 2. In the confusional states it reduces both the 
lonfusion and the delirium, and patients become well 
iriented and attentive. 3. It causes hallucinations to 
lisappear. 4. In depressed states it causes tlie anxiety, 
eelings of indignation, and suicidal impulses to dis- 
ippear. 5. In many patients udth schizophrenia unre- 
iponsive to conventional treatment it causes either 
mprovement or a social or complete remission of the 
lisease. 6. Withdrawal of the drug is frequently fol- 
cwed by relapse, but good response is again obtained 
iliortly after the therapy is resumed. The patients in 
he authors’ series underwent chlorpromazine treat- 
uent alone or in combination with electroshock tliera- 
ly and sedative medication. All patients received from 
LOO to 600 mg. of chlorpromazine daily long enough 
;o modify their simiptoms or for at least three montlis. 
Twenty-two of the schizophrenic and all of the manic- 
lepressive patients had suffered from the disease more 
han One year. The remaining four schizophrenic pa¬ 
rents had been ill from 6 to 12 months. In all the pa¬ 
tents other previous treatment had failed. In the 
:chizophrenic group, six patients were improved and 
our gained social remission and seven complete re- 
nission. Of the rest, eight were unchanged and one 
lied. Four complete remissions and two deaths were 
Dhserv'ed in the manic-depressive group. None of the 


patients who died showed any benefit from tire treat¬ 
ment, but no death could be directly attributed to the 
drug. 

Catatonic and paranoid schizoplirenia responded 
better to the treatment than did tire simple and the 
hebephrenic t>'pes, and, in general, tire results tended 
to be better in patients whose disease was of short 
duration. Recurrences of tire sx'mptoms occurred in 
drree patients, but resumption of the treatment 
brought about prompt improvement. The authors be¬ 
lieve that in refractory' cases it is adrisable to give the 
drug for as long as six months. Parkinsonism was the 
most frequent untoward side-effect obserx'ed in tire pa¬ 
tients treated with chlorpromazine. It was noted in 13 
of the schizophrenic group and disappeared when the 
dose was diminished. In only a few patients was it 
necessary' to discontinue the treatment temporarily. 
Obstinate constipation was another frequent secon¬ 
dary' effect. Neither hepatic nor dermal complications 
were noted. Bronze pigmentation of the face was ob¬ 
served in seven patients. Tlris side-effect, not reported 
before, cleared up slowly after the treatment was 
finished. The authors concluded that chlorpromazine 
must be regarded as the drug of choice for patients 
wth endogenous psychoses, even though chronic. On 
tlie other hand, they pointed out that the psychological 
modifications produced by chlorpromazine do not 
equal those elicited by leukotomy. 

Sanatorium for Tuberculous Children.—Peru’s one and 
only tuberculosis sanatorium for children under 14 
years of age was opened in 1950. Because its capacify 
was small (100 beds), most tuberculous children still 
had to be treated in a general hospital, wth the conse¬ 
quent overcrowding of the children’s wards in the 
latter. In March a 200-bed addition to the sanatorium 
was started. The new building mil also include addi¬ 
tional ,x-ray and laboratorj' equipment and a new elec¬ 
tric-power plant. 

UNITED KINGDOM 

Annual Cancer Review.—Tire two main features of the 
annual report of the British Empire Cancer Campaign 
for 1956 are tlie increasing amount of work being car¬ 
ried out on the association betrveen smoking and lung 
cancer and the rapid e.\tension of the clinical uses of iso¬ 
topes. Professor R. D. Passey and co-workers have failed, 
in spite of persisting efforts, to demonstrate any carcino¬ 
genic properties in the tar from cigarettes when applied 
to tlie skin of miee. A group of rats has been injeeted 
subcutaneously mth English cigarette tar, and several 
series of hamsters have had a similar tar instilled into 
the trachea. In no instance in either species has any tu¬ 
mor arisen as a result. In further e.xperiments in which 
groups of hamsters were e.xposed to the smoke of ciga¬ 
rettes for long periods daily in smoking machines some 
of the animals survived for 20 months without any evi- 
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dence of lung or otl}er cancer. AJtliough ti-acheitis, 
bioncliitis, and broncliieclasis have been observed 
in rats subjected to the same condition, no tumors 
liave arisen. 

In other exi^eriinents, tliree groups of rats Jiave 
been exposed, over a period of 10 montlis, to atmos¬ 
pheres containing cigarette and coal smoke and to 
a combination of tlie two. In none of these animals 
has any sign of neoplastic change occurred. The 
lyophilic, lyophobe, and ijhenolic fractions of to¬ 
bacco tars have been painted on the interscapular 
region of 250 mice, and a crude tobacco tar has 
also been injected subcutaneously in 50 mice. Al¬ 
though the tests har'e been in progress for 21 
months, no tumors have developed in eitlier the 
painted or injected series. Professor Passey says: 
“Durijjg the last three }'ears all those in Great 
Britain working on the effects of exposure to ciga¬ 
rette smoke or its tars have been consistent in 
reporting complete failure to demonstrate any car¬ 
cinogenic action in a variety of laboratory animals, 
in spite of the pro\'ed presence of haces of the 
carcinogenic hydrocarbons in cigarette tars. This 
is in marked contrast to the reports from Wynder 
and his co-w'orkers in America (1953, 1955). The 
difference in these results must be in the tars.” 

E. Boyland and D. C. Williams have continued 
tlieir investigations of urinary beta-glucuronidase. 
Patients witli cancer of the stomach, esophagus, 
rectum, breast, testis, and prostate have a higher 
tlian normal urinary beta-glucuronidase level, but 
those with cancer of the colon, thyroid, and kid¬ 
ney excrete normal amounts. A greatly increased 
urinary beta-glucuronidase activity is exhibited by 
patients witli leukemia, Hodgkin's disease, cancer 
of the bronchus and prostate, and various types of 
cancer of the bladder (including those who have 
had their tumors removed and at the time of in¬ 
vestigation have no active tumor). Prolonged treat¬ 
ment of patients with cancer of tlie prostate with 
diethylstilbestrol causes a great increase in beta- 
glucuronidase excretion. Since some nonmalignant 
diseases such as gastric ulcer, bronchitis, and 
coronary thrombosis also cause increase in beta- 
glucuronidase activity, the use of such activity as a 
uiagnostic test for cancer is impracticable. Some 
evidence of therapeutic effect was obtained from 
the use of 2-chloro-ethyl methane sulfonate in 3 of 
22 patients with terminal malignant disease. Forty- 
seven patients were treated with NN-di-(2-chloro- 
ethyl)-p-amino-L-phenyl alanine. In general, clinical 
results were disappointing, but there was recent 
evidence that intravenous administration may be 
much more effective. Three patients with chronic 
granulocytic leukemia have been treated with 
dimethyl busulfan. All have responded and are in 
remission. 


J.A.M.A., Sept. 7 , 1957 

The physics department of the Institute of Can¬ 
cer Research reports the installation of the first 
JIutish cesium unit, which was loaded in October 
with about 1,400 curies of cesium sulfate encapsu- 
Jated in platinum. Preliminary studies were also 
made for a small cesium-137 unit suitable for treat- 
mg lesions of the head and neck. It is apparent that 
for this purpose, cesium-137 has several advantages 
over .v-rays, radium, or cobalt-60. Yttrium-QO was 
used for radiation hypophysectomy, particularly in 
patients with mammary carcinoma. Two or three 
rods, 1.3 mm. in diameter and 4 mm. long, made of 
sintered yttrium oxide, each of activity of about 3 
me., are introduced into the pituitary under image 
amplifier control. Improved eye applicators of 
strontium-90 and yttrium-90 have been developed. 
These are satisfactory in clinical use, are durable, 
and have no constituents which may break down 
under irradiation. Work has continued on die ap¬ 
plications in clinical radiography of low energy 
gamma-emitting isotopes, particularly radioactive 
.venon-133. Using high activity xenon sources, good 
radiographs of fractures of the wrist and ankle have 
been obtained with exposures of a few seconds. A 
technique of scintillation counting of alpha par¬ 
ticles was developed for the measurement of low 
alpha activities in solid, liquid, or gaseous samples. 
This technique is proving remarkably simple, flexi¬ 
ble, and consistent and is being used to estimate 
alpha activity in bones of persons who have lived 
in various environments and who have been ex¬ 
posed to special types of occupational hazard and 
in a variety of foodstuffs, soils, artificial fertilizers, 
and pharmaceutical substances. 

New apparatus was designed and built for the 
intravesical administration of radioactive colloidal 
gold for the treatment of patients with multiple 
superficial papillary tumors of the bladder. A sur¬ 
face dose to the mucosa of 7,000 to 8,000 r (90% 
irradiation) is delivered over a period of 6 to 12 
weeks in three separate treatment sessions lasting 
about three weeks each. In only a small proportion 
of patients so treated is the bladder rendered com¬ 
pletely tumor free; in the remainder the tumor 
regression is usually of such an order that the small 
residual lesions can readily be treated by peri¬ 
urethral diathermy. Eighty patients with polycythe¬ 
mia were treated with phosphorus-32, the dose per 
injection ranging from 3 to 12 me. The largest 
amount given to one patient was 47 me. Ten of these 
patients died-five from intercurrent disease and 
five with leukemia or polycythemia present. In a 
program of research into calcium metabolism in 
malignant and nonmalignant bone disease, three 
patients have been studied so far. In one, radi- 
ostrontium was injected witli the radiocalcium, and 
it was found that tire 48-hour urinary excretion ot 
strontium was five times as great as that of ca cinm. 
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At tlie Middlesex Hospital, 70 patients wth 
cutaneous carcinoma induced by ionizing irradia¬ 
tions were studied. There were almost equal num¬ 
bers of squamous and basal carcinomas which had 
arisen in patients pre\'iously treated by radiother¬ 
apy or e.xposed occupationally to ionizing irradia¬ 
tions. The most common disease so treated was lupus 
\'ulgaris, in which squamous cell tumors were 
found more often tlian rodent ulcers when malig¬ 
nant disease ensued. There were only 4 patients in 
whom squamous cell carcinoma developed in 
lesions of lupus xmlgaris as compared to 16 in whom 
radiotherapy had been used in treating the lupus. 
Rodent ulcers were seldom seen after irradiation 
of lupus xTilgaris lesions but appeared after depila- 
tion for ring^vorm of the scalp, sycosis barbae, or 
hjpertrichosis of the face. In addition, four patients 
who were successfully treated by siu-gerj' and radio¬ 
therapy for mammary cancer developed rodent 
ulcers in areas of roentgen-ray dermatitis over the 
chest. 

At St. Bartholomew’s Hospital, intrapulmonary 
inoculations of kno\\'n carcinogens and tobacco tar 
were made into the lungs of white rats, the material 
being injected directly around the root of the lung 
after the thorax had been opened. After methyl- 
cholanthrene had been injected, sarcoma occurred 
in 12 of 15 rats and after benzpjTene had been in¬ 
jected, sarcoma developed in 10 of 17, and in one 
an epidermoid carcinoma developed. In the series 
injected with methylcholanthrene, the average time 
between the inoculation and the death of the ani¬ 
mals was 257 days, and in the series injected wth 
benzp)Tene, the time inten'al was 254 days. The 
same technique was used in investigating tobacco 
tar from a smoking machine and from a proprietary 
cartridge t)q)e of filter on sale in this country and 
believed to contain granules of silica-gel. About 10 
cigarettes per filter were smoked by human sub¬ 
jects, the filters thereafter being washed out with 
acetone. Smoldng-machine tar produced no tumors 
in a series of 10 rats, though the average time the 
rats lived was 464 days. Tar from the filters was 
injected into the lungs of eight rats; it produced 
one spindle-cell sarcoma in a rat that lived 607 days 
and one oat-cell cancer in a rat that lived 506 days. 

Analyses of 39 brands of cigarettes from Austria, 
Bulgaria, Canada, Denmark, England, Finland, 
France, Germany, Greece, Italy, Norway, Poland, 
Rhodesia, Spain, Switzerland, United States, and 
Yugosla\ia show that, as one passes easUvards in 
Europe, there is a fairly uniform decrease in the 
arsenic content of a cigarette weighing about 1 Gm. 
from as much as 100 meg. to 1 meg. or none. This 
is almost certainly due to the admixture of de¬ 
creasing amounts of tobacco from the United States 
with increasing amounts of locally grown tobacco 
classed as “Turkish.” Analysis of one of die most 
popular brands smoked in this countrj' shows a fall 


in arsenic content from between 25 and 100 meg. 
per cigarette in 1948-1949 to between 1 and 2 meg. 
at present. This change appears to be due to the 
gradual abandonment of arsenical insecticidal 
sprat's by tobacco groivers in the United States. 

At the Westminster Hospital, high-dosage pitui- 
tarx' seeding with gold radon seeds has been given 
up because of the poor results (average postopera¬ 
tive surviv'al 3 mondis) and the number and severitj' 
of complications attending the procedure. As an ad¬ 
junct to surgical hx'pophysectomy, however, radon 
seeds are left in the pituitarx" fossa. Sodium lio- 
thjTonine combined xxith neomycin has been used, 
xxith encouraging results, as a local application in 
fix'e patients xxith radiation necrosis. A nexx' method 
of investigating the colloidal properties of urine 
has been evolx'ed to study the protective action of 
such colloids. Preliminary results indicate that high 
concentrations of albumin or of mucoprotein are 
alxx’ays associated xxith a high protective activity. 
Tliis has been noted particularly in urines from pa¬ 
tients xxith x'arious malignant conditions, some of 
xx’hich have high mucoprotein lex'els. At loxx'er 
mucoprotein levels, hoxvex'er, no correlation xx'as 
present, and some pathological urines xxith normal 
protein and mucoprotein levels had a protective 
actixity much above normal. The Marie Curie Hos¬ 
pital reported a 10-year folloxx^-up of cancer of the 
cervix and of the body of the uterus treated by 
radium or a combination of radium and .x-rays. Of 
1.829 patients xxith cancer of the cervix, the 10-year 
survival rate xx’as 30.2% of the patients treated, 
ranging from 69.77o for those in stage 1 to 4.4% 
for those in stage 4. The corresponding figures for 
the 308 patients xxith cancer of the body of the 
uterus xx'ere 36.4%, ranging from 86.4% to 13.4%. 
The records of this hospital shoxx^ed that carcinoma 
of the x^agina is a disease of later life, the greatest 
incidence being in the seventh and eighth decades. 
Thus, of the 79 patients treated in the hospital, 32 
xx'ere in the seventh decade and 25 in the eighth 
decade. 

St. Mark’s Hospital reported that in a series of 
4,500 patients xxith cancer of the rectum and colon, 
the operability rate xvas 75.6%, but in the first fix'e 
years (1928-1932) it xvas 47.7% and reached 93% in 
the years 1953-1955. This steady increase in the 
proportion of patients operated on xx'as attributed 
to the groxxing conxiction that surgerj’^ not only 
prolongs life but also improx^es it. In a series of 
120 colectomies undertaken for the treatment of ul- 
ceratix'e colitis, unsuspected cancer xx’as found in 
sex'en cases, an incidence of 5.8%. A study of the 
relationship of carcinoma of the rectum and preg¬ 
nancy indicated that pregnancy does not adx’ersely 
affect the course of carcinoma of the rectum and 
that there is no indication for therapeutic abortion 
except xvhen infection is anticipated and in some 
inoperable cases. Patients xxdth carcinoma of the 
rectum diagnosed during pregnancy should be 
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treated in tlie same way as those who are not preg¬ 
nant, except tliat, wlien tlic diagnosis is made in 
the last t\A'o months of pi-egnanc)^ operative treat¬ 
ment must be de]a 3 'cd until after delivery, wJiich 
ma)'^ be performed before term b)' cesarean section. 

At tile Hospital for Sick Children, 28 jiaticnts 
with histologically verified neuroblastoma were 
treated with vitamin Ib'j, the dosage in most cases 
consisting of 1 mg. given intramuscularly on alter¬ 
nate da>'s for a period of two years wlien possible. 
Most of these children were selected for this treat¬ 
ment because no other mode of therapv offered an\' 
prospect of arresting the disease. Of these 28 chil¬ 
dren, 13 died w'ithout showing any significant re¬ 
sponse. The rest all showed definite evidence of 
tumor arrest or regression. In nine patients this was 
maintained for periods of from seven months to si.v 
years from the inception of treatment and all nine 
were alive when last .seen. The observation of re- 
gre.ssive phenomena in 50% of the patients treated 
in this series is greatly in excess of that occurring 
spontaneously (probably 1 to 3%). Regression was 
observed only in those with a clinical onset in in¬ 
fancy. There were onlj' tA\'o instances of remission 
in the older age-group, despite the fact that the 
latter represented 50% of the total series. 

P, M. F. Bishop is investigating the alleged car¬ 
cinogenic effect of prolonged administration of 
estrogens by following up a series of 840 patients 
who, between 1937 and 1953, had a minimum of 
six months’ treatment with esh'ogen. Of the 420 
patients so far traced, only one had adenocarcinoma 
of the uterine body, and one had carcinoma of the 
breast. Ten women liave died, and in none of these 
was there either a mammary or genital carcinoma. 

A further 220 patients with a definite history of 
metropathy or menorrhagia, i. e., patients with an 
excessive amount of endogenous estrogen, are be¬ 
ing studied. Of the 120 so far ti-aced, 38 (30%) have 
undergone h)'sterectomy; 8 showed definite evidence 
of cystic glandular hyperplasia; and 8 showed 
some evidence of hyperplasia. None had any evi¬ 
dence of malignancy. Anotlier approach to the 
problem was through a stud}" of 88 unselected pa¬ 
tients with carcinoma of the uterine body. Only 
three of these had received estrogen therapy for 
more than a year preceding the diagnosis of malig- 
nanc}". 

Preliminary I’esults of investigations into the 
smoking habits of women with lung cancer living 
in urban and rural areas of North Wales, Cheshire, 
and Lancashire, according to Percy Stocks, support 
the previous findings for men that both smoking 
and urbanization are independently related to lung 
cancer mortality. 

A report on the conference on estrogen method¬ 
ology, organized by the British Empire Cancer 
Campaign, stresses that any satisfactory quantit£^ 
live estrogen methods must be very complex and 
technically difficult and that therefore they should 
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not be lightly undertaken widi inadequate facilities 
The two currently used methods critically examined 
at tlie conference are unsuitable for routine use in 
a iiospital laboratory. They were designed for use 
m specially equipped and staffed laboratories as 
tlie precision and accuracy of which they are capa¬ 
ble can only be attained under these conditions. 
The publication of results obtained by any method 
for the determination of urinary estrogens by 
workers who have not themselves determined tlie 
precision and accuracy of that method is to be de¬ 
plored. 

Family Physicians Feel Let Down by Some Consult¬ 
ants.—Sir Russell Brain, past-president of the Royal 
College of Physicians and one of the joint chairmen 
of the doctors’ negotiating committee, in the recent 
claim for a 24% pay increase, was criticized at the 
British Medical Association’s annual meeting at 
Neu'castle-upon-Tyme. A split in the profession was 
feared. Many family physicians believed that, in 
their dispute with the government, they had been 
let dowm by some of the specialists of Harley street. 
The charge against Sir Bussell was that he had indi¬ 
cated that, in the event of pay talks with the govern¬ 
ment breaking down, the decision as to the action 
to be taken Avould not be made by the B. M. A. 
alone. In conversation afterwards, many physicians 
deplored the attack on Sir Russell. Tire B. M. A. 
maintains that the Spens reports place a moral obli¬ 
gation on the government to increase doctors’ pay 
as the cost of living rises. The government rejects 
this interpretation. A motion by Dr. H. G. Dowler 
asked that, as moral obligations had evidently 
ceased to be obligatory, in future only terms of serv¬ 
ice in tlie National Health Service enforceable in 
law should be accepted. Dr. Solomon Wand, chair¬ 
man of the B. M. A. council and a principal negoti¬ 
ator in tlie dispute with the government over pay, 
said that the government had indicated that the 
phy"sicians’ claim could not be considered on its 
merits because it would have such inflationary re¬ 
sults. Tliis might have seemed a fair assumption had 
not the members of Parliament a few days later 
voted themselves a substantial raise. Dr. C. P. Wal¬ 
lace proposed the resolution which led to the attacks 
on Sir Russell Brain. He moved that it was improper 
for any" individual member of a joint negotiating 
committee to take independent action without the 
prior consent of tlie whole committee. There were 
cries of “Why?” when Dr. Wand described Dr. Wal¬ 
lace’s speech as unfortunate. “Because,’ he replied, 
“we are not recriminating on tlie past; we are look¬ 
ing to the future.” A motion to pass to the next bim- 
ness was defeated. Dr. G. Cormack said. If Dr. 
Wallace’s speech was construed as an attack, that 
was all to the good. I hope you will pass this as a 
vote of censure on the man concerned and as a 
warning to other people who might be of the same 
mind in the future.” The motion was carried. 
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EIEALTH IN THE HEA\TENS 
To ihe Ecfifor;—Physicians and their scientific col- 
eagues in ariation medicine w’ll be gratified by the 
intelligent and stimulating re\ae\v of tlie current 
status of space travel, “Healtli in tlie Heavens” 
[/. A. M. A. 164:765-769 [June 15] 1957), and by the 
iccompanjing editorial in the same issue. To para- 
plurase the statement of Dr. John F. Fulton in tlie 
Foreword of “Doctors in the Skw” (Charles C Thomas, 
Publisher, 1955), the future of the specialty' of a\na- 
ion medicine todaj' appears as boimdless as the sb'es 
its practitioners are e.vploring. 

A minor error was noted in tliis e.xcellent article. 
Dr. John Jeffries accompanied Jean Pierre Blanchard 
n tlie first balloon flight across the Engh'sh Channel 
in Jan. 7, 1785, not 1795. Earlier, on No\'. 30, 1784, 
le made an ascension over London. Also, Dr. John P. 
5tapp recently was gi^’en a u’ell-desen'ed promotion 
:o colonel in the Air Force Medical Corps. 

Few physicians null read “Healtli in tlie Heavens” 
mthout a feeling of pride in the part their profession 
is contriburing to space trar'el. Likew-ise, few will 
loubt that space flight will soon be here—and prob- 
ibly to stay. 

Robert J. Be.nford, M.D. 

Editor 

Journal of Aciafion Medicine 

Washington 13, D. C. 

MOUNTAIN CLLMBING 

To the Editor;—The Leisure Comer article on moun¬ 
tain climbing in tlie Aug. 3 issue of The Jourkal, page 
1609, w’as interesting. If it w'as intended as an introduc¬ 
tion, it is probably adequate for eastern mountains 
but not for w^estem. For fear real mountaineers are 
out climbing or are too modest to offer suggestions, 
may an amateur warn beginners about two items of 
equipment? Climbing in the Rockies abo\'e tlie timber- 
line consists in rock work, and leatlier-soled shoes are 
too slipper}^ Rubber, composition, or similar materials 
cling to rock and are much safer. Probably most w’ho 
go onto snow and ice use crampons (removable iron 
spikes) rather than cleated or nailed soles. Rope w'ork 
should not be undertaken by beginners without ade¬ 
quate demonstration and instruction. Many prefer tlie 
new nylon rope, as it is lighter, stronger, more elastic, 
and more phable when wet than hemp. The best way 
to start is to join a mountain club for a prolonged out- 
mg for a w'eek end or longer. The Alpine Club in 
New’ York Cit}' w’ill gladly furnish information on the 
closest club or on one in the viciniW of the proposed 
chmbing area. 

Colorado mountaineers are probably chagrined to 
have Montana and Wyoming credited w'itifi scores of 
peaks between 10,000 and 13,000 ft. and Colorado witli 
only Pike s Peak, w’hich has a car road to tlie top, w’hen. 


according to the EncyclopEedia Britannica, Colorado 
has “52 of the 67 highest mountains in U. S., all over 14,- 
000 feet.” They would prefer mention of their highest 
peak. Mount Elbert (14,431 ft.) or the peak probabty 
most climbed on foot. Longs Peak (14,225 ft.) and its 
noted and notorious East Face, 1,625 vertical feet, 
W’hich is beyond amateur mountain hiking. 

R. B. Michexer, M.D. 

625 Brookland Park Dr. 

Iowa Citi'. 

PAIN AND PLACEBOS 

To the Editor;—In a paper entitled “Codeine Phos¬ 
phate, Propo.vyphene Hydrochloride, and Placebo” 
pubhshed in the June 29, 1957, issue of The Jourxai^ 
page 966, Gruber refers to some w’ork published by 
my colleagues and me in 1954 (Am, J. Med. 16:770 
[June]). Gruber imphes that w’e observ’ed some sort 
of diminishing efficacy with morphine and w’ith place¬ 
bo over a period of time. He states that w’e saw’ “in¬ 
creasing pain” W’hen placebos w'ere given. I have ob- 
ser\’ed no diminution in the effect of the placebo doses 
W’ith the passage of time in any studies in w’hich I 
have participated; on the contrarj’, placebo and mor¬ 
phine each seem to perform better tow’ard the end of 
the period of postoperative pain than in the be ginnin g 
of this period. What w’e did observe w’as a definite 
correlation between duration of pain, severity of pain, 
and efficacy of morphine or placebo. 

Louis Lasagna, M.D. 

Division of Clinical Pharmacologj’ 
The Johns Hopkins Hospital 
Baltimore 5. 

HABIT-FORMING DRUGS 

To the Editor:—In Foreign Letters in the July 13 issue 
of The Jourxae, page 1268, is a short note from France 
reporting on the effects of a new’ analgesic 2,2-diphenyl- 
.3-metliyl-4-morpholine-butyr>'l-p}'rroh’dine (R 875), 
prepared by P. Janssen of Belgium. The note says, “It 
is not habit-forming.” This product has been studied in 
the United States, including tests at the Addiction 
Research Center at Le.vington, Ky., w’ith the conclusion 
that it “has addiction fiabihty at least equh'alent to 
that of morphine (Addendum to the Minutes of the 
18tli Meeting of the Committee on Drug Addiction 
and Narcotics of the National Research Council). 
R 875 was placed proi’isionaUj’ imder international 
narcotics control by the Commission on Narcotic 
Drugs of the United Nations at its I2th session, and 
coverage of R 875 under the U. S. Opiates Act has 
been recommended. 

Nathan B. Eddy, M.D. 

Secretary' 

National Institutes of Health 

Washington 14, D. C. 
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MEDICOLEGAL ABSTRACTS 

Governmental Hospitals: Liability for Negligenee of 
Employees.—Tliis was an action for damages against 
a county hospital and its trustees and superintendent 
for injuries to a pay patient allegedly caused by the 
negligence of a hospital employee. From a judgment 
in favor of the hospital the plaintiff appealed to the 
Supreme Court of Iowa, 

Is a county hospital liable for injuries to a patient 
caused by the negligence of a hospital employee? 
Under tlie ancient common law, said tlie court, tlie 
sovereign, generally speaking, could not be sued and 
this policy is now found in the Iowa statutes. The 
state is tlius immune from suit. Counties, however, are 
creatures of legislative enactment and may sue and be 
sued. They are not, as a rule, held liable for torts 
committed by tliem, so long as they are acting uathin 
tlm scope of their governmental powers. Tlie differ¬ 
ence between a goi’emmental and a proprietary func¬ 
tion is that in its governmental function tlie count)' is 
made, by the state, one of its instruments, or the local 
depositor)' of certain limited or prescribed pohUcal 
powers, to be exercised for the public good on behalf 
of the state, rather tlian for itself; while in its proprie¬ 
tary function the theory is tliat tlie poiyers are sup¬ 
posed not to be conferred, chiefly or primarily, from 
considerations connected wtli the government of the 
state at large, but for the private advantage of com¬ 
pact community, which is incorporated as a distmct 
legal personality or corporate indiyidual. 

The defendant hospital was established under Chap¬ 
ter 347 of the Iowa Code. Neither that chapter nor 
any otlier statutory provision, said tlie supreme court, 
requires a county to provide facilities to care for the 
sii or infirm, whether indigent or not mchgent 
Whether or not there shall be a county hospital rest 
entirely with die county’s residents and any assump¬ 
tion of sueh power is purely voluntary. Under Chapter 
347, continued the court, the powers thus ““ined are 

tepitaTuute’Tudr Smstl;cls‘“aTemmental 

should be considered in tire same 

hospital, which, according to 
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forming a govenimental function, and were, thereloie 
entitled to the same immunity as the county. Since t 
court concluded diat the county has no immuniU’, it, 
agents, necessarily, have no immunit)' either. Us 
judgment of die lower court in favor of the hospiU 
was accordingly reversed and the cause remanded 
Wittmer v. Letts, 80 N. W. (2d) 561 (Iowa, 1957). 

Malpractice: Need for Consent Prior to Plastic S®, 
gery—Minors.—Tlie plaintiff filed a suit for damages 
for malpractice and assault and batter)' against the 
defendant physician for performing a plastic operatioj 
on her nose widiout her consent. From an adverse 
judgment the plaintiff appealed to die Supreme Coal 
of Ohio. 

This appeal concerned only die assault and batter) 
count, die malpractice count having been dismissed!)) 
die trial court. The primary issue was whether or no! 
a minor can sue in an assault and batter)' charge fo 
an operation to which her parents or guardian did no 
consent. 

The plaintiff, 18 years old but a minor under Ohi 
law, sought out die defendant physician in respons 
to an ad in die telephone directory, “Reshape Yoi 
Nose in Plastic Surgery.” After an interview and exar 
ination die defendant physician operated upon d 
plaintiff’s nose. The defendant physician testified th 
at the time of die operation the plaintiff told him 
she was 21 years old and that she called at his offi 
on several occasions for follow-up treatments. Sub: 
quently, however, she filed suit against the defend: 
claiming diat, as a result of the assault and violati 
of her bodily integrit)', permanent changes in the tissi 
and structure of her nose were made with a detrim* 
tal effect upon her physical appearance, and diat! 
was caused to suffer mental shock, humiliation, depi 
Sion and a general personality and nervous breakdo 
so dmt she could not return to her employment. 

The term “consent,” said the Supreme Court 
Ohio as used herein carries widi it die assumpt 
diat prexdous full disclosure of the implications : 
probable consequences of die proposed conduc 
which such consent applies has b^n 
terms as may be fully comprehended by per 
SZg L coLent. Continuing, the court said that 
IS rule seems to be that, untes there e^sts 
emeraency, which prevents any delay, or othe 
iSlal drcumstances, a surgeon who perform 
roeSn upon a minor without the consent of 
Snte or guardian is guilty of a trespass and W 

as“h1 “Te *=nal? —d, ™ 
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plaintifF because more tlian nominal damages had 
been awarded by tlie trial jur>^ Laceij v. Laird, 139 
N. E. (2) 25 (Ohio, 1956). 

Insanity: Privileged Character of Physicians Testi¬ 
mony.—This was an action against die defendant 
physician for damages suffered as a result of a deten¬ 
tion, folloiring emergenci' detention proceedings, in 
a state hospital on the basis of die defendant’s alleged¬ 
ly erroneous certificate. From a judgment in the trial 
court oi'erruling his demurrer, the defendant appealed 
to the Supreme Judicial Court of Maine. 

According to die law in Maine, said the Supreme 
Judicial Court, municipal ofiBcers are audiorized to 
issue immediate restraint and detention orders when 
such is necessary' for die person’s comfort or safety 
or the safety of odiers proiiding the complaint is ac¬ 
companied by physicians’ certificate. An e.vamination 
and certificate of insanity by two reputable physicians 
is, under the law, a mandatori' requirement. Continu¬ 
ing, the court said diat, construing die statute as a 
whole, die certitying physician is a iritness in emer¬ 
gency restraint and detention proceedings and the 
municipal oflScers are judges. A iritness in a judicial 
proceeding, said the court, is absolutely pririleged 
to publish false and defamatori' matter about anodier 
as a part of a judicial proceeding in which he is testif}'- 
ing if the defamaton' matter is relei'ant to the subject 
or inquiry'. Tlierefore, the court concluded, die certifi¬ 
cate of the defendant was priinleged and his demurrer 
to the complaint should have been sustained. The 
judgment of the lower court was accordingly reversed. 
Dunbar v. Greenlaw, 128 A. (2d) 218 (Maine, 1956). 

County Hospital; Liability of County for Negligence of 
Hospital Employee.—This was an action for damages 
against the county, the county commissioners, and an 
employee of a hospital established by the county alleg¬ 
edly due to the negligence of the employee. From a 
judgment for the defendants, the plaintiff appealed to 
the Supreme Court of Nevada. 

The hospital in which the injury' occurred was estab¬ 
lished by the county pursuant to the laws of Nevada 
and, in a prior suit, it was held that a hospital estab¬ 
lished pursuant to such laws is not a legal entity and 
is, tlierefore, not subject to suit. However, said the 
Supreme Court, it does not follow from the fact that 
the hospital is without independent legal entity that 
there is no public responsibility for torts committed 
by its employees. The hospital is an institution estab¬ 
lished, owned, and supported by the coimty. Having 
no entity apart from the county, it must follow that 
the county is the party legally responsible for obliga¬ 
tions of the hospital. The county contended that this 
could not be true in this case because, by statute, the 
control of the hospital is vested in the trustees elected 
by the voters of the county and the county commis¬ 
sioners have no management powers. The court said 
that the fact that the county commissioners are with¬ 
out managerial control does not deprive the coimty of 


representation or control or reheve it of liability. The 
hospital trustees are ofiBcers of the county, representa¬ 
tive of the county, and responsible to it wthin their 
limited sphere of authority to the same e.vtent as are 
the eounty commissioners within their general sphere. 
A county may operate through such agencies as the 
legislature directs. Accordingly, the judgment in favor 
of the defendants was reversed and the cause re¬ 
manded. Hughey v. Washoe County, 306 P. (2d) 1115 
(Neo., 1957). 

Dead Bodies: MTio May' Authorize Autopsy'?—This was 
an appheation by' the sisters of a decedent for an order 
authorizing an autopsy' on his body' for the purpose of 
determining the cause of death. The decedent’s iiidow 
filed a motion to dismiss the application, which motion 
was granted, and the applicants therefore appealed to 
the Supreme Court of Oklahoma. 

The Oklahoma statutes pro%ide: “The right to dis- 
seet tlie dead body' of a human being e.vists .. . when¬ 
ever any' husband or ne.Kt of kin of a deceased person, 
being charged by' law with the duty of burial, author¬ 
ized such dissection for the purpose of ascertaining 
the cause of death.” The statute relating to the duty of 
bury'ing the body' of a deceased person specifically' 
proWdes for those instances in which a married woman 
dies by placing the duty of burial on the husband or, 
in the event of his prior death, on the nearest kin. If 
the deceased is not a married woman, the statute 
places the duty of burial on the nearest kin, irith no 
mention of a surv'ii'ing iridow. The applicants, there¬ 
fore, contended that their rights superseded those of 
the sur\’i%'ing w'idow since they' are the nearest kin. 

The Supreme Court said that, as behveen the u'ife 
and other relatives, the great weight of authority is 
that the care and custody' of tire body' and the right to 
proride burial rests, in the first instance, \rith the 
sur\’i\'ing spouse. The applicants argued that, if the 
legislature had intended to include the u'ife, the word 
“spouse” instead of “husband” would have been used 
in the law. They' argued that tlie language of the law 
must be strictly' construed, thus depri\'ing a suri'is'ing 
\i'ife of any' right or voice in the disposition of the 
remains of her deceased husband. This, said the Su¬ 
preme Court, is tantamount to say'ing that it was 
intended by' the act to make the duty of burial of a 
deceased person that of a stranger, to the e.xclusion 
of a sim'ii'ing w'ife, since the law which makes no 
mention of any' sur\'i\'ing spouse, e.xcept the “husband,” 
goes so far as to proride that the duty of burial de¬ 
velops upon the tenant, or, if there be no tenant, upon 
the oiraer of the premises where death occurs or the 
body is found. The court held that it was unable to 
conceive that the legislature, by either reason or 
necessity, intended any such result. Continuing, it said 
that courts M'iU not follow the letter of a statute where 
the literal meaning would lead to absurd consequences 
which the legislature could not have contemplated. 
They are bound to presume that such consequences 
were not intended and to adopt a construction which 



94 


LAW DEPARTMENT 


will promote the ends of justice and avoid the absurdi¬ 
ty. The terms “kindred” and “next of kin” as used in 
tlie law include a relationship existing by reason of 
maiiiage. The applicants, therefore, did not have the 
primary right of burial over the surviving Avidow. The 
judgment of the lower court dismissing the application 
of the decedent’s sisters was accordinglv affirmed. 
In re Kyles Autopsy, 309 P. (2d) 1070 (Ohio., 1957). 

Charitable Hospitals; Termination of Staff Privileges.— 
The plaintiff, a physician, filed an action against the 
defendant, a nonstock hospital corporation, for a dec¬ 
laration that his dismissal from the hospital staff was 
of no effect, and asking that the trustees be enjoined 
from depnh'ing him of his rights as a member of the 
medical staff. From a judgment for the hospital, the 
plaintiff physician appealed to the court of appeals 
of Maryland. 

By way of background, the evidence showed that 
the plaintiff and his brother, in addib'on to practicing 
medicine, carried on an active real estate business. 
In 1938, they purchased property whicli they used as 
their offices and a small hospital. In 1941, the plaintiff 
and some associates incorporated Doctors Hospital, 
Inc., as a nonstock corporation. From 1938 to 1947, the 
plaintifTs family financed the hospital and made up 
its board of ti'ustees and the hospital was managed 
by the plaintiff e.vclusive]y. In 1944, Doctors Hospital, 
Inc., bought propert)' which it intended to convert 
into a hospital. Because outside capital could not be 
attracted to a noni^rofit corporation, the plainHff 
formed Doctors Hospital of Maryland, Inc., a stock 
corporation. The money from the sale to the plaintiff, 
his brother, and three other physicians of the stock of 
this corporation and the proceeds of a mortgage were 
used to build the present hospital. Operations were 
begun in the new building in 1947 with the plaintiff 
personally in control of all operations. When the hos¬ 
pital tried to gain membership in the Maryland Hos¬ 
pital Association, commonly known as Blue Cross, it 
was learned that this could not be done if the hospital 
was operated by those who controlled it financialh'. 
Doctors Hospital of Maryland, Inc., therefore trans¬ 
ferred all its assets to Doctors Hospital, Inc., and was 
tliereafter dissolved. The plaintiff testified that, as part 
of this transfer. Doctors Hospital, Inc., assumed all 
obligations of the stock corporation and tliat he and 
another physician were given permanent rights to be 
members of the hospital and its staff. In 1948, a 
naortgage was executed from Doctors Hospital, Inc., 
to the plaintiff and his wife on which there is now 
$100,000 owing. When die hospital sought accredita¬ 
tion from the Baltimore City Medical Society, acting 
as agent for the American Medical Association, it was 
told its board of trustees was too small and should be 
expanded to 15 members, witli backgrounds of public 
service and with no previous business affiliations with 
the hospital or its staff. The plaintiff, his brother, and 
two others resigned from tlie board and new members 
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were_ elected to take their places. The plaM «• 
appointed administrator of the hospital and contfe 
m that position until 1951, when he resigned puism-' 
to the recommendation of the Baltimore City Medic’ 
Society that he do so on the ground that he slion^ 
not be the executive officer of the hospital whileb 
was on its staff and while it was heavily obligated t; 
him financially. From 1951 on there was friction be¬ 
tween the plaintiff and the board of trustees wbid 
culminated in the board s refusal to renew the visa 
tiffs staff privileges. 

The plaintiff contended, among other things, Ibat 
his dismissal was invalid because it was without notice 
to him and he had no opportunity to be heard. This 
was based, said the court of appeals, on the contention 
that he was dismissed for cause, and that in such case 
the bylaws of the medical staff required notice anii 
hearing. We think this misconceives what occurred, 
said the court. The plaintiff challenges the validity o! 
the pertinent bylaws of the medical staff adopted by 
the board in November, 1954, but both before and 
after November, 1954, the bylaws of the medical staS 
provided that appointments should be for the calendar 
year in which the appointment is made. Plaintiff ivas 
not dismissed during the year. He was merely notified 
that his year to year priwleges would not be renewed 
when they expired. In such case no notice, other that 
that given him, and no hearing, are required. In Levir 
V. Sinai Hospital of Baltimore City, 186 Md. 174, this 
court held that a private hospital has the right to ex¬ 
clude any physician from practicing in it and that such 
exclusion rests \Wth the managing authorities, adding 
that tlie directors of a private hospital corporation who 
have the power to appoint members have the power 
to remove them from the staff. In that case tlie court 
concluded “It is clear, therefore, that since the bylaws 
of defendant provide that appointments to aU divisions 
of the medical staff shall be made for only one year, 
appellant has no right to object to his removal from 
one of the divisions of the staff.” We think, concluded 
the court of appeals, the procedure followed by the 
board in allowing plaintiff’s privileges to expire at the 
end of the year without renewal was fully in accord 
with the bylaws of the medical staff and the prin¬ 
ciples of the Levin case. 

The plaintiff also contended that the action of the 
board was arbitrary, capricious, unwarranted, and 
unjust. We agree with the chancellor that there was 
no basis for such a charge, said the court of appeals 
The record is replete with evidence that the plaintifi 
was an obstacle to tire control of the hospital by the 
board, tliat be was not amenable to discipline, wliicli 
he often required, and drat Iris presence led to an in¬ 
harmonious working of the hospital. It is clear t)a 
he was either unable, or refused, to comport hunseli 
effectively and agreeably within the framework ot a 
charitable hospital conducted on a high plane by 
public spirited and sincere board of trustees, as 
hospitals generally are conducted and that this atUt 
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created the situation which justified die e.vercise of an 
honest discretion by the board leading to his ehmina- 
tion from the scene. 

The plaintiff’s other contentions were of a more or 
less technical nature relating to tlie intent, purpose, 
and meaning of certain documents adopted by the 
board, certain documents which passed behveen the 
board and the plaintiff, and certain actions taken by 
the board pursuant thereto. These contentions were 
also resolved in favor of the hospital. The judgment of 
the trial court refusing the plaintiff’s requests was 
therefore affirmed. Glass v. Doctors Hospital, 131 A 
(2)254(Md., 1957). 

Malpractice: Postoperative Care Follouing Removal 
of Gall Bladder—Need for Expert Testimony.—This 
was an action for damages for injuries caused by the 
alleged malpractice of the defendant physician. The 
trial judge set aside a jury verdict in favor of the plain¬ 
tiff and entered judgment for the defendant, so the 
plaintiff appealed to the Supreme Court of Utah. 

The defendant removed the plaintiff^s gallbladder; 
there was no negligence in the performance of the 
operation. Followung the operation, however, the plain¬ 
tiff suffered pulmonary complications allegedly cul¬ 
minating in a collapsed lung, causing pain and suffer¬ 
ing and resulting in loss of employment, all of wlricb 
she attributed to lack of postoperative care. The 
plaintiff contended generall)' that the defendant’s post¬ 
operative care was negligent in that he failed to ob- 
sers'e elevation of pulse and temperature and to take 
remedial measures, that he failed to obser\'e the pain 
plaintiff suffered, wliich required sedation, and that 
he failed to take x-rays to determine the cause of con¬ 
tinued chest pains. None of these claims of negli¬ 
gence, said the Supreme Court, was supported by 
any e.xpert testimony. Whether an attending physician 
exercised the ordinar)’ care, skill, and knowledge re¬ 
quired of doctors in the communit)' which he serves, 
continued the Supreme Court, must ordinarily be es¬ 
tablished by the testimony of physicians, except when 
die facts may be ascertained by the ordinarj' use of the 
senses of lay vdtnesses. Care of a patient after a gall¬ 
bladder operation, however, depends upon comple.x 
scientific knowledge and cannot be ascertained by 
common lay knowledge. 

Tlie plaintiff’s principal contention of negligence in 
postoperative treatment was that she was not “turned 
and coughed’’ in accordance with accepted medical 
standards. The defendant, testifying as an adverse 
witness, explained that after upper abdominal surg¬ 
ery, when the abdominal muscles are painfully used, 
the tendency e.\’ists to breathe shallowly and if this 
continues a partial filling of the lung cells and an 
eventual collapse of the lung may result. Deep breath¬ 
ing and coughing, he said, tend to loosen the accumu¬ 
lated matter and aid in using tlie full capacity of the 
lung. The defendant further testified tliat the medical 
standards of physicians unthin the communitj' would 
require coughing and turning somewhere between 


ever}' two hours, the routine maximum standard, and 
every six hours, the mim’mum standard. The hospital 
record does not specifically note that the plaintiff was 
“turned and coughed” as such as often as once every 
two hours, admitted the Supreme Court, but it does 
shorv orders entered and servdces rendered which nec¬ 
essarily involved movements of the abdomen and 
chest, such as gi^'ing shots, baths, and enemas; “be¬ 
ing made comfortable”; inserting rectal tubes; and 
being catheterized. In fact, the hospital record dis¬ 
closed 18 of such serxdces in a period of 43 hours. In 
view of this ewdence, continued the court, no finding 
could reasonably be made that the patient was not 
turned and coughed at interx'als sufficiently frequent 
to meet even the maximum standard testified to by the 
defendant. Furthermore, the court pointed out, the 
defendant gave orders for regular turning and cough¬ 
ing as well as for other treatment and medication. If 
such orders were not carried out, the failure to do so 
was the responsibility of the hospital personnel and 
not the defendant, unless the knowledge of such, lax¬ 
ity was in some manner brought to his attention and 
he failed to take steps to remedy the situation. There 
was no evidence that the defendant had such knowl¬ 
edge. The judgment of the trial court in favor of the 
defendant physician was accordingly affirmed. Hug¬ 
gins V. Hicken, 810 P. (2d) 523 fUfaTi, 1957). 

Malpractice: Trial Court’s Instruction as to Effect of 
Malpractice Judgment on Physician’s Reputation:— 
This was an action for damages for injuries caused by 
the alleged malpractice of the defendant physicians. 
There was judgment for defendants and the plaintiff 
appealed to the Supreme Court of Florida. 

The plaintiff contended that the trial coimt erred in 
giring the following charge to the jury at the request 
of the defendants: “In a case against a phj'sician for 
malpractice, the professional character and reputation 
of the physician is the most important matter at stake, 
and hence he should not be condemned by eridence 
that does not point to his negligence.” If the trial court 
had allowed physicians to testifj' that a judgment 
against a physician in a malpractice case would result 
in great injuty to the professional character and repu¬ 
tation of a physician, the admission of such testimony 
would have required a reversal, said the Supreme 
Court. The giwng of the questioned charge was an 
even greater error because it was a statement by the 
trial court to the jurj' that, in considering their verdict, 
even should they conclude that the physicians had 
been negfigent and that such negligence pro.ximately 
contributed to the plaintiff’s injuries, they were en¬ 
titled to weigh against that the effect that their find¬ 
ings and verdict would have upon the professional 
character and reputation of the defendants. The coirrt 
held that the giving of such charge was reversible 
error because it misled the jurx'. Accordingly, the 
judgment of the lower court in favor of the defendant 
physicians was reversed and the cause remanded. 
Sfauf V. Holden, 94 So. (2d) 361 (Fla., 1957). 
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ical student at the University of Minncsofa.'~Ev. 


THE AD^'ANTAGES OF 
PRIVATE MEDICAL CARE 

Sonia Gustavson 

“May the love for my art actuate me at all times; 
may neither avarice, nor miserliness, nor thirst for 
glory, nor for a great reputation engage my mind; foi 
the enemies of Truth and PJiilantliropy could easily 
deceive me arid make me forgetful of my lofty aim 
of doing good to Thy children.”' 

The art of medicine is the Great Art. Its practicers 
are dedicated; its apiJreciators are fervent. Surely it 
is the n'ish of all thinking, discerning men tliat mem¬ 
bers of the medical profession know an atmosphere 
which will enable them to maintain the high qualit>' 
of health care that they are giving Americans at the 
present time. That atmosphere is one which is free 
from government control or intrusion. American medi¬ 
cal men possess this freedom now, and they must con¬ 
tinue to possess it. . . . 

Since the founding of our nation, life expectancy has 
increased 39 years. . . . Since 1900, the dea* rate lias 
increased for 8 diseases, while “ has decreased to. 
21. . . . The increase is due to the fact ^hah since 
that vear the population of America has doubled, t or 
tan, in 1957, some 130 live who 

would have died 50 years ago. The number of people 
over 65 has quadrupled, and these people .account to 
21 mtaited dse in the death mtes to 
diseases, cancer, and other diseases " f. 

decrease is due-to the discovery .and 
biotics, improved surgical 

and reporting, and to the work done m the held o 

^’t.tS"ieveme„^ -Id 

profe.«idn 'with low ten 

bv1dtSl:STna\Sr1»- 
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2 )eai- to be, in some areas, a shortage of doctois.- 
actuality is maldistribution. This is being remedied^ 
placement programs which inform communitesoid/, 
tors desiring locations and inform doctors of com-.. 
nities desiring medical care. 

One of the arguments for socialization of medic:: 
frequently used by uninformed people is this; "iifc 
government takes conti'ol of medicine, well get 
medical care.” Medical care, like every other necessit, 
costs money. There is no reason why anyone shoi 
liesitate to go into debt to meet medical costs. T)]?,-; 
are three ways that a man can pay for medical car? 

(1) Cash. It is cheaper to pay for home or office cal 
than to pay taxes to the government on the chaac 
that you migJit need this kind of service. (2) Saiin^ 
securities, loans. Should a man find it necessar\- ( 
delve into his savings to pay a medical bill, he cand' 
so. If this is not necessary, die savings will remain o: 
Iiand to meet other tjpes of expenses that may aria 
If medical bills were met with federal taxes which are, 


n dais case, compulsory savings, a man could not me 
hese funds for any purpose other tlian to meet medic, 
expenses. (3) Commercial insurance. In exchange 
premiums, you are paid for the costs of more seriou. 
llnesses and ojierations. The uncertainty of a large a- 
lenditure is replaced by the certainty of a small one 
rhe advantage of voluntary health insm-ance over cO!tV| 
lulsory health insurance is tliis; The individual re' 
:erves the right to select his own doctor and hospital 
\t the 2 ?resent time, over 60% of the estimated eligv, 
lie population carries some type of voluntaty hospitt 
jx'pense coverage, and approximately 50% is P^olectet 
igainst some of die insurable costs of siu-gery. Ire 
.'oluntary health insurance movement has ahead) 
iurpassed the goals originally charted by the pioneen 
n the field. It has been on a voluntary basis that at 
Treat progress in America has been achieved, and on!) 
m diat basis can the nation be assured of progress re 

1 * iiclcl 

’^A look at the country of England will show us somi 
>£ the dive result, of the socialization of ffled.c.ne 
Under the National Healdi Program, that country pro 
posed rgive the indigent, the poor, the average, am 

die wealthy the same quality and ° ‘j" 

rare and maintain the quality and quantity that th 

wLSdi wSre accustomed to under 
Wlnt happened? In London, wealthier districts han 
nn average of one doctor for 1,261 patients, an p * 
dlSrU twice as many 

farming and nhnmg " of 

trnm lack of medical services, in heoruar) 

S,? he BriUsh Medical Association advised 21,» 

ministrative costs the eafe 

tribnting tliem as / 2 \ Tlie physiass- 

program less than worthwhile, f-} 
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jatient relationship, always confidential, has been dis- 
'urbed by tins tliird party intruder, the government. 
'3) Physicians lose autonomy in diagnosis and treat- 
nent that they possess in private practice. (4) Political 
nfluences enter into the sphere of medicine. (5) Regi¬ 
mentation occins in conditions of employment for 
_ -doctors: the number of hours the\' must work, their 

• income, and their location. (6) Standardizing the 
-treatment of patients slows down research. 

Should anyone feel that tlie indigent and the chron¬ 
ically ill are being neglected under America’s present 
system of medicine, let us investigate these areas. The 
. clnonically ill are, of course, e.vcluded from private 
medical plans because the risk is too great. However, 
in tliis countr}' there are private institutions that give 

■ considerable amounts of aid to the aged, the sick and 
T tlie handicapped. Doctors often treat tliese people 
■_at reduced costs. Indigent people . . . are tlie only 
■■people who should receive goi’emment aid. If tlie 

government stepped in to furnish all of us uitli medi- 
"cal care, all private resources would dr\' up and the 
taxpayer would hai'e to shoulder the entire load. The 
7 government already takes one-third of our income, 
so why make it necessarj' for it to take more, when 
'prii'ate medicine is less e.vpensiv’e and so much more 
7 efficient. Let us not forget tliat it is the intrinsic na- 
tine of bureaucracies to get bigger and bigger, more 
7 and more wasteful, costlier and costlier and, at the 
same time, to get furtlier and further out of touch 

• with the indmdual and his or her particular needs. 

In 1939, in a small countr)' town, a woman was 

• stricken witli simultaneous influenza and pneumonia. 
For several days her life hung bj' a thread, and dur- 

_ ing these days her family doctor . . . was ai’ailable to 
' administer stimulants when it seemed the thread could 
hold no longer. As a last resort, this country doctor sent 
to a larger city for a new drug that had just appeared 
on the medical scene which, through his constant 
studjing, he had just learned about. This forerunner 
of the “miracle” iaigs—sulfanilamide—along with the 
doctor’s dedicated care, saved the woman’s life. 

Picture tlie same case under socialized medicine. 

^ During the daj% the doctor would have been too 
harassed by petty rules and regulations of diagnosis 
and treatment to give his undiw'ded attention to the 
saHng of this life. After hours, when stimulants were 
needed immediately, the “night doctor” would have 
had to have been called. In all likelihood, tliere would 
have been no case-continuity nor any of the vitallv 
important feeling for tlie patient on the part of the 
night doctor ’ working his “shift.” When the new drug 
was wanted, tliere would have been red tape to cut, 
7 and forms and requisitions to fill out. By the time the 
would have arrived, tlie thread of life would 
have been completely and finally severed. 

Wien I see diis woman now ... it seems to me that 
she is a living embodiment of the advantages of private 

■ medical care. 
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CREATING A LIBRARY OF MUSIC RECORDS 

Interest in recorded music has shown such tremen¬ 
dous growtli in recent years that home record libraries 
have become an invaluable and meaningful hobby. 
Wiile trained musicians and seasoned concert-goers 
know precisely what music tliey want to oim, there 
e.xists a large group of persons, including physi¬ 
cians, who have an innate love of music but who hesi¬ 
tate to I’enture beyond tlie realm of tlie semiclassical 
or popular song liits. Bi' starting a record collection, 
these indin'duaJs can readily increase their understand¬ 
ing and love of the classics tlirough repeated placing 
of music that has been recorded by outstanding inter¬ 
preters. 

To be “at home with music” bj' iirtue of a library' of 
records implies estabhshment of an unashamed expres¬ 
sion of personal taste. This has not ahvays been true 
of specially trained and prisileged music Im'ers of the 
past. Listening to music was often regarded as a duty 
rather than a pleasure, an earmark of cultural and 
social superiority. Today, to the purchaser of music 
records, listening to tliese records takes on the added 
pleasure of independence of selection. This type of 
person is not necessarily concerned w’hether he is 
found in the company of other music lovers, nor does 
he have to go into a technical discussion of musical 
details. He merely purchases music that he likes or 
that has been recommended to him by tliose whose 
opinion he respects. The fact that he willingly pays 
for his recorded music is self-e.xplanator}'. It is only 
out of the care that he devotes to creating a musical 
librarx', without cluttering up a household with albums 
‘hat represent false musical pretensions rather than 
lersonal selection and taste, that pleasure actually 
comes. 

In creating a librarx' of music records, it is best to 
commence with music that you know- and like. Then, 
going on from this vantage point, one may purchase 
records tliat are related in their musical nature, while 
proceeding to more highly' developed musical compo¬ 
sitions. If you are the sort of person w'ho “can’t get 
w’armed up” to classical music, you might start vour 
musical adventure with simple melodic waltzes, the 
more rhxihmic types of music, or some of the old 
favorites. A record librarx' should be so arranged and 
built that you will be able to derive equal or greater 
pleasure from purchases made 10 years before. It is 
highly important to collect records at one’s own musi¬ 
cal level, keeping an eye and an ear on recordings that 
are lasting and worthw’hile. 

An initial group of records can be planned about 
tlie Strauss W’altzes. These w'altzes are frequentlv ad¬ 
mired for tlieir whirling rhxihms and lovely melodies, 
Md they seldom fail to captivate the listener. The 
“Blue Danube” is probably the most popular of all 
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Strauss waltzes. If one is interested in obtaining a small 
number of Strauss waltzes, consideration should be 
given to “De Fledermaus,” “The Emperor Waltz,” and 
“Der Zigeunerbaron” (“The Gyps)' Baron”). The al- 
011111 CciIIgcI Joliiinn Str<iuss: Tw^o Overtures nnd Two 
Waltzes” contains some of the best knowm and best 
loved of all Strauss music. The “Fledermaus” and 
Zigeunerbaron” overtures consist of medleys of tunes 
from these oi^erettas, each reaching a climax with a 
waltz. 

As you grow in musical taste and discrimination, you 
will find that Tchaikovsky and Grieg are two compos¬ 
ers whose recordings will give considerable pleasure. 
The waltz from “Serenade for Strings” by Tchaiko\'sky 
is a smoothly flowing, highly melodic composition, 
entirely different from Viennese waltzes, as it is quiet 
and subdued and the stringed instruments sing forth 
in a manner that makes it almost irresistible. The other 
side of this particular record contains an attractive 
recording b}' Grieg called “The Last Spring.” Some of 
the more tuneful melodies were never actually com¬ 
posed by a single person; they literally sprang from an 
entire people, and weie Jianded down vocally from one 
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A library of records is incomplete without som- 
chamber music. Tins wonderful form of musicals, 
pression has intrigued many physicians, and many i!. 
over the country, have organized groups to play di’am- 
her rnusic. An intimacy and completeness surrouni 
cliamber music, and it is a form of music admirabk 
suited to reproduction on the phonograph, Chamber 
music was originally written for performance in tb 
intimate surroundings of the home. Some people fd 
cool to this form of music because they probably have 
listened superficially'' to some of the more profoimil 
compositions without having become familiar will 
attractive, yet less complicated works. “The Quinte 
for Clarinet and Strings” by^ Mozart is filled witli de 
lightful melody^ The liquid tones of the clarinet bleni 
harmoniously with the two violins, viola, and cello 0 
the string quartet, producing an engaging tonal effeci 
Once you have become conr'erted to tire joys of lister 
ing to chamber music, ymu will find yourself investin 
in many records of string quartets. If you are a miis; 
cian in your owm right, much pleasure may be derive 
from accompanying these recordings with your o\v 
instrument. 


generation to another as “folk music.” In the United 
States, the best knownr e.xample stems from southern 
Negroes, and an excellent recording of this type of 
music has been made by Columbia. 

If, by this time, ymu feel you are ready for opera, 
y'ou will find that the tw'o most popvhr composers are 
Verdi and Puccini. Both composers w'lote melodic arias 
that attach themseh'es to one’s memory, and you will 
find y'ourself before long humming them on your w^ay 
to your ofiice. The tender passages of “Celeste Aida” 
will lead ymu to the robust jovialty of “La donna e 
mobile.” At this point, you should be just about ready 
for music by^ a famous French impressionist composer, 
Claude Debussy'. For the most part, Debussy’s melo¬ 
dies are comprised of an entirely different texture from 
those y'ou have been listening to. There is a my'sterious, 
sensitive tone quality about the w'ork of this composer, 
and it is best to buy his simpler recordings—for e.xam¬ 
ple, “Clair de Lime.” It w'ould be w-ell to compare tlie 
original piano I'ersion of “Clair de Lime wdth the 
arrangement for orchestra before choosing a recoid. 
The piano impression is more somber. 

For an attractive and varied collection of dances, 
try' the album recorded by' the Philadelphia Oichestra. 
“Pops” records w'ill give many hours of delight. The 
“Russian Sailor’s Dance” (from the ballet “The Red 
Poppy”) is a characteristic bent-knee affair that starts 
off slow'ly and increases in speed until it winds up in a 
w'hirhvind finish. The same 12-measure theme is re¬ 
peated over and over again, and is varied each time 
with new' tempo and new' orchestial coloring. 

By now', y'ou should be w'ell on your way to the 
appreciation and enjoyment of another concept of 
music. By listening to symphonies in their entirety, one 
is able eventually to appreciate fully tire more ad¬ 
vanced interpretation of orchestral repertoire. 


^Vhether y'ou are interested in music arranged f( 
tlie concert hall or for the opera, y'Ou can sample evei 
ty'pe in the quiet of y'our ow'n home. By the time yc 
have made friends witli the majority of classic recon 
ings, y’ou w'ill probably be enough of a musical ei 
thusiast to approach more complex ty'pes of music, 
library' should be built in a planned, musically intell 
gent fashion. Most persons prefer to acquire a fe 
records at a time, becoming tlioroughly acquainted 
w'ith tliem through repeated play'ing. Some like an 
entire library selected for them; they have a specified 
amount of money' to spend and desire a balanced 
group of records. 

As is true of any collection, a record library' requires 
a certain amount of care. Records should be handled 
at the edges if possible, as repeated handling of the 
surfaces w'ill cause records to sound gritty and swishy'. 
Surfaces should be cleaned w'ith a record brush or 
cloth. The most common ailment of records is warp- 
age. Warped disks can be made flat again by placing 
them in direct sunlight for five minutes and then plac¬ 
ing them, one by' one, on a very' flat surface under the 
even w'eight of several books. 

New records should be examined very carefully. 
They should have a shiny, clean surface, free from 
scratches, dents, and blemishes. Cracked records 
should never be played, since the repeated striking oi 
the cracked surface against the point of the needle caj 
damage both needle and pickup arm. Each recor 
requires a certain amount of breaking in; this usual} 
involves no more than play'ing it all the way throug 
and then dusting it thoroughly with a record brusH. 
As a collection of records grows, storage becoma 
portant. Records should be stored vertically and Kep. 
aw'ay from direct heat. 
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'INTERNAL MEDICE^ 

-Listeria Meningitis, A Report of Eight Cases. J. W. 
Dedrick. Am. J. M. Sc. 233:617-621 (June) 1957 [Pliila- 
. delpliia]. 

Eight patients wth listeria meningitis were admitted 
to the communicable disease unit of the Los Angeles 

- Counh" Hospital within 4 years; 4 died and 4 com- 
;pletely recovered. All received penicillin and sulfona¬ 
mides, and all but one received chloramphenicol as 
Initial therapy. Sensitivity tests showed organisms 
from survivors to be responsive in vitro to a larger 

'number of antibiotics tlian tliose from patients who 
died. .4febrilitv' was finally obtained in 2 of the 4 
-surviving patients after substitution of oxvietracycline 
for virus-resistant chloramphenicol. The striking mor- 
jphologic resemblance of listeria monocviogenes to 
diptheroids and tlie colonial similiaritv' on blood agar 

- to beta streptococci have caused many cultures to be 
. either discarded or incorrectly identified, leading many 

to believe that human listerosis is far less common 
than it really is. The differentiation of listeria mono- 
,cytogenes from diptheroids and beta streptococci may 
' be accomplished on the basis of motilitv% virulence in 
(mice, keratoconjunctivitis in rabbits (diagnostically 
'specific for listeria monocviogenes), and serology. In 
, vitro testing of the variable sensitivities to antibiotics 
"is important in the choice of individual therapy. 

Serum Transaminase in Pulmonary Disease and Multi- 
: pie Infarctions. J. R. Walsh, F. L. Humoller and F. G. 
" Gilfick. Ann. Int. Med. 46:1105-1112 (June) 1957 [Lan- 
j caster, Pa.]. 

Three hundred eighteen determinations of serum 
^ transaminase activitv' were carried out in 112 hospital- 
(ized patients, 50 of vv’hom showed evidence of myo- 

- cardial infarction. These determinations vv'ere made 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 
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_ made to members, but the fee for others is 15 cents in stamps 
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vv'itli the aid of Karmen’s spectrophotometric method 
in an attempt to determine tlie specificitv' of the serum 
transaminase test in patients vv'ith myocardial infarc¬ 
tion. MTiile increased serum transaminase levels were 
found most commonly in patients with acute myocar¬ 
dial infarction, elev'ated lev'els also vv'ere found often 
enough in patients with necrosis and infarction of 
otlier organs to suggest caution in interpretation. The 
highest v'alues of 500 units or more of serum trans¬ 
aminase activutv' were found in patients vv’ith multiple 
pulmonarv' and renal infarcts. The typical curv'e for 
the time course of serum transaminase levels of myo¬ 
cardial infarction also was observ'ed in patients vv’ith 
multiple pulmonarv’ and renal infarcts. In patients 
vv’ith pulmonary infarction, increased serum trans¬ 
aminase lev’els ranging from 40 to 100 units were 
observed, particularly after the 4th day. In certain 
cases the increased senun transaminase level became 
evident between the 6th hour and 5th day, e.xactly as 
in patients with myocardial infarction. ’These observa¬ 
tions definitely reduce the usefulness of the test for 
the differentiation of myocardial from pulmonary' in¬ 
farction. The occurrence of serum transaminase lev'els 
of more than 100 units, how’ever, was rare in patients 
with pulmonary’ disease. There were only 2 such cases 
among the 112 patients. A v’alue of 1S6 rmits was 
recorded in 1 patient with fulminating pneumonia and 
a V’alue of 104 units in a patient vvitlr pulmonary’ in¬ 
farction. Increased v’alues of more than 40 units of 
serum transaminase activity’ vv’ere observ’ed in patients 
with pulmonary’ infarction, multiple infarctions, pneu¬ 
monia, carcinoma of the liv’er, pancreatitis, trauma, 
and cirrhosis of the liv’er and in 1 patient vvitli uremia. 

Clinical Manifestations of Hy’popotassemia. B. Sura- 
wicz. H. A. Braun, W. B. Crum and others. Am. J. M. 
Sc. 233:603-615 (June) 1957 [Philadelphia]. 

Patients with abnormally’ low' concentrations of 
plasma potassium may’ hav’e numerous functional and 
anatomic derangements. Hovv’ever, the majority’ of the 
signs and sy'mptoms related to hy’popotassemia are 
nonspecific, being found in many severely ill persons 
vv’ithout low’ potassium lev’els. Multiple disturbances 
of homeostasis complicate potassium deficiency’, ob¬ 
scuring and modifying its effects. The incidence of 
hy'popotassemia among females w’as significantly’higher 
than in males. The mortality’ rate of hypopotassemia 
patients w’as much higher than the over-aU hospital 
rate. Hy'pochloremic alkalosis with hy’pocalcemia 
commonly’ accompanied patassium deficit. Anore.xia, 
nausea, and vomiting are part of the clinical symp- 
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tomatoJogy, wliidi included inactivity of die deep 
tendon reflexes as the only factor correlated with po¬ 
tassium deficit. A rough correlation exists between 
impairment of intestinal peristalsis and degree of po¬ 
tassium deficit. The most significant changes accom¬ 
panying rapid infusion of potassium were increased 
peristalitic activity and imjrroved mental status. The 
nonspecific nature of clinical manifestations of hypo- 
pota.ssemia emphasizes die importance of the electro¬ 
cardiogram, tlie eleeti-omyogram, and other laboratory 
aids in the diagnosis of this disorder. 
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observed were trait, homozygous disease, and 4,11 
heterozygous disease The incidence of moIecuC: 
ease of hemoglobin in Negroes, is about 11 . 5 %. 

SURGERY 

Cerebral Damage After Metatraumatic Ligation d 
Carotid Artery. U. Venzlaff and E. Trostdorf. Beiir 
khn. Chir 194:328-349 (No. 3) 1957 (J„ Cernias' 
[Munich, Germany]. 


Molecular Diseases of Hemoglobin: I. Introduction 
and Incidence. T. P. Haynie, H. L. Dobson and R. A. 
Hetdg, Ann. Jnt, Med. 46:1031-1038 (June) 1957 [Lan¬ 
caster, Pa,]. 

The incidence of abnormal hemoglobins was studied 
by the authors witli the aid of paper electrophoresis 
in 350 white and 400 Negro patients at the Jefferson 
Davis Hospital, in Houston, Te.xas. The results ob¬ 
tained were compared Avitli those obtained by Smitli 
and Conley in 500 white and 500 Negro patients at 
the Johns Hopkins Hospital and by Schneider in 60 
white and 505 Negro blood bank donors at the John 
Sealy Hospital in Galveston. The authors’ study and 
that of Smith and Conley, representing the incidence 
in general hospital populations, agreed quite well. The 
study by Schneider differed in that persons with 
knonm hemoglobin disease did not appear in this 
series, which \vas based on blood bank donors, since 
persons with overt hemolytic disease or anemia were 
not permitted to donate blood. Persons with asympto¬ 
matic trait abnormalities, however, were included, and 
Schneider’s statistics thus provided a good indication 
of the incidence of trait abnormalities in a population 
considered to be normal. 

Abnormal hemoglobins were not found in any of 
the 910 white persons screened by electrophoresis in 
the 3 studies. In the 1,405 Negroes, there was an inci¬ 
dence of 11 . 5 % of abnormal hemoglobins as detected 
by electi-ophoresis. S hemoglobin was present in 9.4% 
and C in 2.2% of the Negroes. Only 1 case of homozy¬ 
gous C disease was detected in the 3 series. The inci¬ 
dence of the sickle ti'ait varied from 7.2% to 11.3% in 
the 3 series, with a mean of 8.4%, thereby providing 
essential agreement of trait incidence between elec¬ 
trophoretic techniques and those based on the findings 
of in vitro sickling reported by other workers. The 
figures from all 3 series combined agreed quite well 
with the notion that about 10% of the Negro popula¬ 
tion lias sickle cells in the peripheral blood and that 
10 % of this group has sickle cell anemia. 

Filter-paper electrophoresis is the best single method 
for the detection of molecular diseases of hemoglobin. 
This method will separate all but combinations of A, 
F, and G hemoglobins and combinations of S and D 
hemoglobins. The most common abnormal bemoglobin 
is S, while C is ob.served less frequently. The diseases 


Ligation of the carotid artery was performed alts 
injuries involving the carotid artery in 16 patients, it 
15 patients these injuries were sustained during Worli 
War I and in 1 patient in a traffic accident. Ligalios 
of the common carotid artery was performed in 15 
patients; ligation of the common carotid and interni 
carotid arteries in 3; and ligation of the internal carotiJ 
artery, of the internal and external carotid arteries, 
and of the external carotid artery in 1 each. Ligatioi 
was done on the left side in 11 patients and on th 
right side in 5. Complete contralateral pyramicla 
hemiplegia resulted immediately or within 2 hours h 
5 days in 11 of the 16 patients; it was permanent in 1 
and one of the 4 patients who gradually improve 
made a complete recovery. Two additional patieni 
had S)Tnptoms of latent hemiplegia, such as abnormt 
reBexes and mild dysdiadochokinesia. Only 3 patienl 
did not have any pyramidal signs. All the patients wf 
pyramidal hemiplegia also showed sissns of involvf 
ment of the corticobulbar tracks. Of 8 patients wit 
pyramidal hemiplegia resnltina from ligation of tf 
carotid artery on the left side, 7 had aphasic disturl 
ances of speech. Motor aphasia was predominant Tf 
most severe and refractory disturbances of speec 
were observed in 3 patients over 25 years of age wit 
combined motor-sensory aphasia. Gradual improvi 
ment resulted in the other patients. Weakness in vTi 


ng and reading occurred in 3 patients. Blindness o 
he side of the focus resulted from atrophy of the opt 
lerve in 1 patient. The atrophy may have been cause 
)y spasm or embolism of the central retinal arter 
docking the circulation. 

There was a constant relationship between the e: 
ent of the psychic disturbances and the severity of tV 
leurological deficiencies. Psychic disturbances wei 
nore severe in older patients and in those with lig« 
tion at the left side. Of the 5 patients with ligation s 
the right side, only the oldest, a 39 -year-old man hai 
affective disturbances of regulation, slowing aoiy« 
and a tendency to depression. Of 11 patients wit 
ligation on the left side, 9 had severe psychic to 
turbances, including mental deterioration charaefe 
changes, and functional weakness of the bram. Uni 
the 2 youngest patients, who had been operated on a 
tLp Jp. of 20 vears, were free from psychic disturb- 
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Late complications were observed after free 
[s of from 1 to 9 years. Headache, 
collapse, and sweating were observed w 4 paw 
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ho first did not have any encephalopathic complaints 
-ter the operation. These complaints became gradu- 
dy worse, and functional wealoiess of the brain 
eveloped in 2 patients whose memory and concen- 
•ation weakened. SjTnptomatic epilepsy occurred as 
late complication in 4 patients, and a decrease in 
bido and potency in 1 patient. Nine years after the 
gation 1 patient had sudden attacks of feeling of 
nnihilation, vertigo, blackout, and temporary worsen- 
ig of his residual paresis in the right arm. These ob- 
ervations show that ligation of the carotid arter>' is 
ndured only in verj'- rare cases without causing a 
leficiency in the blood circulation of the brain which 
nay, occasionally, develop only years after the opera- 
ion. 

)irect Vision Repair of Intracardiac Defects Utilizing 
Rotating Disc Reservoir-Oxygenator. F. S. Cross and 
;. B. Kay. Surg. G>mec. & Obst. 104:711-716 (June) 
957 [Chicago]. 

Many pump-o.xygenator systems have been dernsed 
or intracardiac operations for the repair of congenital 
ardiac anomalies. The basic mechanism of the rotat- 
Qg disk resen'oir o.xj'genator, used in the 45 patients 
perated on for intracardiac defects during the first 10 
nonths of 1956, is a series of 59 silicone-coated stain- 
ess steel disks supported horizontally in a pyrex 
ylinder coated with silicone resin. Blood introduced 
it one end of the cylinder is removed from the bottom 
>f the opposite end. The rotation of the disks prevents 
he channeling of blood along the bottom of the cylin- 
ler. With the oxygenator primed with 1,400 cc. of 
vhole blood and the disks rotating at a rate of 120 
pm, there is an e.xposure area of 108 sq. m. per min- 
ite. A mixture of oxj'gen and 1.5% carbon dioxide, 
vanned in a sand bath heated by an electric mantle, 
s supplied. Continuous monitoring of central venous 
)ressure and maintaining it at the preperfusion level 
instituted the greatest aid in achieving a balanced 
)erfusion during the periods of cardiac bjpjass. Any 
inmeasmed extrinsic blood loss or reflex vasodilatation 
esulting in decreased venous return to the cavae and 
t concomitant decrease in the venous return to the 
(xygenator automatically is compensated for wath 
)lood from the resersmir-oxygenator and is measured 
IS a fall in the ox>'genator blood level. In this way the 
lentral venous pressure acts as a fairly accurate index 
4 the circulating blood volume in the patient. After 
ardiotomy closure the caval tapes are released and the 
)ump rate decreased slowly, svith a satisfactory central 
'enous pressure and systemic arterial pressure main- 
ained until the heart takes over satisfactorily. The 
latient is weighed immediately postoperatively, and 
he weight is adjusted by means of blood transfusions 
)r blood removal if necessary. 

The greatest experience to date with the intracar- 
liac repair techniques has been svith ventricular septal 
lefects, atrial septal defects, and pulmonic stenosis. 


alone or in v'arious combinations. Ivalon sponge pros- 
theses have been used in the repair of the larger 
ventricular septal defects, whereas the smaller defects 
have been closed by interrupted sutures of 000 silk. 
Atrial septal defects have been closed by direct suture 
by use of either interrupted sutures of 000 silk or a 
continuous suture reinforced wdth interrupted sutures. 
Thirt}'-three of the 45 patients survived the operation. 
No deaths could be ascribed to the use of the pump 
oxj’genator. Pulmonarj' comphcations xvere the most 
frequent postoperative problem. There can be little 
doubt that the futiue of cardiac surgerv' lies in the 
fiuther development of safe direct-vision techniques. 
The advantages of the open techniques are (1) easy 
risualization of all valves, septums, and chambers; (2) 
complete correction of existing defects when possible; 
and (3) identification and repair of associated defects 
preriously undiagnosed. MTiere there has been an 
opportunity to compare open techniques vrdth pre- 
vdously tried closed techniques, the former have 
proved more satisfactorx^ from all standpoints. Em¬ 
phasis is placed on the use of e.xtensive physiological 
studies before, during, and after the period of cardiac 
bjpass, for it has been through these studies that the 
techniques of surgery' under direct vision have been 
improved. A satisfactory' pump-oxygenator is only part 
of the formula of success. 

Surgical Repair of Ruptured Interventricular Septum 
FoUorving Acute Myocardial Infarction, D. A. Cooley, 
B. A. Behnonte, L. B. Zeis and S. Schnue. Surgert' 
41:930-936 (June) 1957 [St. Louis]. 

Rupture of the interventricular septum resulting 
from or secondary to myocardial infarction is \ridely 
recognized as a fatal comphcation of acute coronary' 
occlusion. Septal ruphue occurs appro.ximately' 7 day's 
after acute infarction, \rith death resulting from rap¬ 
idly progressive cardiac decompensation. A loud pre¬ 
cordial systolic murmur appearing after a coronary' 
occlusion is of diagnostic significance, as emphasis is 
placed on early diagnosis, vigorous treatment of car¬ 
diac decompensation, and prompt preparation for 
operation within the time inteiv'al (several hours or 
days) beUs'een septal rupture and ultimate cardiac 
failure. Diagnosis may or may' not be confirmed by 
catheterization. Direct surgical correction of this de¬ 
fect and other serious complications of acute my'o- 
cardial infarction, such as ventricular rupture xrith 
pericardial tamponade, ventricular aneury'sm, and 
ruptured papillary' muscle, is now feasible with the 
use of temporary' extracorporeal circulation. 

Pericardial Fat Necrosis: Report of 3 Cases. R. C. 
Jackson, O. T. Clagett and J. R. McDonald. J. Tho¬ 
racic Surg. 33:723-729 (June) 1957 [St. Louis]. 

The authors report on 3 patients, 2 men aged 52 
and 63 years, respectively, and 1 47;year:ol^voman 
xvith pericardial fat necrosis. Ead^atient was*^uite 
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ceded conization biopsies negative for evidence of 
cancer. There were no deatlis to date diat could be 
attributed to oarciuoma in situ of the uterine cervix# 
Tlie diagnosis of cancer in situ is possible onlj^ if 
the SGO-clegree cold-knife conization biopsy technique 
is carried out in every patient with suspected cervical 
malignancy. Total hysterectomy and resection of a 
generous vaginal cuff witli preservation of normal- 
appearing ovaries in all women aged less than 45 years 
is the treatment of choice in those with a conization 
biopsy positive for cancer in situ of die uterine cervix. 
Any other form of therapy is considered inadequate, 
as evidenced by die high incidence of residual tumors 
noted in this series. Tlie presence of glandular involve¬ 
ment in the conization biopsies did not appear to affect 
adversely die prognosis o\'er a 5-)'ear period nor to 
increase materially the incidence of residual tumor in 
die postoperative specimen. Extensive glandular in¬ 
volvement by noninvasivc cancer in the conization 
biopsy is considered to be a more adi'anced stage of 
die disease from the standpoint of microscopic iiatliol- 
ogy but it docs not constitute invasion of the under¬ 
lying stroma nor adversely affect long-range prognosis 
in any patient. The incidence of residual tumor in tiiis 
series is thought to be due to incomplete remov'al of 
die tumor by conization biopsy, to its possible multi- 
centi-ic origin, or to a combination of both, and not to 
involvement of the endocervical glands. 

Carcinoma of the Vulva, J. H. Isaacs and N. H. Topek. 
Am. }. Obst. & G>mec, 73:1277-1285 (June) 1957 [St 
Louis], 


Sept, 7 ^ p- 


only means of increasing the 5-year cure rate !• 
extent of the surgery will depend on the condifc; 
the patient and the extent of the disease A l ' 
procedure including radical node dissection anL-' 
vectomy as advocated by other workers is ideau' 
the reported 12% operative mortality suggests 
or even 3-stage operations may be best in pwr-J, 
patients. The exenteration operation advocated fori! 
treatment of patients with far-advanced diseased 
volving the intestines and/or the bladder resulted: 
an alarmingly high operative mortality of 45%, wh 
makes this method not yet practical. 


OPHTHALMOLOGY 

The Treatment of Retinoblastoma by Radiation t 
Triethylene Melamine. A. B. Reese, G. A. Hyman, G,1 
Merriam Jr. and A. W. Forrest. Am. J. Ophth. 43:K' 
871 (June) 1957 [Chicago]. 

The treatment of retinoblastoma by combination i 
.v-radiation and triethylene melamine is more effeefr 
than treatment by x-radiation alone. Results of tl 
combined treatment are more favorable from a stas 
point both of vision restored and of minimal tir 
lapse from commencement of treatment. TEM €i 
ployed inh-anniscularly, either by itself or in coij 
bination with x-radiation, is more effective than wk| 
employed orally, due to emesis, irregularity of al' 
sorption, and resultant interference with dosage. Hi 
lower dosage of x-radiation now required in the con 
bined treatment has led to no vitreous hemorrhagt 


Of 41 women with carcinoma of tlie vulva seen in 
the course of 17 years, IS (43,9%) were seen during tlie 
last 5 years. These data suggest tliat widi die over-all 
increase in life expectancy there has been a concomi¬ 
tant rise in the incidence of vulvar malignancy. Six 
of 16 patients who were followed up for 5 years or 
more were living and well, a 5-year survival rate of 
37.5%. This result was due to inadequate therapy em- 
plo)'ed in some of the earlier cases. Of 11 patients 
adequately Heated either by radical valvulectomy and 
irradiation or by radical valvulectomy and lymipliade- 
nectomy, 6 survived for 5 years, a survival rate of 
54.5%, which approaclies an ticceptable percentage. 

A critical survey of the symiptomatology of the pa¬ 
tients with carcinoma of the vulva indicates tliat it is 
a disease of older women and of slow development, 
and that chronic irritative lesions of the vulva are 
predisposing factors. Such precancerous lesions must 
therefore be excised. Patients with coexistent carci¬ 
noma of the vulva and veneral granuloma generally 
have a better prognosis, since the accompanying in¬ 
flammatory adenitis blocks tlie lymphatic pathways, 
preventing metastases. When vulvectomy is done for 
precancerous lesions, die specimen must be cut for 
multiple section study, as previously undetected ma¬ 
lignancy may be found. If discovered, then bilateral 
groin dissection is essential. Radical surgery is the 


such as are encountered with the dosage required i 
deformities. Multicentricity of foci did not affect ft 
cure rate in either group. A failure of the combine 
group in lesions of 5 disk diameters or less was rai 
while in lesions greater than 8 disk diameters thei 
were failures by bodi methods. Use of TEM inh 
arterially is indicated as being most effective. Tl 
method is used to increase many fold the amount 
drug reaching the tumor when the tumor is large ai 
enucleation not possible, when there are tumor ce 
present at the cut end of the optic nerve at enucleatio 
and in orbital recurrence following prior enucleatio 


Use and Misuse of Acetazoleamide (Diamox) in ft 
Treatment of Glaucoma. P. A. Chandler. A. M. 4 
Ai-ch. Ophth. 57:639-643 (May) 1957 [Cliicago]. 


he use of acetazolamide (Diamox) has been 
3 ad in the treatment of glaucoma, since this cs 
lie anhydrase inhibiting drug has a pressure-lows 
effect. But this is diie solely to a lessening of t- 
i of aqueous humor production. The obstruct® 
mtflow of aqueous humor is not inauenced by«' 
ig. Treatment of glaucoma by the use of D®-, 
St be, Rrerefore, regarded as a palliative one. i ■ 
en of great value in preventing damage to 
ile other measures are employed to relieie 
idamental difficulty: obstruction to outfioi 
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.■xqueous humor. The greatest field of usefulness of tire 
"drug is in tlie treatment of secondarj' glaucoma, which 
is, by definition, a rise in ocular tension secondatA' to 
some other eye disease. If the fundamental disease 
can be cured, secondarj' glaucoma is likewise cured. 
Diamox appeared to be of great value as a substitute 
for palliative operations. There is no contraindication 
to its use, e.xcept for die unpleasant side-effects ex¬ 
perienced by some patients. 

The situation is quite different in patients widi 
angle-closure glaucoma, since the obstruction of out¬ 
flow is due to closure of the angle. In the early stages 
a simple surgical procedure effects a complete cure 
of the disease, whereas it is well recognized that in 
die late stages all treatment may fail. If Diamo.v, 
therefore, is employed along with miotics in the treat¬ 
ment of angle-closure glaucoma, the level of tension 
is no longer a guide as to the extent of closure of die 
angle. The drug should never be used as a continuing 
treatment in any form of angle-closure glaucoma, but, 
once operation is decided on, Diamox sen'es a very 
useful purpose as an immediate preoperative treat¬ 
ment in all tj'pes and stages of angle-closure glau¬ 
coma. No contraindication to the use of the drug is 
given when there is the question of controlling the 
residual increased tension. 

Report of a New Carbonic Anhydrase Inhibitor 
(Squibb-MC-9367). M. H. Balistocky and B. C. Gettes. 
Am. J. Ophth. 43:730-735 (May) 1957 [Chicago]. 

A single dose of 500 mg. of a propanyl derivative 
of acetazolamide (Diamox), known as Squibb N 
(5-sulfamoyl-l,3,4-thiadiazole-2-YL) propionamide, or 
MC-9367, w'as given orally to 30 patients unth 43 
glaucomatous eyes. Of the 43 eyes the glaucoma was 
of narrow-angle tj'pe in 13, wide-angle tv^ie in 19, 
aphakic in 5. secondary to uveitis in 2, secondarv' to 
vascular occlusion in 1, secondary' to a dislocated lens 
in 2, and secondary to intumescent cataract in 1. 
Twentv'-three patients uith 40 nonglaucomatous eyes 
were used as controls and were likewise given a single 
dose of 500 mg. of MC-9367 orally after their intra¬ 
ocular pressures had been recorded. Decreases of 6 
mm. Hg or more in the intraocular pressure were con¬ 
sidered significant and were observed in IS eyes of 
the patients in the control group. None of these pa¬ 
tients was receiving miotic therapy. 

MC-9367, when combined with the usual miotic 
drugs, was effective in reducing the intraocular pres¬ 
sure in all 13 eyes with narrow'-angle glaucoma, in 
16 of the 19 with wide-angle glaucoma, in 3 of 5 with 
aphakic glaucoma, in the 2 with glaucoma secondary 
to uveitis, in the 2 with glaucoma due to bilateral dis¬ 
located lens, and in the eye with glaucoma secondary' 
to an intumescent cataract. MC-9367 was ineffective 
in the eye with glaucoma due to v'ascular occlusion. 
In no case in which Diamox had failed was MC-9367 
effective. The greatest period of effectivity of MC-9367 
was from 2 to 4 hours after its administration. None 


of tlie patients reported any paresthesias, and no to.xic 
effects w'ere noted after a single dose of the drug. 
MC-9367 given in a single dose orally is an effective 
agent in lowering the intraocular pressure in man. 

THERAPEUTICS 

Acute Immediate Reactions to Penicillin. G. W. Lewis. 
Brit. M. J. 1:1153-1157 (May 18) 1957 [London]. 

Acute immediate reaction after injections of peni¬ 
cillins occurred in 12 patients from general practice. 
They were divided in 3 groups. The first group con¬ 
sisted of 2 physicians; 1 of them had a painful boil 
inside his nostril and w'as giv'en an injection of 1 mil¬ 
lion units of crj’staUine penicillin followed immediately 
by one of 900,000 units of procaine penicilh'n in aque¬ 
ous suspension. Nausea, swelling of the upper lip, and 
a greatly accelerated and irregular pulse rate dev^el- 
oped 15 minutes after the injection and were followed 
by loss of consciousness for 2 hours. One week later 
large urticarial lesions occurred ov'er the entire body. 
A similar reaction occimred in the other phv^sician 
after an injection of procaine penicillin in aqueous 
suspension which he administered to himself. Botii 
men had received many previous injections of penicil¬ 
lin, and it is suggested that the untoward reaction was 
due to intramuscular injection of penicillin in sensi¬ 
tized persons. Group 2 consisted of 6 patients, 3 men 
and 3 women between the ages of 34 and 60 years. 
Two of these patients received crystalline penicillin 
and 3, procaine penicillin, and the reactions in these 
were produced by accidental intravascular injection 
or back-seepage in slightly sensitized persons. The 6th 
patient had been given an injection of penethamate 
bydriodide, and his reaction may have been due to 
the knowm toxicity of thb compound, since subsequent 
injections of procaine penicillin were giv'en without 
untoward reactions. The third group consisted of 4 
patients, 2 men and 2 women between the ages of 21 
and 56, in whom the reactions were caused by acci¬ 
dental rapid intravascular injection of procaine peni¬ 
cillin suspensions. 

A scheme for minimizing the incidence and severity 
of these reactions is outlined. It includes reduction of 
incidence of sensitization, by confining oral and 
parenteral administration of penicillin to cases with 
clear indications and by abandoning topical applica¬ 
tion of penicillin; careful history-taking; and dermal 
and intradermal tests with solutions of crj'stalline peni¬ 
cillin in allergic patients with previous mild reactions. 
The interval between indivndual injections of a course 
of penicillin should never exceed 10 days, the time 
required for sensitization to become established. Care¬ 
ful technique of injection should be used. AH patients 
who once had an acute immediate reaction from the 
administration of penicillin should be given a card 
indicating this fact, and this card should be carried in 
the wallet or handbag. Suggestions are made for treat¬ 
ment. 
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Iliimnn Cnnccr; A Mniuinl for Stiulcnts nnci Plivsicinns. 
I3y Maurice M. Black, M.D., Associate Professor of PatlioJogv 
and Cluneal Palhologj-, New York Medical College, New 
^ork, and krancis D. Speer, M.D., F.C.A.P., Professor and 
Director, Departnient of Pathology and Clinical Pafhologv. 
New lork Medical College. Cloth. .S7..50, Pp. 273, with 34 
iilnstralions. Year Book Publishers, Inc., 200 E. Illinois- St., 
Chicago 11, 19.57. 

In this compact \’o}umc tlie aiit}ior.s liave accom¬ 
plished a synoptic presentation of liiiman cancer 
in terms of its biological behavior correlated with 
clinical manifestations and indications for treat¬ 
ment. Although tlicy empliasi;;c the importance of 
the balance betsvecn host and tumor as the chief 
factor in prognosis, they do not neglect the im¬ 
portance of diagnosis and treatmenr at an early 
stage u'hen possible. The book fulfills its objective 
well, particularly in the first five chapters which 
deal with cancer detection, human carcinogenesis, 
biological behavior of cancer, biochemistry of can¬ 
cer, and chemical and radiation tlierapy. The re¬ 
mainder of the book deals briefly with cancer in 
anatomic sites and systems and with remarks as to 
incidence, signs and symptoms, structure, metas- 
tases, prognosis, and treatment. In general, these 
brief and up-to-date reviews of various tj'pes of 
cancer provide valuable information for medical 
students and physicians with a general interest in 
the treatment of cancer. 

The one defect in the book is a tendency toward 
dogmatic statements. E.xamples of this are found in 
such recommendations as estrogenic therapy for 
palliation of mammary carcinoma in patients 60 
years of age and older, while the generally ac¬ 
cepted attitude is the use of antiandrogenic treat¬ 
ment based on physiological age or at five years or 
more after the menopause. The recommended in¬ 
tramuscular dose of testosterone propionate for 
palliation of mammary cancer is somewhat greater 
than that commonly used at present; 50 mg. three 
times weeWy produces the same limited benefits 
in premenopausal women as does twice this amount. 
The authors state tliat only 32% of tliyroid car¬ 
cinomas are of the papillary variety but, in most 
series, over 50% of thyroid cancers are papillary 
adenocarcinomas. Hemithyi-oidectomy is recom¬ 
mended as the treatment for thyroid cancer, there 
is no mention of the possible advantages of total 
thyroidectomy. The experience of the authors m 
chemotherapy of mammary cancer seems to have 
been more favorable than that of most of the in 
vestigators, particularly with respect to triethylene 
thio phosphoramide, a drug that has been of litt e 
value in the experience of most qualified investi¬ 
gators. The volume is well suiiplied with tables. 


graplis, and occasional photomicrographs of ex¬ 
cellent quality. There is a comprehensive index. 
An extensive bibliography appears at the end of 
each chapter. 


A Momial of Piiarmacology and Its Applications to Thera¬ 
peutics and Toxicology, By ToraJcl SoJJmann, M.D. Eighth 
ccldion Cloth $20. Pp. 1535. W. B. Saunders Company, 
-18 M . Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury' Avc., London, W.C.2, England, 1957. 


Tin’s new edition of a textbook, first published at 
the turn of the century, is written by one of the 
founders of American pharmacology. As one indi¬ 
cation of the speed ndth which pharmacology it 
moving, it might be pointed out that probably ovei 
50% of the drugs in popular use today were no 
known when the last edition of this book was pub 
lished in 1948. The aim of this textbook “is t< 
furnish a guide through the complexities of mod 
ern pharmacology—tlie actions and uses of drugs, 
in association with a critical summary of the chie 
features of the many contributions made in thi 
ever expanding field. It is presumably prepare 
primarily for use by medical students. The book : 
well indexed and, as is to be expected with a boo 
of this type, it is indexed in terms of drugs ratlic 
than of diseases for which the drugs are used. A 
in the earlier editions, only the more recent refe: 
ences (in this case tliose since 1940) are listed. Di 
spite this limitation, about 11,000 references ai 
included in the appendix. The pharmacology ( 
drugs and other chemicals of possible medical an 
biological importance is discussed in the classic; 
manner; origin, chemical and ph)'sical propertie 
absorption, fate, actions, uses, dosages, and th 
signs, symptoms and treatment of overdosage. D« 
tails of experimental findings are given to an extei 
not found in the usual textbook in pbarmacolog 
thus providing a valuable source of information 
the researcher in this field. Introductory chapte 
deal with certain aspects of pharmacy important 
the prescriber such as prescription writing, facte 
influencing the intensity of drug action, and carte 
genei'al fundamental concepts of the mechanism 
drug action. 

As is inevitable in a book of this encyclopei 
nature and in this field, there are some errors a 
controversial statements. One of these, for instar 
is the statement to the effect that during digit, 
therapy in mammals the size of the heart is 
diminished in diastole but only in systole. M 
writers on this subject now are of the opinion t 
in.-human beings, after full therapeubc doses h 
been given, a decrease in diastolic size results 
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in normal subjects and in patients with congestive 
heart failure. Again, in tire opening paragraph on 
digitalis, it would appear tliat singling out the ac¬ 
tions of digitalis effective in overcoming decom¬ 
pensation in vahmlar cardiac lesions lays undue 
emphasis on digitalis usage in such conditions. It 
would have been preferable to cite auricular fibril¬ 
lation with failure as the outstanding e.vample, as 
is done later. It is further stated that pigeons tol¬ 
erate 25 times as much digitalis as do cats on in¬ 
travenous injection. Reference to the original work 
cited, however, shows tliat pigeons are only 25% 
more tolerant than cats. For the average medical 
student and practitioner, the ready usefulness of 
the book would have been improved if more clear- 
cut comparisons (preferably in tabular form) of 
drugs ha\ing a similar general tj'pe of action or 
use, such as the various members of the digitalis 
group, the anticoagulants, the antihistaminics, and 
the opiates had been included. Like its predeces¬ 
sors, tins edition will be a standard reference book 
for students, practitioners, and research workers, 
not only for tire purpose of keeping abreast wdth 
pharmacology generally but for tire specific pur¬ 
pose of finding what studies have been done, and 
by whom, on a particular drug or chemical. It is a 
vast reserr'oir of pharmacological information. 

Practical Psychiatrj’ for Industrial Physicians. By \V. Don¬ 
ald Ross, M.D., B.Sc., F.R.C.F., .■Associate Professor of Psy¬ 
chiatry, University of Cincinnati, Cincinnati. Foreword by 
Robert A. Kehoe, B.S., M.D., Professor of Industrial Medi¬ 
cine and Director Department of Preventive Medicine and 
Industrial Health, Institute of Industrial Health and Ketter¬ 
ing Laboratory, Universih’ of Cincinnati. Preface by Maurice 
Lesine, A.M., M.D., Professor of Psychiatry and Director of 
Department of Psychiatry, University of Cincinnati. Cloth. 
S7.50. Pp, 401, with illustrations. Charles C Thomas, Pub¬ 
lisher, 301-327 E. Lawrence Ave., Springfield, HI.; Blackwell 
Scientific Publications, 24-23 Broad St., Oxford, England; 
Rj’erson Press, 299 Queen St., W., Toronto 2B, Canada, 
1936. 

Because of the numbers of people contacted and 
the amount of time spent in employment, indus¬ 
trial medicine possesses an ideal structure for the 
application of mental health procedures. An av¬ 
erage work week is about 25% of the working per¬ 
son’s waking time. In view of tire fact that these 
hours are intimately related to the economic se¬ 
curity' of the country and have special dymamic 
meanings for tire worker liimself, it is to be won¬ 
dered that recognition and grovx'th of the psy¬ 
chiatric side of industrial medicine was so late. The 
present volume is one of very' few to present the 
multifaceted psy'chiatric aspects of medicine in the 
industrial world. The author cites much material 
from his own e.vperience and from that of pby'- 
sicians in industry at large. He discusses motivation, 
fatigue and boredom, morale and absenteeism, ac¬ 
cident proneness, job stress, and various other in¬ 
dustrial medical problems. The first two sections 
consist of a short orientation in basic psychiatry. 


Inter\'ie^ving and history'-taking techniques are re- 
riewed. The author cites the 1952 American Psy'¬ 
chiatric Association “Diagnostic and Statistical Man¬ 
ual” for classification, and he leans hearily' on 
Lev'ine’s “three lay'er approach” for psychotherapy'. 
Part 3 deals wth the place of medicine in indus¬ 
try', allied social sciences, and communications and 
referrals. 

In the 18 chapters devoted to specific problems, 
many' important and provocative concepts are pre¬ 
sented. These should be of interest to the psy¬ 
chiatrist attempting to understand his patient and 
to the industrial physician seeking psy'chiatric ori¬ 
entation. In-plant and out-of-plant problems may' 
be diagnostically' separable, but they' are often best 
understood as cause and effect (in either direction). 
Psychody'namics and the physician’s contribution 
are discussed in relation to each tyTpe of problem. 
Throughout the book the author makes many' in¬ 
teresting generalizations. For example, he com¬ 
pares the value of the neurotic in industry' to the 
canary' in mining; he is unusually' sensitive to the 
stresses that affect every’one. Thus, wth perception 
and insight, the industrial phy'sician can forestall 
more wdespread trouble or discontent. Again, the 
author emphasizes the need for the physician to 
be a medical adwsor to management and to avoid 
personnel policy matters if he is to be of real value. 
The physician must be free to learn of the informal 
organization of his industry' \’ia rapport wth lower 
echelons, and he must have access to the top in 
order to facilitate his communications which re¬ 
quire executive action. This volume should be of 
value to industrial phy'sicians. It should also pro¬ 
ride good orientation for psychiatrists who accept 
referrals from these phy'sicians. 

Practical Refraction. By Bernard C. Gettes, M.D., Assist¬ 
ant Professor of Ophthalmolog}’, Graduate School of Medi¬ 
cine, Unix’ersitj’ of Pennsjivania, Philadelphia. Cloth. S6.30. 
Pp. 170, with 38 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16,1937. 

This book represents an attempt to produce a 
short manual on the technique of refraction \rith- 
out going into the details of physiological optics 
on which refraction is based. For that reason the 
neophyte trill not find that this book is adequate 
for aU his needs but should find in it many' useful 
suggestions. Mffiile most of the book is clearly 
u'ritten and should be intelligible to the beginning 
student in refraction, certain parts, such as the 
description of astigmatism, are likely to be con¬ 
fusing. Most tTOters on refraction are e.vtremely 
dogmatic as to the correctness of their orra meth¬ 
ods and the error implicit in all other methods, but 
this author is to be congratulated on his broad 
viewpoint and the recognition that all techniques 
have their advantages but that experience, skill, 
and accuracy are the most essential factors. The 
orthodox method of presentation has not been fol- 
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queries and minor notes 


PREMATURE ERUPTION OF TEETH 
To THE Ewtor;-/1 (leniist sfofcs fhaf a GVz-year-oId 
)o\i has^^ iacih ihat are coining in five years ahead 
of iinxc and ihat these teeth have so many cavi¬ 
ties that he will have no teeth left by the time he 
leaches adulthood. His deciduous teeth also showed 
many cavities, and many of them had to he ex¬ 
tracted. The dentist feels that this indicates some 
systemic disease. Comjilctc physical examination re¬ 
veals a hoy who is tall for his age and in excellent 
physical and mental health. There are no congenital 
ahnormalitics apparent nor any evidence of disease. 
Seium calcium, phosphorus, and alkaline phospha¬ 
tase levels arc within normal limits for his age. A 
careful nutritional and hygienic history indicates 
that the child eats well of all foods, including those 
containing calcium and proteins, meat as well as 
milk, and brushes his teeth frequently. He does not 
overindulge in bottled sodas, orange juice, or milk 
to the extent of spoiling his appetite for meat. His 
ancestry is mixed Irish, German, and English, so 
that, for the present, his Irish ancestors are being 
blamed for his denial difficulties. Please suggest 
further investigation, possible diagnosis, therapy, 
and prevention. If each decalcified area is filled as 
early as possible, is there any reason why the child 
should lose his permanent teeth any earlier than any¬ 
one else? Shepard G. Aronson, M.D., New York 

This inquiry lias been referred to tlnee consultants, 
wliose respective replies follow.— Ed. 

Answer.— Premature eruption of teeth may occur in 
hypergonadism, whicli may be secondary to liyperpi- 
tuitarj' function or, more rarel)', hyperthyroidism. The 
degree of premature tooth eruption cannot be evalu¬ 
ated, since this information is not available. Blood 
chemistry bindings would not be altered in rampant 
caries. The diet should be well balanced and low in 
fermentable carbohydrates. 

The patients dentist should seek the services of a 
caries control laboratory. The relative susceptibility of 
tills patient to caries and the effectiveness of the 
caries control procedures can be evaluated by means 
of counts of lactobacilli. With frequent expert dental 
care and complete patient cooperation, there is no 
reason u'h)’' the permanent teeth should be lost pre¬ 
maturely. Dental caries are related primarily to local 
environment factors that can be controlled. 

Answer.-To begin with, it must be borne in mind 
that tliere is extensive variation in the eruption pat¬ 
tern of both deciduous and permanent teeth and that 
the statement that the teeth “are coming in five years 
ahead of time” in itself is almost impossible to interpret. 
The lack of any evidence of a systemic disease would 
strongly suggest that this child’s problem is entirely 
local. There is every reason to believe that if the ex¬ 
tensive caries are managed on the basis of individual 
cavities the child should be able to maintain many ot 


J.A.M.A., Sept. 7, 15 ;- 

his teeth well into adult life. The question as toul-.'. 
er or not each decalcified area should be filled arp-; 
as possible to avoid the loss of more permanent 
IS the essence of the problem. Certainly tin’s procei- 
should be followed, and the results should beaccr 
able._ It is recommended tliat good local dental c> 
be given the child in order to prevent the spreadr 
the carious lesions and . to maintain the teeth 
are now forming the dentition. 


AiVSWEB.-Tooth eruption normally occurs over : 
wide age range around the accepted average. 
tlivToidism and hyperpituitary disease are associatt 
with accelerated tooth eruption. Caries resulting for 
systemic disease most often result from defective Ion: 
ation of enamel predisposing to bacterial erosion olft 
teeth. From the description this child has no signi: 
cant systemic disease. The early loss of teeth will oflr 
result in minor degrees of malocclusion, which predl 
poses to food being trapped and permitting overgrowl 
of oral bacteria with enamel erosion and caries fonir 
tion. The age-periods 5 ,to 8 years and 12 to 18 yea 
are periods of an unusiiall}' high incidence of carii 
The best management in such a case is good oral li 
giene and early filling of cavities with close supervm 
by the dentist. If teeth become so badly diseased tli 
they must be extracted, space retainers should be usi 
to maintain proper occlusion. No accurate progno 
can be given, but with proper care the child .slioi 
liave functioning teeth for quite a while. 


STEROIDS AND PERITONITIS 
To THE Editor:—F lense comment on the use of coi 
sone and other steroids in the management of sevi 
peritonitis, such as occurs in cases of ruptured ( 
pendix. 

William R. MosCs, i\l.D., Washington, D. C 


ANSWER.-The ti-ue value of corticosteroids and c 
coti'opia in the tlierapy of peritonitis is unknown, j 
jntion has been called to the benefits of the so-call 
nti-inflammatory and toxin-blocking effects of thi 
ormones, but knowledge of die mechanisms and s 
ificance of these phenomena is incomplete. Tin 
gents have also been shown to inhibit antibody forn 
ion in some situations, and it is clear that clinii 
(wdence of an infection’s progression or even an inti 
ibdominal catastrophe may be obscured by stero 
herapy. Thus, the question of their use is controversi; 

In spite of this contradictory evidence, however, 
s certain that relative adrenal insufficiency at tini; 
iccompanies overwhelming sepsis. To this ex'tent^ 
dogmatic statement condemning the use of sterer 
For peritonitis is unacceptable, and the following p 
seems justified and practical at the present time U 

patient auspecta-of having ; 

ciency secondary to previous steroid flierap) tk 
hormone foeatment in a stressful situation, si 
peritonitis, particularly it surgery is contejh«U 
elusive of this group, there are patients u P 
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/ho do not respond to preparation for definitive sur- 
■fiiy by the intelligent use of accepted supportive 
neasures. The addition of steroid tlierapy in the man- 
’.gement of such patients is probably justified. It must 
le emphasized, however, tliat these agents are not sub- 
titutes for conventional measures. Strict attention 
nust be paid to the surgical, antibiotic, fluid, and elec- 
Tolyte needs of the patient. The plasma deficit result- 
ng from tlie peritoneal “bum” must be appreciated 
ind replaced. It is likely tliat diis aspect of treatment 
IS often neglected. 

The surgeon responsible for the care of the patient 
recehing steroids must not be misled bj' tlie clinical 
improvement which may attend such therapy. This 
apparent improvement should not influence a prewous- 
ly formed opinion regarding the indication and need 
for surgery. Steroid tlierapy, once started, should be 
continued throughout tlie course of an acute illness. 
-Witbdrasval of these agents should he gradual and 
cautious, and it is suggested that hormonal treatment 
be terminated before antibiotics are unthdraum. In 
summary, tliese agents are not substitutes for either 
clinical judgment or proper surgical and supportive 
tlierapy. Used intelligently and cautiously, tliey may 
_ at times be helpful in tlie preoperative preparation or 
the postoperative management of patients uith severe 
peritonitis. 

ISOLATION OF PARAKEETS TO PRE^T;NT 
TRANSMISSION OF PSITTACOSIS 
To THE Editor;— In Queries and Minor Notes in the 
March 9, 1957, issue of The Journal, page 909, 
under the heading of “Hazard of Parakeets in Hos¬ 
pitals,” most pertinent questions in regard to hazards 
from these birds seemed to be answered except one 
which seems to be of considerable practical interest. 
Tresumabhj, the usual custom is to purchase one 
bird which is then isolated in a cage, entirely away 
from other birds, in the home, hospital, or elsewhere. 
How long a period of isolation is necessary so that 
the bird will be presumed to be unable to transmit 
psittacosis if it remains healthy? 

Maurice A. Walker, M.D., Kansas City, Kan. 

Ansu’er.— Incipient psittacosis cannot be detected in 
isittacine birds except by virus isolation, which re- 
juires killing the bird. Apparently healthy parakeets 
nay spread the virus throughout tlieir lives. Latency 
s essential to tlie psittacosis parasite to maintain its 
nfecUon chain. From 5 to 20% of immature parakeets 
iffered for sale may be infected. The majority of these 
»mung birds free their tissues of this infectious agent 
aitliin a few montlis, but some never lose the xlrus. 
During their “convalescence” they may be, or may 
lecome, shedders when subjected to certain stresses— 
idaptation to a different environment, e.xcessive fon¬ 
dling, chilling, and such factors. 

The following experiment vixddly illustrates that it 
s impossible to set a definite time at which a parakeet 
lan be declared not contagious. A parakeet fatally in¬ 


fected four older persons before its death from psitta¬ 
cosis; its cagemate appeared healthy. For six months 
thereafter, when this cagemate was kept in a closed 
glass cage in the laboratory" xxnth a succession of highly 
susceptible ricebirds introduced at inten’als as cage- 
mates, these ricebirds died of psittacosis. After that 
time ricebirds introduced did not become infected, but 
10 months after the latently infected parakeet had been 
picked up from the household, live xurus was foimd 
at autopsy in its spleen and hver. 

All parakeets offered for sale should be treated for 
an adequate time with feed containing an adequately 
high concentration of tetracycline compounds. Tests 
in aviaries and pet shops have shonm tliat interrupted 
oral treatment for 15 days with a total of not less than 
30 mg. of any tetracycline compound will render the 
birds noninfectious, and within a month after the ter¬ 
mination of treatment the tissues of 95 to 100% of the 
parakeets will hax'e been freed from the viral agent. 
Certainly from the standpoint of public health, un¬ 
treated parakeets should not be allowed in hospitals 
or households, 

MILK CONSUMPTION BY ADUT-TS 
To THE Editor:— A young man, aged 21 years, in good 
health, has never abandoned drinking milk with his 
meals. He dislikes coffee or tea and consumes at 
least one quart of milk daily. Should interdiction be 
suggested to prevent possible metabolic disturb¬ 
ances or the deposition of renal calculi as he grows 
older? 

Joseph Backlar, Itl.D., Richmond Heights, Mo. 

This inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Ansuth.—M ilk is an important source of nutrients 
which are needed tlrroughout life, and its continued 
consumption by adults is desirable accordingly. There 
is no evidence justifying the interdiction of the drink¬ 
ing of one quart a day by a healthy adult on the basis 
that this use might cause metabolic disturbance or the 
deposition of renal calculi. 

Ansxx"er.— The question pertaining to “potential 
metabohc disturbances” suggests cholesterol metabo¬ 
lism. Tliis whole subject is still in the realm of active 
research. If fat intake seems most important in tliis 
connection, one should recognize tliat milk is by no 
means a high-fat food (when it contains 3.9% fat by 
weight, giwng 51.3% of the total calories). On tliis 
basis milk would not seem to be the first food to be 
eliminated to reduce fat intake. If atherosclerosis were 
knoum to e.xist or if blood cholesterol levels were un¬ 
usually higli, the use of milk reduced in fat might be 
considered. This choice, however, may be contra¬ 
indicated when one considers the question pertaining 
to kidney stones. Some evidence has been reported 
relating renal calculi to xitamin A deficiency in ani¬ 
mals. If there were any question of diabetes or other 
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nietabolic disturbance interfering wilb the foJTnation 
of vitamin A from carotene, the 1,600 I. U. or more of 
pi^eformed vitamin A olitained from a quart of whole 
milk would be a safeguard. So far as the possibility 
that the one quart plus oilier intake of milk would 
make calcium intakes so high as to raise question of 
supcrcalcification is concerned, apparently even dou¬ 
bling the normal ]e\'cl of calcium intake has no such 
effect in the normal individual. Again, only if the pa¬ 
tient already had c\'idcnce of renal calculi or belonged 
to a family where the incidence of stones is high would 
there seem to be any reason to anticipate problems re¬ 
lated to the le\'els of calcium intake which are sug¬ 
gested by the ingestion of even more than one quart of 
milk daily. Until further evidence is available, it would 
seem reasonable to permit this normal young man to 
continue to enjoy his quart or more of milk per day. 

RESIDUAL IODIZED OIL IN THE BACK 
To TJiE Editor:—A patient has complained of vague 
low hack pains, essentially in the lumbar and sa¬ 
croiliac areas, for the past year; for the past four 
tcccks he has complained of areas of neuralgic pain 
over the skin of the right lower quadrant and at 
times the right thigh and right knee. The pain in the 
right thigh and right knee does not seem to follow 
the cotirse of sciatic radiation. If is fleeting in char¬ 
acter but may persist for hours; it is relieved to con¬ 
siderable extent by analgesics. Fifteen months ago a 
large intervertebral ruptured disk was removed be¬ 
tween L-4 and L-5 to relieve severe root pain in the 
left ankle and the lateral aspect of the left foot. The 
disk was sequestrated, and after this surgery the 
root pain and numbness in the left foot were re¬ 
lieved. Yet, the vague lumbar aches and neuralgic 
pains over the right lower quadrant, right knee, and 
right thigh, anteromedian, persist. Recent x-rays re¬ 
veal that “numerous small and large opaque droplets, 
presumably representing Pantopaque or Lipiodol, 
are present in the lower lumbar subarachnoid space; 
there is a suggestion of an operative defect in the 
region of the articular processes of L-4 and L-5 on 
the left side.” Spinal fusion was not done as insta¬ 
bility did not seem to be too marked. Could the 
residual iodized oil be responsible for the neuralgic 
picture and the vague low back pains? Should an¬ 
other attempt be made to remove these radiopaque 
mediums, even though the operator attempted to do 
so at the time of making the myelogram but was not 
successful? M.D., Florida. 

This inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Answer.— It is not believed that residual iodized oil 
is responsible for the vague aches and pains of which 
tliis patient complains. If the oil is broken up into 
small droplets, it would be impossible to remove it, 
even though the cauda equina were exposed surgically. 
Suggestions include rest, support, mild analgesics, heat. 


MINOR NOTES 
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- - merapeuuo measure r 

cluding encouragement, which are available. 
toms become worse, further extrusion of disk mater'' 
on the other side or at a higher level should be tv- 

sidered as a possible cause of complaints, , 

• The question of whether residual-iodfe' 

oil within the subarachnoid space causes irritation®; 
sj'mptoms has been debated pro and con for years ac^ 
probabl}' dates back to the first use of tliis substan« 
The literature contains a number of articles supportiE; 
the contention that it does cause symptoms. The fat! 
that there is a paucity of statistics-to support die ofe 
side of the argument is of no moment. Patients wk 
xlo not have symptoms do not present themselves k, 
study. Tliere must be many thousands of patient' 
going about their normal daily activities in the United 
States unth varying amounts of these nonabsorbable 
oily substances uuthin the subarachnoid space. It i' 
rarel}^ possible to remove er'ery droplet of this oil afto 
making a myelogram. Most of the patients-who have 
this oil within tlie spinal canal do not realize that i 
is there. Extensive review of the literature has no 


been carried out, but this consultant is not aware o 
any series of cases in which the removal of residual oi 
as a sole treatment for symptoms arising in the spins 
canal and attributed to arachnoiditis has resulted i 
relief of symptoms. 

If it can be determined by means of gravitations 
flow that the residual iodized oil in tins patient: 
mobile, there rvould seem to be no harm in attemptin 
its removal. However, previous to its removal it is suj 
gested that some oil be added and that myelography 1 
repeated. A recent series of myelograms done in 
mediately after the removal of herniated disks ha\ 
indicated tliat the defects seen in tlie preoperativ 
myelograms persist postoperatively in some cases. Tb 
work is not yet published. It is this consultants opink 
that, if it can be determined that the residual syw] 
toms are arising from the fourth interval, fusion of tli 
interval of the distraction type should be carried on 


ALCOHOL AND GLYCERYL TRINITRATE 
FOR MYOCARDIAL INFARCTION 

To THE Editor:— F/eose comment on the alleged dm 
ger in the use of glyceryl trinitrate (nitroglijcerii 
and/or alcohol in a coronary attack. 

M.D., California. 


ANSWER.-The expression, “in a coronary attack,”) 
terpreted to mean die pain associated with acuit 
yocardial infarction. As a rule, this attack of painij 
were and the use of morphine is indicated to conm 
le pain. The use of glyceryl trinitrate is indicat^ 
i attacks of pain caused by angina pectoris broug 
Q by effort. Patients who have myocardial infarction 
ften are in shock, and their blood pressure is o^ 
Ilyceryl trinitrate tends to lower blood press« ' 
t usually is considered to be conriamdicated b ca® 
f tliis factor, when myocardial infarction is p 
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(cohol has no specific action which modifies the 
image after acute coronarj' arterial insufficiency, 
ioreover, by the vasodilating action of alcohol, blood 
ressure is lowered and die insufficiency of the coro- 
ir)' circulation is further increased. Hence, on scien- 
fic grounds, there is no indication for the use of al- 
. ihol in the presence of myocardial infarction. 

E-TREAHSIENT OF SYPHILIS 
‘o THE Editor:— In 1942 a 42-year-old man had a his- 
forij of a penile sore at the age of 22. Serologic ex¬ 
aminations revealed 4+ Wassermann and Kolmer 
reactions, a clear spinal fluid with a cell count of 60 
per cubic centimeter, a 4-\- spinal fluid reaction, and 
a paretic type of colloidal gold curve. Between May 
and August of 1942 the patient was given a total of 
59 Gm. of tryparsamide. Subsequent tests in 1946 
included a spinal tap, with all tests negative, no 
colloidol gold cnroc, 24 - Wassennann and MoT.'xini 
reactions, a doubtfully positive Kolmer reaction, and 
a doubtful J-j- Kahn reaction. In May, 1947, the 
Wassermann and Mazzini reactions were 4-f-; 
the Kolmer reaction was 2-j-. In August, 1947, the 
Mazzini reaction was 4-f-, and the Kolmer reaction 
was 4-{-. In 1954 the patient came in complaining of 
dizziness. Further tests showed a doubtful 2-f- 
Mazzini reaction and a weakly reactive Venereal 
Disease Research Laboratory test. The patient was 
referred to a neurologist icho felt that he should 
have a repeat spinal tap and that his then present 
condition was a manifestation of syphilis of the 
central nervous system. The patient, however, re¬ 
fused to have another spinal tap because of a severe 
headache after his last one. This year the patierrt 
came in for an insurance examination. Blood sero¬ 
logic tests revealed a weakly reactive Venereal Dis¬ 
ease Research Laboratory test and a nonreactive 
Kolmer test. A spinal tap revealed a clear fluid with 
a total protein content of 32 mg. per 100 cc. Vene¬ 
real Disease Research Laboratory and Kolmer tests 
were both nonreactive. At the suggestion of the 
state laboratory a Treponema pallidum immobiliza¬ 
tion test was done on March 30, 1957, and was re¬ 
ported by the Communicable Disease Center, Ve¬ 
nereal Disease Research Laboratory, Chamblee, Ga., 
as follows: Treponema immobilization test, reactive; 
Treponema immobilization complement-fixation test, 
reactive. The only positive sign of syphilis is a 
slightly larger right pupil, but both pupils react to 
light and accommodation. The patient is completely 
asymptomatic and apparently has had no treatment 
since the original treatment with tryparsamide in 
1942. How should he be treated? 

E. G. Bourns, M.D., Westfield, N. J. 

ANsuTai.—The patient in question should now be 
■eated with 6 to 10 million units of a repository peni- 
iUin product, e. g., procaine penicillin-in-oU or Bicil- 
n, given in 10 to 16 injections two or three times a 
'eek This adxdce is giv'en not because of the persist¬ 


ent blood serologic tests or of the positive Treponema 
immobilization and Treponema immobilization com¬ 
plement-fixation tests in blood and/or spinal fluid; 
these are of relatively littie importance. It is also given 
in spite of die fact &at the most recent e.vaminations 
of tlie spinal fluid (cell coimt not stated) are normal 
as to total protein content and serologic tests. 

The adsdce is given because the inquirer indicates' 
that die only antisyphilitic treatment which the patient 
has had for neurosjqihihs (presumably asymptomatic 
in 1942) was 39 Gm. of tryparsamide. This is not 
enough treatment to provide him udth much security 
for the future. The penicillin treatment adsdsed maj' 
be regarded as prophylactic and should offer him 
about 95% security for the future. 

DRYNESS OF MOUTH AND TONGUE 
To THE Editor:—A patient, aged 70 years, has had 
an absolute dryness of the mouth and tongue for the 
last two years. Examination is negative except for 
moderate obesity and associated hypertension, 
which has been corrected, and mild conjunctivitis. 
The salivary glands are not unusual. Complete 
blood cell count, urinalysis, nonprotein nitrogen 
level, blood cholesterol level, and blood electrolyte 
concentrations are all within normal limits. Basal 
metabolic rate and radioiodine {'F'”) uptake are nor¬ 
mal. The patient is not a mouth breather. He states, 
however, that there are occasional periods in which 
the mucous membrane has a little moisture. What 
can be done to help this patient? 

J. Will Fleming ]r., M.D., Moberly, Mo. 

This inquiry' has been referred to two consultants, 
whose respective replies follow.— Ed. 

Ansuhr.— It is possible, and perhaps likely, that die 
medication used for control of hypertension is respon¬ 
sible for the di^mess of the mouth and tongue. This is 
a common complaint of patients who are recehdng 
Rauwolfia-like preparations. Dr)' mucous membrane in 
the mouth is sometimes seen in association with the 
phar)'ngitis sicca which usually accompanies both true 
atrophic rhinitis and the atrophic 1)^6 of chronic rhin¬ 
itis often present in elderly people. The latter may 
evidence endocrine changes after the male or female 
climacteric. Checking hypertensive drugs used for this 
patient and the administration of potassium iodide, 0.3 
Gm. tliree or four times daily, together with an ade¬ 
quate fluid intake, might help this patient. 

Anssveh.— The condition described would seem to 
meet the requirements for classification as Sjogren’s 
s)'ndrome. According to Dorland, this syndrome is 
characterized by “dr)'ness of all mucous membranes, 
resulting from deficient secretion of the glands, partic¬ 
ularly the lacrimal and salivary glands, those of the 
upper respirator)' tract, the sweat glands, and the 
glands of die stomach.” The s)'ndrome usually appears 
in elderly people. There is no known treatment which 
has a general effect. Locally, artificial tears can be 
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used in the eye wJicnever llic symptoms require The 
most satisfactory of the arHficial tears is Isopto- 
Alkaline Opluhalnnc Solution. Cortisone applied local- 
ly to the eye ha.s an ameliorating effect for some pa¬ 
tients u'lio have this syndrome, hut when it is taken by 
moutli itis of no value. 


STERILIZATION OF SHOES 

To riu- Emron-.-ls there a method of sterilization of 
rental shoes with skates which the owner of a roller¬ 
skating, link might use to cut down the incidence of 
■Miesfoor? M.D., Panes,jhania. 

Tin's inquiry has been referred to two consultants, 
whose rc.s'pcctive replies follow.-En. 

Axsu’Eh.—T here is no satisfactory method of ster¬ 
ilization of shoes. Strong fungicides, such as formalde¬ 
hyde, even if effective would cause in some individuals 
an irritation and sensitization. Furthermore, they 
would in time damage the shoes. It is therefore recom¬ 
mended that to keep the feet and shoes dry a bland 
dusting powder composed of the following'be used; 
bismuth subgallatc, dr. (5.8 Cm.); zinc sterate, 
3 dr. (11.6 Gm.); amylum, 4 dr. (15,5 Gm.); and tal¬ 
cum, 4 oz. (124.4 Gm.). This powder should be 
sprinkled in the shoes before and after they are used. 

AxswEn.—In “Diseases of the Skin” by Ormsby and 
Montgomery (ed. 8, Philadelphia, Lea & Febiger, 
1954), tliere is the following passage on sterilization 
of shoes; 

Cleanse tlic shoes of e.vtraneoiis debris witli mild soap and 
water; dry witli a cloth; place a wad of cotton in eacl) shoe and 
.spread out to form an insole; pour onto this insole (in each 
.shoe) 1 teaspoonful of solution of formaldeh)'de ( U.S.P.) dilut¬ 
ed in 1:10; put shoes in paper box; close and wrap in paper and 
leave shoes in box at least six hours; rcino\'e shoe.s from box, re¬ 
move and discard cotton; place them in air for riventy-four 
hours; apply saddle soap to all parts of shoes, and allow to dry; 
poli.sh. The formaldehyde can be neutralized by placing the 
shoes in a 0.5 per cent solution of sodium bisulphite for two 
minute.s. 

For a business organization, carrying out the above 
would be a verj' difficult assignment. Finding compe¬ 
tent, conscientious help tvould be an insurmountable 
difficulty. There is also to be taken into consideration 
the effect of formaldehyde on leather, and the use of 
aqueous solutions on leather would be harmful as 
well as dangerous owing to the use of metal and 
leather. It would probably be better to impregnate 
socks in a fungistatic or fungicidal solution, dry same, 
and supply each customer with same, compelling use 
over the customers onm socks. The best idea would 
be to compel eacli person to supply bis own shoes 
with skates. At the present time, when parental mone¬ 
tary allowances have assumed such fantastic propor¬ 
tions or odd jobs offer such rich monetary rewards, 
tliis would not be a prohibitive expense especially 
when a contagious disease so difficult to cure is in¬ 
volved. 


J-A.M.A., Sepi. j: 

anticoagulant therapy 

To TOE Editor:-A patient was admitted to ikj 
pital with a questionable diagnosis of a b 
tumor. An angiogram was done and then aw': 
idogram, after which a diagnosis of a 
thrombosis (middle cerebral) was made. Aflp!:- 
trofion of Dicumarol was ordered, with f 
prothrombin time tests. The patient has hen, 
ceiving this drug for tioo weeks prior to writml 
is about to be discharged from the hospital ;■ 
he and his family have been told hj consultants ( 
he will he all right. He is to continue the Dicmc 
therapy at home, with a biweekly prothromhin li- 
test, under his physicians supervision. The lik, 
ture states that Dicumarol is a dangerous drtipc 
that it has no effect on an already formed ihromh. 
its effect being simply to prevent the formation: 
further clots. Can the drug be given for an indefri 
period of time? m.D., Rhode Islani 


Answer.— Dicumarol may be given indefinitely, pn.-. 
vided tliat fairly frequent prothrombin determinafe 
are made. The patient must have had his Dicumatf 
medication well established during his hospital sta; 
and therefore a continuation of the present dosac 
with twice-weekly protlirombin determinations, woti 
be quite safe. Dicumarol is a dangerous drug unit, 
properly supervised. 

The original damage from the cerebral tliromhof. 
is still there. The purpose of the Dicumarol tlieraf 
is to minimize tlie dangers of repeated recurrences t 
clotting. It is presumed that blood cholesterol delf; 
minations have been made, for in many cases of cert 
bral thrombosis tliese levels are apt to be elevated. 1 
such is the case, tlie patient should have a relativel; 
low fat intake, in addition to his medication irith tt 
cumarol. Both of these metliods of treatment are pre 
cautionary only and do not correct the original damage 


NYLON SUTURE MATERIAL 


To THE EoiTOR-.-Ordinary monofilament nylon fisJm 
line has been used as a suture material for years toil 
excellent results. It is now desired to use nylon ski 
sutures (not buried) and to sterilize this material i 
suitable lengths from bulk spools. Initial expen 
ments have indicated no change in length or bred 
ing strength after Toutiific steani autoclaving. 77< 
772 aterial most available is ordinary fishing line of it- 
type intended primarily for spinning reels. Is ik 
material likely to have been treated with any c/ieir. 
ical which might cause unfavorable tissue reacW 
or interfere in some other way with its use aserJ- 
ture material? Also, what would he the recor.- 
mended method of sterilization if aiitoclam ^' 
deemed undesirable? 

Wayne E. Armstrong, M.D., Gwinn, Mick 


ANSWER.-While one can use ordinary 
Aon fishing line as suture material for skin Clar ¬ 
is much preferred that nylon sutures prepared ; 
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eputable manufacturer of suture materials be util- 
d. Tlie manufacturers of fishing lines may subject 
; nylon to treatment udth various chemicals for the 
rpose of plasticizing and waterproofing the lines. 
'estuflFs of unknown origin may be utilized to color 
j nylon fishing lines. Such treatments may var\' 
>m manufacturer to manufacturer. Suture manufac- 
;ers who label tlieir nylon sutures as "U. S. P.” 
oducts are required to meet the specifications for 
inabsorbable surgical sutures as outlined in the Phar- 
acopeia of tire United States U. S. P. XV. If a coal-tar 
'rivative dyestuff is utilized to color a nonabsorbable 
hire, the manufacturer of that suture is required to 
ilize a dyestuff tliat is certified by the United States 
ood and Drug Administration. Nylon can be steril- 
ed satisfactorily by autoclaving under standard con- 
‘tions. 

BEATMENT FOR LEPTOSPIRAL DISEASES 
'o THE EnrroR;—IVhflf is the current treatment for 
leptospirosis icterohaemorrhagica (WeiVs disease) 
and leptospirosis canicola (Stuttgart’s disease)? Are 
the spirochetes sensitive to any known antibiotic, 
and, if so, what is the recommended dosage? 

M.D., Montana. 

Ansutir.— There is no really satisfactorj' treatment 
br these two diseases. Penicillin, Aureomycin, Terra- 
nycin, and streptomycin are all moderately effective 
n who, but in vivo their effect is not clear-cut. It is 
rrobable that these antibiotics are reasonabl}' effective 
f given before tlie onset of symptoms or during tlie 
'irst few da 3 's of illness. Terramj'cin and sheptomj'cin 
ire probably the best. The former should be given 
■XI doses of 2 to 3 Gm. and die latter in doses of 2 Gm. 
a daj'. Treatment after die infection has become estab¬ 
lished is of doubtful, if any, benefit. 

ECTOPIG GASTRIG MUCOSA 
To HIE Editor:—P/ casc supply information concern¬ 
ing ectopic gastric mucosa. Could this be the cause 
of a tumor, and what is its clinical significance? 

William G. Abel, M.D., East Hampton, N. Y. 

Answer.— The presence of epitiielial elements of the 
gashointestinal hact ivithin the wall of the stomach 
is not rare. These are developmental anomalies and 
not true neoplasms in die sense of being uncontrolled 
new growths of tissue. Nevertheless, because of their 
gross appearance they are frequendy included in class¬ 
ifications of benign tumors of the stomach. Terms 
applied to these lesions include “heterotopic or ectopic 
pancreatic tissue,” “adenomatous tumors,” and “adeno- 
myomas.” The foci of ectopic tissue, which are usually 
solitar)', occur anywhere in the stomach and are most 
common in die submucosa of die pjdoric portion. 
Grossly, these lesions may result in projecting masses 
or diffuse tiiickening of the gastric wall. Some are 
cystic, and occasionally a duct opening into die lumen 
of the stomach may be present and even demonstrated 


b}' x-ray examination. The overljing gastric mucosa, 
which is usually intact, maj' occasional!}' be ulcerated. 
Microscopically, pancreatic tissue, the duodenal glands 
known as Brunners glands, and glands like those of 
die stomach or colon may be present. Pancreatic tissue, 
with acini and ducts and wthout islets of Langerhans. 
is most frequent. VTien the ectopic tissue is in the 
muscularis, proliferation of muscle about die epithelial 
elements, as in adenomyomas (endometriosis) of the 
uterus, is common. Clinical manifestations include epi¬ 
gastric pain, pyloric obstruction, and occasionally hem¬ 
orrhage. A few reported cases of carcinoma have been 
thought to originate in such heterotopic tissue. 

OCCUPATIONAL DISEASE IN THE 
TANNING INT)USTRY 

To THE Edttob.:—K indly supply information regarding 
morbidity in tannery workers who are exposed to 
potent chemicals. 

T. J. Kern, M.D., Hartford, Wis. 

Ansu'er.— Up to a few decades ago, the tanning in¬ 
dustries were a prolific source of occupational diseases 
as to bodi number and I'ariet}'. In 1925, Minster pub¬ 
lished a paper on hazards in the tanning industr}’ 
(/. Indust. Hyg. 7:299, 192-5). These hazards involved 
both bacterial and chemical exposures. At that time 
die outstanding opportunities for damage centered 
about the cliromates, benzene, hydrogen sulfide from 
the decomposition of organic matters, and divers tan¬ 
nins, both natural and sxmthetic, the former embracing 
several exotic woods, such as quebracho. There are 
several forms of tanning which are almost distinct 
enterprises. These include the tanning of sole leather, 
shoe leather, upholster}' leather (the latter two forms 
invobong coating operations), and, finally, special 
and fine sltin leathers, such as those used for gloves. 
Sx'nthetic leadiers and substitutes for leather have 
enormously modified tanner}' operations. At the pres¬ 
ent time the e.xposures in the tanner}' industries have 
so well been brouglit under control that the incidence 
of occupational disease is low. The total number of 
diseases scarcely warrants group compilation or sta¬ 
tistical analysis. Dermatitis remains the chief threat, 
wTth the chromates and tannins constituting die major 
offenders. 

PSORIASIS AND GARLIC 

To THE Editor:— Is there any clinical evidence that 
garlic extract is of any value in the treatment of 
psoriasis when applied topically? M.D., Maine. 

Ansu'er.— Psoriasis is a therapeutically erratic dis¬ 
order for which practically everything has been rec¬ 
ommended for treatment. Garlic has been suggested 
for the treatment of a long list of entities. It was in- 
ewtable that the two should meet in the treatment of 
psoriasis. Garlic itself is not only unpleasant to the 
olfactor}' organ but is irritating to the skin when ap- 
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plied locally. Pa-.soiial experience with tlie topical ap¬ 
plication of garlic has ])ccn confined to a group of lepers 
isolated in a separate cottage. Ambulatory ixsoriatics 
would not l)c pleased with the cutaneous Inirns pro¬ 
duced by such applications or by the social ostracism 
that u'ould greet one with garlic on the skin. Garlic e.\- 
tiacl Lihlcis, such as those used in the treatment of 
h)'pei tension, and c.vtracls of this plant (Allium sativum) 
are characterized by the odor that has become diagnos¬ 
tic of garlic in the x'icinity. Before accepting this agent 
as an efleefive treatment for psoriasis, a great deal of 
work is necessary to establish its efficac}'’ in this .spon¬ 
taneously remittent disease, to mask its odor, and to 
eliminate those factors that burn the .skin. 

TREATMENT AFTER RADICAL MASTECTOMY 
To THE Editoh:—A 50-yc(ir-ol(] ivoiiidii, four ijeors past 
the menopamc, noted a lump in the right breast. 
Examination disclosed a mass about 4 in. in dia¬ 
meter. A frozen section showed it to be malignant, 
and a radical resection was performed. Pathological 
report showed 14 axillary nodes to be invaded by 
inetasfases. The tumor was adenocarcinoma. There 
is no other spread. Should this patient be subjected 
to deep x-ray therapy or to an ovariectomy or hor¬ 
monal therapy as a precautionary measure? 

M.D., Massachusetts. 


MINOR NOTES 


J.A.M.A., Sept, I',' 


after operation. Psychotherapy, tranquilizing fc- 
or barbiturates suggest themselves as preferaK; 
nates to either testosterone or estrogen therapy m'.' 
iieving what is a temporary inconvenience. 


ENURESIS 

To THE EDiToiu-T/ie superintendent of a boijs’h- ' 
has asked me for information concerning a groDj), 
bedwetters, aged 14,15,16, and even 18 years. Ih ' 
hoys have been given % grain (50 rng.) of epheiii- 
sulfate each night before retiring and have had^i>- 
results while the drug has been administered-jDr 
of them have been cured. Is there any dangeri 
the prolonged use of ephedrine sulfate in Ik 
youths as far as cerebral stimulation or other comp! 
cations are concerned? 

John F. Raycroft, M.D., Brooklyn, U.]. 

Answer.— This consultant cannot sympatliize ml 
drug treatment of enuresis as a general procedure, be¬ 
cause it is often merely a placebo, and tire conditiot 
evades diagnosis. Enuresis is most frequently a ps; 
chiatric sjmiptom in a multisymptomatic psychiafe’ 
disorder. The superintendent of the home should ol 
tain psychiatric service for tlie youths. Enuresisis. 
sign of an.viety and psychopatliological immaturity t 
ego development. 


Answer.— There is a great difference of oirinion in 
regard to this query. The consensus would be that this 
patient should have x-ray therapy to the supraclavicu¬ 
lar and internal mammary areas on the side of the 
lesion and should not have an os'ariectomy or hormo¬ 
nal tlierapy until positive indication arises. 

ENDOCRINE THERAPY AFTER REMOVAL 
OF MALIGNANCY 

To THE Editor:—A woman, aged 46 years, had a radi¬ 
cal mastectomy for a malignancy of the breast about 
two years ago but no irradiation. The lymph nodes 
dissected from the axilla were normal, and there 
have been no signs of regrowth or metastasis to date. 
Would there be any contraindications to using 
testosterone for relief of severe menopausal 
symptoms? Leo. J. Greenberg, M.D., Chicago. 

ANSWEn.-At the age of 46, this patient probably 
has ovarian failure from organic senescence, witli low¬ 
ered estrogen activity and perhaps some elevation of 
17-ketosteroids. She has “severe menopausal symp¬ 
toms,” which probably means “flushes” and vasomotor 
instability. Tliere is still discussion as to the effective¬ 
ness of sex hormone therapy in the relief of such symp¬ 
toms. There apparently are no metastases and no 
evidence that the tumor was “estrogen dependent. 
As is known, there is no direct evidence that estrogens 
are carcinogenic agents in the human. However, most 
physicians would be unhappy with the addition of 
anv sex steroid in a patient who has no evidence of 
recurrence or metastasis of breast cancer two years 


GENERALIZED ATOPIC DERMATITIS 
To THE Editor,--T/ ie answers to the query concernk 
the management of atopic dermatitis in The Journt 
for March 80,1957, page 1197, demonstrate the neci 
for more complete understanding of this “strongi 
disease.” Atopic dermatitis, or neurodermatitis dis- 
seminata (atopic eczema), in all but very yomi 
infants does not appear to be a manifestation c, 
specific allergy, with extremely rare exception 
Elimination diets, cutaneous testing, and desensiti 
zation lend little to the management of this disease 
in fact, they are generally useless. 

The etiological factors in atopic dermatitis aw 
in duodenal ulcer, ulcerative colitis, migraine, am 
some cases of asthma and rheumatoid arthritis ap 
pear to be similar, if not identical. It is a stress com¬ 
plex, the skin being the organ which reflects ih 
emotional tone of the individual, although oiha 
organs or systems may also be affected simultane¬ 
ously or alternately. Emotional factors dominate^! 
the trigger mechanism in the exacerbations of ik 
disease in those persons who constitutionally read 
cutaneously to stress. The type of emotional rfis- 
turbance, of course, varies, although infantile am- 
tildes, repressed aggressions, fears of i(idure aai 
guilt complexes seem to be common. 
management, especially in groups of such nuliu - 
uals, appears to be useful as adjuvant therapy, in 
viduaUherapy generally has not been . 

Hospitalization or drastic 
activities is probably not desirab e, un rp 

specific indications for such, as in the case of 
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secondary infection or other important complica¬ 
tions. Adjustment to the normal stresses of everyday 
life is a necessity, and the elimination of these 
stresses for periods of time, although it generally 
will give relief, does not make for the development 
of a satisfactory adjustmej^t. Compulsive activity is 
better controlled by insight than by enforced stop¬ 
page; activity is actually a means toward remission. 

The use of steroids, locally and/or parenterally, is 
of considerable aid in the control of exacerbations 
and for maintenance of severe conditions. If the 
patient is under careful observation and the smallest 
doses are used for control, there seems to be little 
attendant danger of undesirable side-effects in re¬ 
lation to the atopic dermatitis. It is important that 
dosage he gradually diminished. Rarely, tranquiliz¬ 
ers and sedatives have demonstrable desirable ef¬ 
fects. Indicated local measures aid in the healing of 
severely affected areas; antibiotics are useful in the 
control of secondary infectious processes. 

A fuller understanding of this common distressing 
disease, as well as its relation to other dermatological 
and systemic diseases, is greatly to he desired. A 
research foundation for the study of atopic derma¬ 
titis shouM be organized and endowed to this end. 

IF. F. Edmundson, M.D. 

IF. B. Guy, M.D. 

7026 Jenkins Arcade 
Pittsburgh 22. 

The above comment was referred to one of tlie con- 
ultants who answered the original querj', and his 
eply follows.— Ed. 

To •ran Editob:— r/ie comment is a well-considered 
presentation of the physicians’ concept of atopic 
dermatitis. One must agree that a fuller understand¬ 
ing of atopic dermatitis, as well as the establishment 
of a special research project or foundation for its 
study, is to be desired. Such efforts have been made 
in the past but unfortunately did not meet with 
success. 

As yet there is great confusion and disagreement 
about the etiology of atopic dermatitis. Recent ar¬ 
ticles by Cans (Tr. St. John’s Hosp. Dermat. Soc., 
no. S7, p. i, 1956) and Baer (Excerpta Med. [sec. 
13] 11:47,1957) well present the conflict of opinion, 
and so does the recent controversy on the role of 
allergic factors in atopic dermatitis in the corre¬ 
spondence and editorial sections of the Journal of 
Allergy (J. Allergy 27:293, 480, and 483,1956). The 
Pennsylvania physicians add their concept to the 
controversy. 

Atopic dermatitis always has been a mysterious 
disease which has given rise to much speculation. The 
French authors who first clearly set apart atopic 
dermatitis as lichen simplex chronicus (Vidal), neti- 
rodermatifis (Brocq), and prurigo diathesique (Bes- 
nier) some 70 years ago proposed “autointoxication” 
and nervous elements as etiological factors. In the 


1920’s and 1930’s allergy became the fashion of the 
day, to be followed by the concepts of psychoso¬ 
matic disorders; now it is the stress complex, which 
according to Selije is the common denominator of 
disease. Most of these theories have been proposed 
by men of great knowledge and insight into the 
problems. Yet there is a tremendous difference of 
opinion. Obviously a simple hypothesis will not do. 
One may well accept stress as a mediator of various 
underlying factors, such as allergic, emotional, in¬ 
fectious, and endocrine, in persons endowed with a 
peculiar physical and psychological make-up. 

There are some statements in the comment of the 
Pennsylvania physicians which should not go un¬ 
challenged, such as the fact that allergic manage¬ 
ment is generally useless. Allergy plays a great role 
in some cases of atopic dermatitis at every age, 
although it is only one factor in the picture; in infan¬ 
tile eczema it is frequently of decisive importance. 
As the patient grows older, other factors, especially 
emotional, become more important. Hospitalization 
in severe cases is of great help so as to give the patient 
rest and allow a thorough allergic and psychiatric 
investigation to be made away from the physical 
and emotional home environment. It is at times the 
only means which demonstrates to the patient that 
something can be done for him. 

Management of atopic dermatitis is not necessarily 
dependent on the administration of this or that me¬ 
dicament or the application of this or that theory. It 
depends much more on the physician, who has an 
interest in the disease and takes the time to give his 
patient care and understanding, and on the patient, 
who is confident that his physician is willing and 
able to help him. 

MONAETICULAR ARTHEITIS AFTER 

POLIOMYELITIS VACCINATION 

To THE Editor:— Apropos the answer to a query in 
The Journal for June 29,1957, page 1035,1 should 
like to call attention to the fact that monarticular 
arthritis can occur after poliomyelitis vaccination 
and that this can be evidence of an acute gouty 
attack. 1 make this statement because a 35-year-old 
man, who had never suffered previously from an 
acute attack of gout, had three such attacks during 
a seven-month period last year, each within 12 hours 
after his “polio shot.” The response to the admin¬ 
istration of colchicine and the clinical picture were 
typical of gout. I feel certain that other physicians 
ivill have a shnilar experience as more of the polio¬ 
myelitis vaccine is used on adults. It is not unusual 
for other substances, such as liver extract, to pre¬ 
cipitate a gouty attack. I should suspect that the 
high nucleoprotein content of killed viruses might 
account for such a diathesis. 

Arnold H. Radish, M.D. 

435 N. Roxbury Dr. 

Beverly Hills, Calif. 



OUEHIES AND 

SALTING FRESH MEAT TO REMOVE BLOOD 
To rmJLmrow.-ncjcrcncc is made to the query con¬ 
cerning the salting of meat and its relation to a salt- 
frecjlict, which appears in Thk Jouhnai. /o;- July 6, 
1957, page 1174. In the correspondence section ofTim 
JounNAL for Dec. 19,1953, page 1472, data provided 
indicate that meat processed according to Jewish 
dietary law has its sodium content increased re¬ 
markably. However, if the salting is not excessive, 
cooking takes out practically all the added sodium. 
Additional comments of interest with respect to 
salted meal and its treatment by boiling, broiling, 
frying, or roa.sling have been made in the corre¬ 
spondence section of Thk Journal for March 27, 
19.54, page 1114. 

George X. Trimble, M.D. 

Medical Director, St. Elizabeth Hospital 

1044 Belmont Ave. 

Youngstown 4, Ohio. 

Tlie above coninient was referred to tJie consultant 
who answered tJie original queiy, and his reply fol¬ 
lows.— Ed. 

To THE EmToi\:—lt has been almost four years since 
the publication of the letter in The Journal about 
salt-poor diet and Jewish dietary laws, and some of 
the information could well bear repeating. Dr. 
Bruno Kisch has given some data indicating that 
the processing of raw meat according to Jewish 
dietary law increases the sodium content remark¬ 
ably. He found that an average piece of beef con¬ 
taining 55 mg. of sodium per 100 Gm. before being 
salted contained 234 mg. per 100 G???. after being 
salted according to the usual Jewish dietary laws. It 
was shown that, if salting is not excessive, cooking 
takes out practically all the added sodiu7n. The soak¬ 
ing of salted meat in cold or warm water before 
cooking removes the salt sprinkled on the sinface 
quite well, especially if the amount of salt is not ex¬ 
cessive. It seems that, if treated meat is to he used 
in a salt-poor diet, the cook should use a minmnun 
of salt, allow the meat to stand only for the religious¬ 
ly permissible period of time, and cook the meat in 
a generous amoimt of fluid and throw away the 
broth. 

PROLONGED STEROID TREATMENT 
OF ASTHMA 

To THE Editor:-A part of the answer by the ^rst cori- 
sultant to the query regardmg prolonged steroid 
treatment of ostluna in The Journal for March 9, 
1957, page QOS, is, in my experietwe, wrong. I refer 
to the sentence wherein the consultatd deprecates 
skin testing for food allergy in children. 

If there is any age group in which food-allergy skin 
tests closely approach the clinical findings, U is in the 
case of children. In this group such foods as nuts, 
ftsh, eggs, milk, and cereals frequently alert- the ex- 
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perienced allergist to one or more of the 
tlw allergy, since the younger the patient them'-- 
is the possibility of food allergy being a factor 
Its detection is expedited by skin tests 
lized. ^ '■ 

In this connection the difficulties in the pan c 
well os at the present time stem from certain facton 
1. The technique is poor; a control must he iwct/uiii 
each series of tests so as to evaluate hypersensitiu 
reactions, which are really negative but are ofia- 
times called positive, with consequently incorm 
interpretation and clinical result. 2. Skin testing I 
not a laboratory procedure but requires the personi 
services of a skilled allergist, both from a safehj-io- 
life standpoint when intracutaneous tests are per¬ 
formed and for the expert evaluation of the finding 
(correspondence section, J. A. M. A. 152:355 [Mq 
23J 1953). David L. Engelsher, M.D. 

178 E. Mount Eden Ave. 

New York 57. 


PEDIATRIC DOSAGE OF STEROIDS 
To the Editor;—T/ ns is with reference to a sfatemen! 
of the consultant in his answer to a query concerning 
pediatric dosage of steroids which appeared in Tm 
Journal for July 6,1957, page 1174. 

The consultant stated: “Prolonged use of cortisone \ 
will suppress growth of children when used in doses \ 
of 45 mg. or less per square meter of body surface 
daily!’ I believe the phrase “or less” should reolltj 
read “or more,” inasmuch as a report on the effects 
of cortisone therapy on the growth of children 
(Blodgett and others: New England J. Med. 254:6-38, 
1956), from which possibly the consultant derived 
his information, states: “A minimum of 45 mg. per 
square meter [of body-surface areaj per day was re¬ 
quired to reduce the growth rate of endocrine- 
normal children.” 

This statement bears out some observations bi 
Hill on this subject (New England J. Med. 253:821 
1955), pointing to the fact that, in a series of allergk 
children whom he was treating with cortisone ovei 
prolonged periods of time, no evidence of retarda¬ 
tion of growth could be found sufficient to tvarremi 
withholding cortisone when it was needed. 

George X. Trimble, M.D. 
St Elizabeth Hospital 
1044 Belmont Ave. 
Youngstown 4, Ohio. 


The above comment was referred to tlie consultast 
who answered the original query, and his reply fo- 
lows.— Ed. 


•he EDiTOR:-The physician is correct The state- 
mt should read: “Prolonged use of corttsone nis 
ppress growth of children when used m doses cj 
' m<i. or more per square meter of body s rj 
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WASHINGTON NEWS 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Most Major Health Bills Await Action Next Year 
National Commission Proposed on Influenza 
Social Security ‘Medicare’’ Plan Suggested 
VMIF Reports on Welfare and Retirement Fund 


FEW BELLS ENACTED IN FIRST SESSION 

No surprises de\’eloped in medical legislation 
dining tlie closing days of tlie first session of the 
S5th Congress. As a consequence, only three bills 
in tliis field were signed by tlie President in the 
last week of tlie session. 

One again makes federal inspection of poultry' 
mandator)', witli tlie processors paring all costs. 
The Department of Agriculture will be in charge, 
with tlie secretaiy' deciding w'hich of sei'eral divi¬ 
sions of tlie department rvill do tlie actual w'ork. 

In addition to assuring wholesomeness of poultiy' 
and poultiy' products put on the market, the new' 
law' aims at maintaining sanitaiy' facilities and 
practices at slaughterhouses and processing plants 
and requiring correct and informative labeling. 

The otlier trvo bills enacted in the final w'cek 
amend vocational rehabilitation programs. One 
authorizes continuation of old grants (as long as 
left-over money remains) to e.xpand and improve 
state plans, and the other permits tliree-year training 
grants in I’ocational rehabilitation and physical 
medicine, instead of the former tw'o-year limit. 

Nor w'ere tliere many bills enacted earlier in tlie 
year. One important one amended the selective 
ser\'ice act to limit special obligation to physicians 
through age 35 w’ho have received deferments. 
Under it doctors may be called because of their 
professional status, rather than by tlie age groups 
which govern call-up of otlier men. 

In another amendment. Congress changed a law' 
enacted only last year tliat set up a new' program 
of federal assistance for the medical care of public 
assistance recipients. Early this year several states 
discovered tliat unless some changes w'ere made 
tliey w'ould not be able to take advantage of the 
full federal offer, and in at least one case the state 
W'ould be getting less federal aid tlian previously. 
The law' corrected this situation. 

In its effort to improi’e tlie medical care of In¬ 
dians, the Public Healdi Sen'ice, which took o\'er 
this responsibilit)' in 1955, endorsed a bill to have 
tlie U. S. make grants for construction and equip¬ 
ment of hospitals to be used by Indians and non- 
Indians alike. It W'as e.xplained that Hill-Burton 
grants w'ere not always the answ'er, because many 
communities on or near resen'ations operate on 


such a low' economic scale that they are unable 
to raise the sponsor’s share needed to quafify for 
HiU-Burton loans. This bill passed late in the ses¬ 
sion. 

Aside from tliese measures, veiy' few' health or 
medical bills even made their w'ay out of com¬ 
mittees. The National Medical Foundation for Eye 
Care, supported by the American Medical Associa¬ 
tion, opposed a section of the bill that w'ould have 
given optometrists the same pay and status as physi¬ 
cians, but neitlier organization opposed the pay 
increase section of tlie biU. The bill was reported 
out of the House Veterans Affairs Committee, but 
there w’as no further action as the Rules Committee 
was not asked to schedule the biU for a floor I’ote. 

NATIONAL COMMISSION 
ON LNFLUENZA PROPOSED 

State and Territorial Health Officers w’ant Sur¬ 
geon General Burney to appoint a national com¬ 
mission on influenza and to recommend a specific 
list of priorities to goi'em use of tlie x’accine. Dr. 
Burney is studx'ing tlie possibilit)' of appointing a 
research commission, and already has made in¬ 
formal suggestions for priorities. 

The tw'o recommendations were among a number 
adopted by the State and Territorial Health Offi¬ 
cers at a tw'o-day meeting in M’ashington, D. C.. 
caUed by tlie surgeon general to acquaint the 
health officers w'ith developments to date in tlie 
Asian influenza situation and enlist tlieir fuU support 
in the campaign that is being organized to mini¬ 
mize tlie effects of epidemics. 

Participating in the meeting also were Dr. Har¬ 
old Luetli, Chairman of the A. M. A. Special 
Committee on Influenza, and his committee mem¬ 
bers, who for several months have been supphang 
physicians witli detailed information on Asian in¬ 
fluenza and encouraging them to take the lead in 
setting up communit)' committees or councils to 
make effective use of health facilities and personnel. 

The commission suggested by the healtli officers 
w'ould be concerned mainh' witli the scientific as¬ 
pects—keeping track of tlie changes if any in the 
\irus and its effect on humans. It would consider 
“not only the urgent problems in connection w'ith 
the current epidemic but also long-range problems 
associated with the behaWor of the .Asian and 
other strains of influenza Mrus in tlie population 
during the next decade.” 

Action taken earlier by the Public Health Sen'ice 
to start the voluntar)' allocation of vaccine by states 
W'as endorsed by the health officers, who c^ed on 
the PHS also to recommend to Chilian physicians 
that they obsen'e the following priorities in vacci¬ 
nations: first, to those w'hose senices are necessary 
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to maintain licaitli ol the community; second, to 
those n’liosc em2j]oymcnt is necessary to maintain 
other basic services; and third, to persons with 
tuberculosis and others who constitute a special 
liealtli risk. 

However, it was propo.sed that local committees, 
not the PHS or state health departments, designate 
the classes of persons to be regarded as performing 
"basic community service," and therefore entitled 
to earl}' rnccinations. 

Regarding laboratory diagnosis to establish pres¬ 
ence of Asian influenza, the health officers state: 

"The important laboratory work lies in tlic sub¬ 
stantiation of an epidemic and is of little value to 
the indi\-idual patient. In the identification of an 
outbreak, throat washings and [jaired sera should 
be submitted from at least twcb'c clinical cases, 
accotnpan}'ing the specimens should he a clinical 
abstract and data on how sirecimcns v'cre taken. 
The specimens should be gathered in the face of an 
e.xplosive outbreak of U 2 >pcr respiratory illness with¬ 
in the first three da}'s of ilhie.ss and submitted 
through the state health authorit}'. 

"Technical information on securing and jireparing 
specimens together with restrictions should be dis¬ 
seminated through state channels. Local health 
authorities should jrarticipate in the evaluation of 
an ejn’demic situation in accordance vath existing 
policy.” 

It was also suggested tliat ‘‘se^'eral states” be 
selected to gather intelligence rapidly on occurrence 
of pneumonia, often a complication of influenza. 

It was proposed that weekly state reports to tire 
PHS include but not be limited to symptoms and 
etiolog}', complications and mortality, and age 
groups involved. 


SENATOR NEUBERGER FAVORS 
“MEDICARE” UNDER SOCIAL SECURITY 

Senator Neuberger (D., Ore.) believes the tirne 
has come to set up a system of government-paid 
hospitalization for old people covered by social 
security, modeled as closely as possible to the 
Dependent Medical Care program that for more 
than nine months has been operated by the De¬ 
fense Department. 

Although the senator has not worked out a draft 
of his bill yet, he believes a 2% increase in social 
security taxes—1% each on workers and employers 
-would meet the hospitalization costs. 

In addition to free hospitalization, die Neuberger 
plan includes payment for in-hospital surgical costs. 
Unlike the military-Public Health Service Medicare 
program, which bills the patients for the first 
in civilian facilities or $1.75 per day in military, the 
senators plan would make no charge against pa- 

^**^The Neuberger idea is to make use of Blue Cross 
or other nonprofit groims, using arrangements 
similar to those now in effect in many states under 

’''lenS Neuberger outlined hi, vie« 
talking before the national convention of the jrotfi- 
erhood of Eagles, where he also suggested that 
permissible outside earnings for those receiving 
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Social Security retirement benefits be increased 
from the present $1,200 to $2,400 per year. L^ter 
he said a great deal of interest was shown by the 
Eagles in Ins hospitalization-for-the-aged plan. 


UMW FUND HOSPITALIZES 63,779 

Tie United Mine Workers’ Welfare and Retire¬ 
ment Fund report shows that during the last fiscal 
year (ending last June 30), the fund paid $59,500,- 
000 for 1,631,144 hospital days’ care for 93,679 sick 
or disabled miners. The hospitafized cases entailed 
1,556,111 visits by doctors, and in addition 885,944 
outpatients clinic and office consultations by 
siiecialists are noted. 

Over the 12 months, the fund’s unexpected bal¬ 
ance increased by more than 10%, from $130,100,- 
000 to $145,300,000. Revenue for tlie year—from 
royalties on coal mined-totaled 157 million dollars, 
and e.vpenditures $141,900,000. 

In discussing the medical care program, the re- 
2 )ort says in part: 

“In compliance udth the basic obligation of tlie 
trust fund to maintain complete and final control 
over all fund benefit programs and funds expendi¬ 
tures for them, these regulations, which have 
continued in effect throughout this fiscal year, re¬ 
quire for eligible beneficiaries a high quality of 
hospital and medical services at a reasonable cost 
to the fund,” 

Pension payments to 63,009 reb’red miners total¬ 
ing 75 million dollars made up the biggest single 
expense during tlie year. 


AEG MAKES ITS 100,000th SHIPMENT 
OF RADIOISOTOPES 

In a little over 11 years, the Atomic Energy 
Commission has shipped 100,000 packages of radio¬ 
isotopes from its OaK Ridge National Laboratory 
as part of AEC’s program in developing the peace¬ 
time uses of atomic energy. The first shipment was 
made Aug. 2, 1946, to a St. Louis skin and cancer 
clinic. The 100,000th shipment went out Aug. 26 
of this year to the University of Iowa, also for use 
in medical research. 

AEG said more than 4,000 organizations nave 
been licensed to use radioisotopes, while many 
others have received small quantities of radioactive 
material under general license. 

“There has been a rapid increase in the quantities 
of radioisotipes per shipment in recent years, m 
AEG announcement said. “'This is because or the 
increased number of shipments to commetyial sup¬ 
pliers which bny bulk quantities of radmisotopes 
in single shipments from Oak Ridge. These are 
then processed into radioactive chemical 

compounds, radiation sources, and resold m thou¬ 
sand of shipments each month to hcensed users. 

PERSONNEL 

The deputy commander of 

Medical Center, Thomas J. J,^the 

moted to brigadier general. He has been m 

Army for 27 years. 
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HYPOTHYROIDISM 

Arnold S. Jackson, M.D., Madison, Wis. 


}’poth}Toidism is the most frequent chronic 
affliction and at the same time the most 
often overlooked condition affecting persons 
residing in the Middle West. This statement 
based upon an experience of 37 years in diagnosing 
id treating thousands of these cases seen at the 
ayo and Jackson clinics. 

In countries whose cmlization is many centuries 
d, as in Suntzerland and in India where goiter has 
sen prevalent for hundreds of years, hypoth}Toidism 
prevalent, as is cretinism, the end-result of goiter, 
he last survey made of cretinism in the United States 
as made by me in 1934, and this study showed a 
articularly high incidence of this condition in Wis- 
snsin and other Midwestern states. Hj'pothyroidism 
prevalent in areas where for many generations 
srsons afflicted \rith goiter have resided. As a con- 
iquence, decreasing numbers of normal thyroid 
lands are found in the descendants. Such a condi- 
on has occurred in the great goiter belt that stretches 
:ross our country' from Boston to Seattle and roughly 
Drth of the Mason-Dixon line. Just as the water and 
id of this area are deficient in iodine, goiter and 
jqiothyroidism are prevalent, and here the highest 
icidence of cretinism may be found. So the pattern 
the same as in the older countries of the world. 

Errors in Diagnosis 

What is the reason that so many cases of hj'pothy'- 
•idism go unrecognized? Frequently too much reli- 
ice is placed in the report of a single metabolic 
St. Even when an initial test is made rwib a rehable 
lachine by an accurate technician it may be incorrect 


Thirty-seven years' experience in diagnosing ond treat¬ 
ing thousands of patients who have hypothyroidism has 
illustrated to the author that this chronic affliction not 
only occurs frequently in the Middle West but, more un¬ 
fortunately, often goes unrecognized. The primary reason 
for overlooking hypothyroidism is the placing of too much 
reliance on a single metabolic test. Such a test rarely 
registers lower than it should, in contrast to frequent 
false-high readings. Equally important as the metabolic 
test is symptomatology; one of the most frequent com¬ 
plaints, seldom mentioned in the literature, is that of head¬ 
ache. In treating hypothyroidism the potency of various 
thyroid preparations must he given as much consideration 
as the dosage, for the successful results can depend as 
much on the use of strictly fresh tablets as on the ad¬ 
ministration of them. 


if the patient is nervous or apprehensive and breathes 
rapidly. A report of perhaps -f 10% is registered for 
one that actually should read —15%. So the doctor 
assures the patient that the test is normal and that 
there is nothing uTong with the thjToid gland. More 
often the test is reported much higher, and then the 
physician is led to make the mistake of feeling that 
his patient is hyperthyuoid instead of hypothjToid. 
In my files are records of 228 cases of this nature, 
in which metabolic tests were reported as high as 90% 
in persons whose thjToid glands were normal. In all 
these cases thjToidectomy had been adwed largely 
on the basis of these false metabolic tests. Thus, even 
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Summary 

After a 37-ycar .study of hypothyroidism in the Mid¬ 
west, I eonsidcr this condition to be the most frequent 
and most overlooked clironic disease in this area. 

Nervousness and apprehension in a patient greatly 
affect the results of tlie basal metabolic test, and false- 
high readings occur frequently. The importance of 
repeating the metabolic test and of getting a thorough 
clinical history and physical e.xamination of the pa¬ 
tient is showm by the fact that in my files are 228 cases 
in which metabolic tests were reported as high as 
-{-90% in persons with normal glands. 

Symptomatology is of prime importance. A symptom 
of Inqjothyroidism not mentioned often in the litera¬ 
ture is headache. The most frequent cause of daily 


headache is hypothyroidism, and treatment oi t 
hypothyroid condition often gives dramatic refet. 

Some thyroid preparations are not reliable; 
should be dispensed after three montlis,,andoccrat;. 
ally a patient may require a fresh supply at sWr- 
inteiwals. Doses smaller than 1 grain (60 mg.) a i : 
are rarely of value. I give 1 grain a day to yor. ; 
children and to adults rvith a mild hypothyroid coni. ' 
tion. Eighty per cent of my patients receive 2 grait ‘ 
(0.12 Gm.) ; no ill-effects have been noted fromtfc 
dosage. 

30 S. Henry St. (3). 
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SODIUM LIOTHYRONINE IN METABOLIC 
INSUFFICIENCY SYNDROME AND ASSOCIATED DISORDERS 

PRELIMINARY REPORT 
Joseph H. Morton, M.D., New York 


Tire syndrome of metabolic insufficiency (hypo- 
netabolic state) is perhaps one of the most common 
netabolic disorders seen in everyday ^ ^ 

■ame time it may go unrecognized or misdiagnosed 
rr numbe of rlJous ': it has only recently rece.ved 

?rious .-.ttention .as a clinical entity, its ^ 

vacue nonspecific, and seldom totally disabling, it 
caLot be detected by thyroid function tests; and it 
rrneradly not relieved adequately by conventional 
medication. This symdrome is oharactenzed 
normal or subnormal basal metabolic ra e ( > 

ii:? So« r-f ra 
rare rav:ra,lc in—“ 

■n,ere is no redneed yf" S? a„d protein- 
products, as measured y . , 1^4 the low 

hound iodine tests. Vt len 1 ’ . adrenal insuffi- 

rarCopiraj waaism 

trSia nervosa,’ orra"““"- “ 

metabolic insufficiency can be presumed. 


The syndrome of meiabolic insufficiency dif¬ 
fers from hypothyroidism in that it occurs in 
persons whose thyroid gland function appears 
to be normal. Patients with this disorder do not 
respond to even large doses of desiccated thy¬ 
roid Some of the clinical manifestations of 
metabolic insufficiency, relieved by t-fn.odo- 
thyronine, are chronic fatigue, dry ha.r, dry 
skin, irritability, and emotional mstab.l. y. The 
response to L-triiodofhyronine tho 

daily stress created by demands on metabol,- 
cally insufficient patients can cause nervous 
anxiety, tension, depression, or despa,r. By 
increasing the metabolic rate, resistance f 
may be increored and tba pabe"- "O* 
more capable of facing daily tasks. 


* irrnnHnn foi' tliis condition has come 
An osptootion to ^ 

various invesbga ^ It has app« 

■ £rji“S!—«■ 
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lay be incomplete because of some defect: general 
ody tissue insensiti%’it}" to the dijToid hormone ■*; 
apid destroying, storing, or inactivation of thjToid 
\ormone decreased permeabibU' of the cells to 
h>TO.\-in or an intracellular defect.® Such a defect, 
vhatever its nature, leads to generalized or localized 
igns and s>miptoms. Chronic fatigue, somnolence, or 
ediarg}' are common. Also prominent are dr\' hair. 
In' sldn, infertility, dysmenorrhea, menstrual irregu- 
arit}', sensitiint)' to cold, joint and muscle aches and 
stiffness, obesity, irritability', emotional instability', 
and constipation. Tliese are similar to die changes 
seen in hy'pothyToidism, but less severe. Each symptom 
or sign by' itself may' result from various disorders. 
However, sei'eral of these signs and symptoms, to¬ 
gether irith a low normal or subnormal basal metabolic 
rate, constitute die sy'ndrome of metabolic insufiB- 
ciency. 


Materials and Methods 

A total of 80 patients were studied. On the basis of 
clinical ev'idence, each patient was placed into one of 
two groups. In group 1, there were 51 patients who 
had been given a diagnosis of metabolic insufficiency'. 
In group 2, there were 29 patients with specific (or 
localized) metabolic disorders such as obesity', infer¬ 
tility', salt and water imbalance, and gy'necologic dis¬ 
turbances. The latter group included all patients wth 
one dominant or severe disorder. 

Group 1 consisted of 45 females and 6 males be¬ 
tween the ages of 131^ and 53 y'ears. The average age 
was 32.9 y'ears. None of the group were my'xedematous, 
nor could they' be considered hy'pothyToid by' usual 
standards. The predominant sy'mptom was chronic 
fatigue, noted in 88% of the group. The predominant 
sign was obesity', seen in 75%. Also present in various 
combinations were menstrual disturbances, 67%; dry 


Table 1.—Description of Patients Before Sodium Liothyronine Therapy 


Responses to 
Prerious Tberapy* 


Side-effects 

from Prerious Therapy 


Xo. of Patients 



DlaRDOsis 

c 

•S. 

c 

.Age 

Range, Tr. 

Range 
in BMB, Si 

Range in 
PBI, 

Meg /JOO in. 

Group 1 

Metabolic insufflciency . 

51 

6 

45 

13H-53 

+2 to —10 

3 Ck7.5 

Group 2 

Female sterilitv . 

9 


9 

25-35 

—7 to —19 

4.4-7.6 


Male Infertility . 

3 

3 


27-30 

... 



Gypecologic disorders . 

7 



14U-I8 

-fl to —15 

3.2-6 6 


Secondary amenorrhea .... 



1 





Oligomenorrhea . 



2 





Menometrorrbafi'ia/ 
precocious puberty . 



1 





Menstrual iire^larity .... 



1 





Menopausal syndrome .... 



1 





Primarj'hypogonadism ... 



1 





Obe=Jtv. 

5 

I 

4 

13-3S 

-f6 to —15 

3.2-5 8 


Intractable idiopathic edema 

5 


5 

32-47 

—1 to —3 

4.0-6.5 

Totals 


SO 

10 

70 









5 ^ 

s 








c 

sr S 
c ? 

& 

o 

s 

X — 
ST ^ 

S B 

n. 



tm 

c 

1 


c. 

a: 

H 

*3 S 

a. 2 

Q 

5 

£, 

£ 

5 

Sz 


C 



5 


1 

1 . 


39 35 

6 1 
1 2 


38 


35 


2 

21 


10 

1 


24 15 


1 

9 S 


•Desiccated thyroid, thyroglobulin, or thyroxine 
7 No previous treatment or response unknown 


Patients w-ith this disorder often do not respond to 
even large doses of desiccated thyToid.’ An e.xplana- 
tion for this has been based on the theory' that in such 
patients even endogenous thyuoid hormone is not 
utilized adequately. Sodium hothyronine, however, has 
been reported to produce both metabofic and clinical 
responses in a number of cases.® The present study was 
conducted, therefore, to evaluate the efficacy of 
sodium liothyronine in a large group of patients ■with 
metabolic insufficiency or specific metabolic disorders. 
The aims of this study' were to siuvey the incidence of 
signs and symptoms in patients wth metabolic insuffi¬ 
ciency', and to define the syndrome more clearly; to 
evaluate the clinical efficacy of sodium liothyronine in 
patients wth metabolic insufficiency' or associated 
metabolic disorders; and to compare responses ■with 
those from desiccated thyuoid, thy'roglobulin, and 
thy'To.vine in previous treatments. 


hair, dry' sldn, and/or brittle fingernails, 57%; nen'- 
ousness, irritability', depression, and/or mental apathy', 
51%; muscle or joint aching and stifiness, 47%; and 
sensitivity to cold, 43%. Puffiness of the face was also 
noted. 

Protein-boimd iodine levels were normal, ranging 
from 3.6 to 7.5 meg. per 100 ml. of serum (table 1). 
Basal metabolic rates varied from normal (-|-2%) to 
subnormal (-40%). (Even though the basal metabolic 
rate was normal in some cases, if signs and symptoms 
of metabofic insufficiency' were present, such cases 
were included.) Serum cholesterol levels, determined 
in 12 patients, were wthin normal limits. Other 
laboratory' findings were negative. 

Thirty-six of this group had been treated pre\'iously 
mth desiccated thy'roid, thyToglobufin, or thyTo.xine 
(table 1). The average tolerated dose was 2 to 3 
grains (0.12 to 0.2 Gm.) of desiccated thyroid per day'. 
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Side-efFects had developed in 18 of tlie group. Thera- 
peutic lospomes had been excellent in none, good in 
3, fair in 14, poor in 19, and undetermined in 15. 

Group 2 consisted of 25 females and 4 males be¬ 
tween the ages of 13 and 48. The average age \\'as 
-9.8 years. Diagnoses were as follows: female sterility 
in nine patients, male infertility in three, gynecologic 
disorders in seven, primary obesity in five, and 
intractable salt and water imbalance in five (table 1). 

Protein-bound iodine levels were found to range 
from slightly subnormal to normal, 3.2 to 7.6 meg. 
per 100 ml. Basal metabolic rates varied from -f-1% 
to -19%. Other laboratory findings were negative, 
except results of sperm analyses in the infertile males 
and ovarian function tests in the infertile females. 

Twenty-one of the group had been treated previous¬ 
ly with desiccated thyroid, thyrogloindin, or thyroxine. 
Side-effects had been noted in 7 patients, and 
responses had been excellent in none, good in 4. fair 
in 3, poor in 16. and undetermined in 6. 

Tahlc 2.-Rcspomc.i to Treatment with Sodium Liothjronine 


J.A.M.A., Sepl. 14 ^; 


Kc.'jponw.': 


Sldc- 
c/TcetP. 
■> So. of 
Pb- 


Grouji 1 
Group 2 


2.1 

3* 

!> 


23 

3* 

1 


No. 
of , 

Pii- Excol- 
tient.o lent Good Fn(r Poor fJenfs 
.Metnliollc In.suniclciicy .... .‘ii 

Female .sfcrility . 0 

Male infertility . ;{ 

OynecoloKle di.sordor.'s . 7 

Secondary amcnorrlicn .. 

Ollcomenorrliea. 

.'IcnoiiietrorrluiKla/ 

precocious pufierty _ 

Menopausal .syndrome ... 

Primary liypoKonadtsm , 

Menstrual Irrettularity .. 

Obesity . 3 

Intractable 

Idiopatliic edema ...... a 


remission of symptoms after more than two weel- 
fair, indicating partial remission of symptoms, reeaii 
less of dosage; and poor, indicating no change 
patient s status. Controls or placebos were not ck 
sidcred necessary, since previous therapies could C 
used for comparative responses. 

Results 

Group i.—Results of therapy with sodium liothyc- 
nine in group 1 were excellent in 23 patients, good is 
23, fair in 4, and poor in 1 (table 2). In those patienti 
showing good to e.xceilent responses, the most commoi 
and beneficial response was loss of fatigue. With m 
increase in energy, many patients reported more alert¬ 
ness upon aw^ening, less need for midaftemooa 
naps, and an ability to accomplish more work. Those 
patients who w^ere nervous and restless, and those \ntli 
emotional depression or anxiety, became calmer. This 
response generally paralleled an increase in a sense ol 
well-being. Sensitivity to cold was relieved, as patients 
noted increased warmtli during the winter months. 
Muscle and joint aching and stiffness subsided or 
completely disappeared. 

Objective improvements, more reliable to die clini¬ 
cian but perhaps not as important to tlie patient, were 
also noted in those patients who showed excellent to 
good responses. Twenty-two of 38 obese patients lost 
weight; tiie average loss was 9.3 lb. (4 kg.). Dtyhair 
and dry skin became oilier and smootlier. Other 
disorders such as brittle fingernails, facial puffiness, 
and menstrua] irregularity were relieved. To illustrate 
excellent responses, two tj'pical case histories are pre¬ 
sented below. 

Report of Cases 


Totals. SO Sfi 35 0 3 4 

* Excellent indlciitcs succossliil prctjnnncy. Good Indicates correction 
from unovuintory to ovulatory cycle or prepnnncr that terminated by 
spontaneous abortion. Fair indicates relief of menstrual Jrretfularitfcs or 
Improvement in type of cycle but not as consistent as In "good.” Poor 
indicates no change. 

Over a period of three to nine months, each patient 
was treated with sodium liothyronine. Starting doses 
varied from 5 to 25 meg. daily. Maximum doses ranged 
from 10 to 100 meg. daily. At no time were sodium lio¬ 
thyronine and thyroid preparations given simultane¬ 
ously. A time interval of one to three weeks elapsed 
after previous drugs were withdra^vn before tlie test 
drug was given. In this way, responses were not 
materially influenced by residual effects from previous 
medication. 

Responses to treatment were rated according to 
relief of ectodermal, musculoskeletal, reproductive, 
and other objective signs; relief of fatigue, mental 
apatliy, nervousness, and other subjective symptoms, 
and over-all clinical response as compared with previ¬ 
ous therapies. The ratings were as follows: excellent, 
indicating complete remission of symiptoms or a 
marked response in one to two weeks, especially when 
previous therapies had not evoked any response; good, 
indicating a marked though incomplete response, or 


Case 1.—A 32-year-old female sought treatment because o! 
chronic fatigue, vague muscle pains, obesity, and inabilit)’ to 
conceive during the prewous seven months. Her hair was thick 
and coarse, and her skin was smooth. She menstruated ever)' 
28 or 29 days, for 4 to 5 days. (Formerly, every 24 days for 
about 3.) The protein-bound iodine level was 3.6 meg. per 
100 ml. of senrni, and the basal metabolic rate was 
after many months of treatment with desiccated thyroid. Pre¬ 
menstrual smears showed a late secretory phase with increased 
estrogenic stimulation. Other laboratory and clinical findings 
were normal. The patient had been treated previously with 3 
grains (0.2 Gm.) of desiccated thyroid daily for approximately 
S).\ months. There was no change in symptoms during this treat- 


lent, and no toxic reactions were noted. 

On Oct. 11, she was started on therapy with 5 meg. of 
odium liothyronine daily. At the end of one week, there was a 
narked improvement in her outlook and energy. The dosage 
vas increased to 10 meg. daily for the second week, after wliic® 
ime the patient was “feeling fine” and “sleeping better. Her 
lair was silkier, and muscular aching had subsided. The dosage 
)f sodium liothyronine was gradually increased to 25 meg. da,. 
Dn Nov. 25 (after six weeks), the patient reported she te- 
me, had more energy, had no joint stiffness and had no coc- ^ 
plaints.” At this time she had lost 9.5 lb (4.3 kg. and her ta 
appeared to be soft and oily. Comnientxng on her of 
she said, “Everybody notices the change in me. Rating, e-ice. 


■r‘r\enr\ncf> 


Case 2.-A 32-year-old female presented chief complaints c- 
ronic fatigue (especially in the afternoon) and tendenc) 

(13.6 kg.) during tivoyear. 
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^Dther s>'niptoms present were vague joint and muscle pain, mild 
ciatica, sensithat>’ to cold, and menorrhagia. The hair was 
dightly dr>’, the skin was rough, and the face was shghdy puffj' 
md past>’. There was no hirsutism. The palms were warm and 
noist. She menstruated everj' 28 days for about 6 days. She 
lad had two miscarriages, as well as two completed preg¬ 
nancies. The protein-bound iodine level was 5.1 meg. per 
100 ml. of serum, and the basal metabolic rate was —10% 
after prolonged treatment with desiccated thyroid. 

This patient had been treated by several physicians for 
chronic fatigue and lethargs', witliout much success. In 1947, 
her basal metabolic rate was —17%. During treatment u-ith 
2 grains (0.12 Gm.) of desiccated thsrnid dadv. her basal meta^ 
bolic rate had increased to —11%, but aU s\’mptoms had per¬ 
sisted to some degree. Medication was started udth 12.5 meg. 
of sodium liotluTonine daily and increased to 25 meg. during 
the second week. The patient reported that she began to feel 
better, had more nagor, and could “do more housework.” Also, 
her skin was notably clearer. Treatment was continued at 
25 meg. daily. At the end of the fourth week, she had lost 
12 lb. (5.4 kg.) and felt much improved. One month later she 
was completely free of sjauptoms. Muscle aching and pain had 
subsided, there was an increased feeling of warmth, and 
menstrual flow became shorter in duration. Rating: excellent 
response. 

Maximum dosages given to patients in group 1 
were 10 to 23 meg. daily in 33 patients, 37.5 to 50 
meg. daily in 15, and 67.5 to 100 meg. daily in 3. 
Side-effects of jitteriness, tachycardia, and nen'Ousness 
were obsen'ed in two patients. These reactions disap¬ 
peared completely within five days after medication 
was stopped. In the remaining patients, there were no 
side-effects, no significant changes in blood pressure 
or pulse during therapy, nor any signs of acquired 
refractoriness to sodium liothyronine. 

Group 2.—Results of treatment with sodium lio- 
thjTonine in group 2 w'ere excellent in 13 patients, 
good in 12, fair in 2, and poor in 2 (table 2). The 
tliree patients with male infertihU' show'ed improve¬ 
ments in sperm count, in one case from 11 million 
cells per cubic centimeter to 45 million per cubic 
centimeter, with increased xiabilit)' and survival of 
the sperm. Eight of the nine females with long¬ 
standing infertility show'ed normaUzation of oxoilatory 
cycles. Four patients became pregnant. One of tliese 
aborted, so her response was labeled as good rather 
than excellent. Patients with g^mecologic disorders 
generally show'ed a good response, except one patient 
with menopausal sxTidrome and one with oHgomenor- 
rhea. Both of the latter could not tolerate the drug. 

The five patients with primaiy' obesity showed 
w’eight losses ranging up to 54.5 lb. (24.7 kg.) dining 
a nine-month period. In these cases, sodium liothj'ro- 
nine proved to be superior to desiccated th)'roid. The 
five patients with intractable salt and water imbalance 
show'ed marked diuresis during treatment. Tw'o pa¬ 
tients in group 2 reported tachycardia, increased nerv'- 
ousness, and insomnia from sodium liothyronine. One 
w'as taking 12.5 meg. daily; the other was taking 
25 meg. daily. Tire remaining 25 patients tolerated 
the drug satisfactorily. The over-aU efficacy of sodium 
Hothj'ronine in this group is illustrated by the case 
histories below'. 


Case 3.—A 31-year-old female had severe menorrhagia, in 
addition to several signs and sxTnptoms of metabolic insuffi¬ 
ciency. Presenting sjTnptoms were chronic fatigue, insomnia, 
bitemporal headaches, groin pains, extreme sensitixaty to cold, 
and s&ness of the joints. She stated that she worried excessive¬ 
ly, was amdous, and had been given psychiatric treatment. Her 
hair was drj' and sparse, and her skin was dry. Examination 
rex'ealed no other abnormalities. Menstruation occurred every 
30 to 35 days and lasted for about 7.- Flow was heaxy, and 
occasionally small clots were excreted. The protein-bound io¬ 
dine lex'el xvas 5.2 meg. per 100 ml., and the basal metabolic 
rate ranged beloxv —15%._ 

Sodium liothyronine xx-as given in increasing doses up to 25 
meg. daUy. At the end of txx’o xx’eeks, the patient shoxved a 
marked improx'ement and xx-as more alert mentally. Her aches 
and pains had disappeared, and she reported a feeli n g of 
impro\-ed xx-ell-being. At the end of the second month, she had 
not been hax-ing headaches and signs of nerx-ousness xx-ere gone. 
At the end of the third month, she felt much calmer (“Noxx- 
I can take ex-erything in my stride”). Menstrual periods had 
become more regular (25 to 30 days), less heax-y, and excre¬ 
tion of clots had ceased. In addition, the patient had “more 
zest for lix-ing.” Rating: excellent response. 

Case 4.—A 31-year-old female presented chief complaints of 
obesity' and oligomenorrhea. She bad been ox-erxx-eight since 
adolescence and had “alxx-ays felt lazy and sluggish.” In recent 
years, she had had intermittent periods of amenorrhea, xx-hich 
lasted from 3 to 17 months. She had not responded adequately 
to 1 to 2 grains (0.06 to 0.12 Gm.) of desiccated thyroid daily' 
and a 1,500-calorie diet. Treatment xx-ith 2 grains of thxroglobu- 
lin daily had resulted in only slight fluctuation in xx’eight; mercu¬ 
rials had caused temporary diuresis but not reduction in xx-eight. 

The hair xx-as slightly dry, the hands and palms xx-ere normal, 
and there xx-as generalized obesity-. Her height xx-as 63.5 in. 
(160 cm.); xx-eight 221.75 lb. (100.6 kg.); blood pressure, 
138/84 mm. Hg; pulse rate, 84 beats. The basal metabolic rate 
xx-as -i-6%, and routine laboratory tests shoxx-ed no abnormalities. 

Medication xx-as started xx-ith 12.5 meg. of sodium liothyronine 
daily, xx-hich xx-as increased to 25 meg. daily- after txx-o xveeks. 
After three months, her periods had become more frequent (30 
to 40 days apart), she felt much less depressed, had more energy-, 
and her hair xx-as smoother. Her xx-eight at this time xx-as 187.25 
lb. (85 kg.), a loss of 34.5 lb. (15.6 kg.). As the dosage of sodium 
liothyronine xxas increased gradually to 50 meg. daily during 
the ne-xt txx-o months, her xx-eight continued to drop at the 
rate of about 1 lb. (0.5 kg.) per xx-eek. At the end of nine 
months, her xx-eight had dropped to 167.25 lb. (75.8 kg.), a 
loss of 54.5 lb. (24.7 kg.). Subjectively, the patient felt “much 
better” than she had in years and had no complaints. Rating: 
e.xcellent response. 

Case 5.—A 32-year-old female xx-as given a diagnosis of in¬ 
tractable idiopathic edema. She reported that she had alxx-ay-s 
had some premenstrual edema and tension, but recently edema 
had persisted throughout the menstrual cycle. The edema xx-as 
intensified for txx-o to three day-s at midcycle and four to fix-e 
days premenstruaUy', and occasionally she gained as much as 
10 lb. (4.5 kg.) in 24 hours. 

Her history shoxx-ed that she had had a cystic left ox-ary 
removed six years prex-iously. A year afterxvards, she had noted 
sxx'elling of the entire body- premenstruaUy. Treatment xx-ith 
mercurials had afforded only- temporary- relief, xx-hereas an oral 
medication ” prex-ented or relieved the premenstrual symptoms. 
She had been married txx-o y-ears, but had nex-er teen pregnant. 
The menses occurred ex-ery- 28 days and lasted 3 to 5 days and 
x-aried in amount of floxx-. Phy-sical e.xamination rex-ealed a xx-eU- 
developed female, 65.5 in. (165.10 cm.) tall, xx-eighing 152.5 
lb. (69.1 kg.). No abnormalities xx-ere seen, other than moderate 
obesity- and edema of the ankles. The protein-bound iodine x-alue 
xx-as 6.5 meg. per 100 mL of serum, and other test x-alues xx-ere 
normal. 


On Sept. 8, the patient was started on tlicrapy with 12.5 
incg. of .sodfiiin liotliyronine daily, and Iier condiUon wuvS* main- 
tained witli a Jjipli-jrrotein, Jon'-,sodi»»j diet. The dosage was 


line tor tlie lirst time in years. ’ No swelling was noted, and 
there was no premcnsimal tension. ]^re\aniisly, slie had gained 
at least 3 or -1 lb. (1.3 or 1.8 kg.) at .siieh thnes. On Nov. IS, 
the patient was still improved, although she had ingested si 
large volume of fluids. No postmcnslrual edema was present, 
and her weight was 148u5 Ih, (07.5 kg.). She had experienced 
nonnal flow. On Dec. 2, the patient liad no swelling or edema, 
and roundness of the face had disappeared. She reported that 
she was wider awake during the da.v, and slept heifer at night. 
The dose of .sodium liolhyronine was reduced to 25 meg. daily. 
On Dec. 9, there was .slight prcmcnstmal swelling, hut less than 
previously. She had been eating as she wished, except for a 
minimum of salt. 

The reduced dosage of sodium lioths ronine seemed to cause 
s()me cxacerhation of .symptoms, .so it was increased again to 
50 meg. daily during the next munth. 'I'he patient was seen 
each month until May 10, and she had remained improved. 
There was no edema either before or after mensfniation, and 
the patient was free of all sjaiiptoms. Hating; excellent response. 

Comment 


The results of this study have sliowm a relationship 
between metabolic insufficiency and many common 
disorders. Most common was fatigue, a comiilaint of 
88% of group 1. Obesih', menstrual irregularities, dr)' 
hair and skin, and nervous or emotional disorders 
were seen in more than 50%. Relief of these and other 
symptoms with sodium liothyrouiue, compared to the 
relatively slight response w'ith desiccated thyroid, 
'^hvroglobulin, or thyro.xine, supports the theory that 
these symptoms were caused by insufficient metabo¬ 
lism at the cellular level. In the patients xvith specific 
metabolic disorders (group 2), it appears that the 
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basic defect causing metabolic insufficiency was severe 
in certain organ sy'stems. Infertility', obesity, and 
various gymecologic disorders were shou'n to be re¬ 
lieved by' metabolic stimulation. 

Approximately 15% of the patients in tliis study had 
been referred by psychiatrists. Another 5% had under¬ 
gone psy'chotherapy' or analysis, and one had been 
given electroshock therapy'. It is important to note 
that most of these patients reported considerable re¬ 
lief of the mental and emotional symptoms from 
sodium liothyronine. Such responses suggest that daily' 
stress created by demands on a fatigued and metabol- 
ically insufficient patient can cause nervousness, 
anxiety, depression, or despair. By' increasing tlm 
metabolic rate, resistance to stress may be increased, 
and the patient is more capable of facing daily tasks. 
This theory' has, in fact, been supported by Timaras 
and Woodbury,’" who have recently shown that m 
rats sodium liothyronine increases brain excitability, 
enhances the capacity of the brain to support maximal 
electroshock seizures, and shortens postictal depres¬ 
sion. Further studies of the role of metabolic msutfa- 
ciency in mental and emotional disturbances are, 
therefore, recommended. 


Part of tlie data in this report was presented as a scientit 
exhibit at the 105th Annual iVleeting of the American Medic. 
Association, Chicago, June 11-15, 1956. 

The L-triiodothyronine used in this study was supplied ! 
Cj’tome] by SmitJi, Kline & French Laboratories, PJiiJadelpl' 
The medicament for oral administration used in case 5 v 
supplied as Pre-Mens by Puidue Frederick Co., New lork. 
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NEUROLOGICAL CASE HISTORIES OF TWO OLYMPIC CHAMPIONS 

Ernst Jokl, M.D., Lexington, Ky. 


' \\'hile accompanying the United States Oljnmpic 
‘athletes to Melbourne, Australia, in Noj'ember, 1956, 
-I noted that one of the most distinguished members of 
die track and field team, Harold V. Connolly, U. S. 
J champion and w'orld record holder in hammer throw¬ 
ing, was afflicted xx'ith a combined upper and 
lower left brachial ple.xus paralysis (Erb-Duchenne- 
Klumpke-Dejerine tJTpe). 
c 

' Hammer Thro'X'ing Champion widi Combined 
Upper and Loxx'er Left Brachial Plexus Paralysis 

ConnoUj’, aged 25, a j'oung man of intelligence and modestj 
’ and of strong moral principles, was able to gi\e a precise 
historj’ of his affliction. It appears that he suffered an injury 
at birth. As far back as he could remember, the left arm 
had hung at the side as it does at present; intemallj' rotated 
- at tile shoulder with the elbow extended and the hand pronated. 
S The whole left upper extremitj' is underdeveloped, a fact 
■I which is all the more evident as the right arm is unusuallj’ 
J powerful and extremely well trained. The difference in length 
between the two arms is 4.5 in. The size of the left hand is 
less than two-thirds that of the right. Circumferential measure¬ 
ments of the extremities differ bj’ 3.5 in. (17.5 versus 14) for 
' the upper; by 2.5 in. (13.5 versus 11) for tlie lower arm, and 
■ b>' 1 in. (8.25 versus 7.25) for the wrist. 

Paraij'sis of the left deltoid renders abduction at the shoulder 
virtually impossible. Flexion at the left elbow is performed 
with feeble power on account of paresis of the flexors, exten- 
, Sion can be effected, as the triceps functions well, outward 
. rotation at the shoulder is almost completely lost owing to 
pwalj'sis of the spinati; biceps and supinator jerks cannot be 
elicited. There is wasting and weakness of the ulnar flexors of 
wrist and fingers and paralysis and wasting of the small muscles 


^ From the Kentucky Rehabilitation Center, University of 
Kentuek)'. 


Disease and physical disability may serve as 
strong incentives for the attainment of motor 
performances, some of them of a high order of 
complexity, and of athletic excellence. In one 
case motivation, possibly from conflict, pro¬ 
duced achievements revealing a new insight 
into the scope of compensatory adjustment of 
the nervous system. The second case indicates 
the extent to which an established neuromoior 
pattern can be projected into previously un¬ 
trained skeletomuscular regions. Both cases 
illustrate the possibility of complete functional 
rehabilitation after major disablement. 


of the hand, which at rest assumes a semi-closed position re¬ 
sulting from the unopposed action of the long flexors of the 
fingers. 

Sensory sjmptoms are in exidence, e. g., neuritic pains in the 
upper part of the arm. The xx'hole left upper extremitj' is colder 
and more sensitive to touch along the radial margin and less 
sensitix'e along the ulnar. Inx'olx’ement of the cervical sjmpa- 
thetic nerves is indicated by hxperhidrosis; the skin of the 
arm feels xx'axy, the x’eins of the forearm are soft, in contrast to 
those of the right side, xx-hich are strong-xx-alled and of good 
tone and tension; the growth pattern of the fingernails of the 
left hand is abnormal. The patient reports of inx’oluntary 
txxitching of the musculature of the afl3icted arm. 

Connolly displays a remarkablj' clear msight into the nature 
of the psychological and social conflict xx-ith xx-hich his disabilitj' 
has confronted him from earliest childhood. The conflict xxas 
resolx'ed by this mature and courageous man in a manner 
xx'hich ex'entuallj' enabled him to become the greatest hammer 
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thrower in lli(> Iiistoiy of athletics. At tlic .same time he coni- 
plctccl Jus acaclcmie sliulies with distinction. For .several yeans 
Connolly made a scientific study of different methods of 
athletic training as practiced in various countries. Two years 
prior to the 1956 Games, he tra\'clcd to Europe to consult witli 
a number of famous coaches and former Olympic champions 
in hammer throwinjt. He took up weight lifting in order to 
bring about the greatest possible degree of muscular liyper- 
troph\'. In the process he not only de\-elopcd a powerful right 
but also, though of course to a much lesser degree, attained a 
good deal of improsement of the paretic left arm. ’ 

On two occasions he sulfered fractures. Lying on his hack 
he gripped a bar weighing 12-5 Ih. in his powerful right and the 
weak and paretic left hand. In trja'ng to lift the weight the 
atrophic humerus of the left arm broke. 

It is a measure of Cnnnoll\’’s solidity of puriiose that such 
major setbacks failed to delieet him from his objective. In both 
instances he resumed his training as soon as union of the 
fractured bone had taken place. In October, 1956, he estab¬ 
lished a new world record in throwing the 16-lb. weight 
224.1011 ft. .-Vt Melbourne, in the tensest hammer throwing 
competition ei’cr staged, he won the gold medal-the first 
Americ.an to do so in this ei’cnt since 1924—defeating among 
others the champions of Russia, Ihingaiy, Germany, Poland, 
and England and establishing a new Olympic record. A few 
days after his return to the United States late in December, he 
bettered the world record for throwing the 35-lb. weight with 
a toss of 66 ft. 8.5 in., whereafter the State Department sent 
him on a goodwill trip to Europe. 

Diagnostic Fcaftircs.—This case calls for comment 
from se\'eral angles. First, the diagnostic aspect. The 
paralysis of the left ann is of such a kind as to leave 
no doubt that tin's is a combined upper as well as 
lower ple.xus paralysis, the branches to the branchial 
ple.vus from the fifth, si.xth, and eighth cervical as 
well as from the first dorsal nerves being involved. 

In the h^pical Erb-Duchenne upper plexus type of 
parah'sis, mo\'ements of w'rists and fingers remain 
unaffected and sensory symptoms are usually absent. 

In the typical Klumpke-Dejerine lower ple.xus type 
of paralysis the fifth and sixth cervical contributions 
are spared while the first dorsal nerve and at times also 
the eighth cer\dcal branches are commonly damaged. 

In this case upper and lov’er brachial plexus paraly¬ 
ses are in CN'idence. Both anesthetic and analgesic, as 
well as hjTperesthetic and hyperalgesic, symptoms are 
demonstrable. The presence of autonomic and trophic 
symptoms points to participation of the cervical sym¬ 
pathetic nerves, though pupillary abnormalities aie 

not present. ^ c ^ 

Analysis of Athletic Performancc.-Caretul attention 
was paid to Connolly’s technique of throwing the 
hammer. Wearing a thick glove over the paretic left 
hand he exerts with it a steering influence upon the 
steel grip of the hammer, maintaining it fully during 
the first two turns in the ring. During the third turn, m 
which he reaches a maximal rotatory velocity, the left 
hand slips far down so that eventually it holds the 
steel grip of the hammer with the tips of the fingers 
only, the full weight being carried by the right hand. 
“After my best throws the ends of my left fingers aie • 
black with blood blisters,” Mr. Connolly reports. 

^lolivalion and Quality of Pcformence.-Disease 
and physical disability may serve as strong incentives 
for the attainment of motor performances, some ot 
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them of a high order of complexity, and of atli^ 
excellence. A case of a swimming champion 
dementia paralytica and of an artist afflicted r 
advanced multiple sclerosis with advanced pai’ 
and tremor of the right arm which she used in I 
work ha\'e been described elsewhere.' 

Motivation as well as performances of tlie cate'.- 
nnder discussion do at times reflect rather um®' 
patterns. There is the story, reported some years ao-. 
of a frankly psychopathic man, 43 years old, whopd 
to the war was involved in criminal procedures; 
during the war won numerous decorations for r. 
spicuous bravery in combat; and who after the \vi 
without demonstrable reason, was unable to find 
place in society and became an insoh’able prohlt:' 
to the welfare authorities. 

Lord By'ron’s life and literary achievements woif 
be inexplicable without appreciation of the fact tl 
this gifted man was deeply disturbed and constant 
agitated b\’^ the knondedge of being afflicted with s 
irremediable and severe physical disability. But Diem' 
has also detailed a revealing scene, with all its ps) 
ohopathic connotations, in which Byron, refusing 1 
accompany the funeral procession at his mothci 
death, gave expression to his grief by staging in tl 
large hall of his ancestral castle in Newstead Abk 
a long and violent bo.xing fight, gloves and all, agafe 
his friend Bvshtoii. 

Arthur Newton, former world record holder i 
running distances of up to 100 miles, describes howl 
decidecl at the age of 40 to take up competitive athl 
tics in order to demonstrate to the world that in h 
opinion an injustice was done to him in a protracts 
litigation with a gOA'ernment deprartment in NatHi 
though it was found he had in fact not even a se® 
blance of a case to argue. For mans- A'ears, the log 
of his decision sufficed to induce him to undergo tli 
most strenuous training and to take part in such race 
as one from New York to Los Angeles.'' 

By contrast, Connolly’s story is distinguished by tli 
fact that the motivation underlp'ing his profonge 
training is rational in terms of his personal objective 
dignified in execution, and, from the point of view c 
its social evaluation, of a high order of maturity. Tli. 
young man’s motor achie\^ements reveal a new insigl 
into the scope of compensatory adjustment of tf 
nervous system. 

Reestablishment of Performance Capacity' 
in Contralateral Extremity 
After Amputation of Right Hand 

“The nervous sy'stem” Hughlings Jackson wrote i 
1874, “is pltysically double. I udsh to show tnahjii 
double in function also, and furdier, in what wayi '. 
double in function.” The foUoxying observation k j- 
light on the significance of Jackson s classic ste 

At the Olympic Village in Melbourne 
Karoly Takacs, 46 years of age, f 'jstoi shSofe-' 

team. Takacs had represented at that 

competition at the Berlin Games in 1936, hoWin^ 
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jral national and international championships in this sport. 
1938 Tahacs was involved in an accident which necessitated 
jutation of the right arm midway behveen elbow and wrist, 
his discharge from the hospital Talcacs decided to continue 
ipeting by shooting with the left hand, which he had never 
s used prior to the amputation. In 1939 he won the world 
mpionsliip in pistol shooting at Lucerne, S'ritzerland. At 
Olympic Games in London in 1948 and in Helsinki in 1952 
was awarded gold medals for the same event. The 1956 
npetition in Australia was his fourth 01>Tnpic contest. 

Several features of this case call for 
mment. First, that tlie e.xcellence of Takacs’ athletic 
rformances is so great as to place his preamputation 
well as postamputation attainments into a class of 
eir own. Secondly, that initially the training which 
tablished his world fame as a pistol shot was con- 
led to the right arm. Thirdly, that the snatch-over to 
e left arm was achieved natliin the comparatively 
iort time of eight months. And fourtlily, that from 
en on Takacs continued to improve his athletic 
impetence. 

Hemispheric Dominance—This report indicates tlie 
rtent to which an established neuromotor pattern can 
j projected into prevaously untrained skeletomuscular 
:gions. It also raises the question of the dominance 
: one cerebral hemisphere over the other. Prior to 
le amputation, Takacs was right-handed. It would, 
; he pointed out, not ha%'e occurred to him to shoot 
ith his left hand. The postoperative switch involved 
3t only the motor aspect of the skilled performance 
ut also its sensor)' counterpart, especially in respect 
f the functional integration of the tactile, propriocep- 
ve, and wsual components, of which Adrian has 
iven a masterly account.® 

The wual messages are the most comple.x. and the most 
iportant of all those reaching the human brain. In other 
limals hearing and smell may be the dominant senses, but in 
ir brains the olfactory pathways har e shrunk and smells plar 
very small part in our thoughts and decisions. In all the 
rrtebrates, however, the eyes seem to have dictated the 
eneral arrangement of the cerebral hemispheres. Orrang to the 
imera structure of the eye an object on the left is focused on 
le right half of the retina and race versa. Norv the natural 
mngement would seem to be that the right half of the retina 
: either eye should be connected rvith the right cerebral 
emisphere and the left half of the retina with the left hemi- 
rhere, and this is in fact accomplished by a sorting out of tire 
erve-fibres at the optic chiasma before they enter the brain, 
he result is that an object on the left is signalled by a visual 
lessage which is sent to the right cerebral hemisphere. Now if 
le object came into contact with the left side of the body or 
the left hand were put out to touch it, it would be confusing 
the tactile messages were sent to one side of tlie brain and 


the visual to the other. \)Tiat seems to have happened, there¬ 
fore, is that the crossing-over of the visual message has made 
it necessary for all the sensory pathways to cross over, so that 
all the information reaching one side of the brain comes from 
the opposite side of the body and its surroundings; and as all 
the informah'on goes across to the opposite heim'sphere, the 
orders for the muscles must also be elaborated in that hemi¬ 
sphere and the messages for them must come back across the 
midline on their way down to the spinal cord. 

Summary—This case report then is concerned wth 
the reestablishment of the performance capacitv' in 
an Oh'mpic champion in pistol shooting who had 
attained fame while competing with the right arm 
and w’ho, after amputation of the dominant e.vtremit)-, 
once more became w'orld champion, using the left 
arm. It emphasizes (1) the part played by the central 
pattern in the attainment of highly skilled neuromotor 
performances, (2) the significance of Hughlings Jack- 
sons statement regarding the functional bilaterahtv' 
of the nerv'ous system, (3) the integrated natiu-e of 
the performance adfusbnent after amputation, and 
(4) the possibiht)' of complete functional rehabilita¬ 
tion after major disablement. 

It also raises the question whether the cerebral 
component underl)'ing the extraordinarv' neuromuscu¬ 
lar efiBciency of this patient prior to the amputation 
e.xplains the transfer to the < ■ 1:^'-, d cxtremit)'. 

The German poet, Gotthold Ephraim Lessing in his 
drama, “Emilia Galotti” wTOte that Raphael would 
have become an immortal painter even if he had been 
bom without arms. Takacs’ stor)' corroborates the 
validit)' of Lessing’s literarx' imager)'. 

I am indebted to Lord Adrian (Universitv’ of Cambridge, 
England) for permission to quote from his book. 
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Fatal Machine Accidents on Farms.—Each year more than 2,000 people in the United States, 
or 1.3 per 100,000 population, are fatally injured in accidents invoK'ing machiner)’. . . . Over 
two fifths of all the fatal injuries in machine accidents occur on farms. . . . Tractors account 
for a considerable loss of life on the farm; overturning is the most common hazard, and fre¬ 
quently results from running the tractor too fast, carrj'ing e.xcessively heav'y loads, and from 
operating it along steep slopes or too near deep ditches. Self-propelled combines, com pickers, 
hay balers, hoists, and feed grinders are among the other types of machines usually involved in 
fatal farm accidents. Although a majority of the deaths from farm equipment are among adults, 
an appreciable number are among children, some of them quite young.—Fatal Machine Acci¬ 
dents, Statistical Bulletin of the Metropolitan Life Insurance Company, October, 1956. 
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FETOPELVIC GRADING OF BREECH PRESENTATIONS 

D. Frank Kaltrcider, M.D., Baltimore 


The bicccli piesGiitation lias been a fascinating and 
depressing proldcm to olistetricians for many years. 
It has liecn fascinating in that, if one is able to 
e.vlicict tlic Ijicccl) satisfactorily without injury, one 
has the sense of accomplislnncnt. In addition' tlie 
breed) is frequently associated with such problems 
ns congenital anomalies of the uterus, placenta pre¬ 
via, and contracted peh'cs. It is depressing because 
so many bicech infants die because of prematur- 
piolapse of the cord, intracrannial hemorrhage, 
and anoxia. 

During the past j'cars, there have been many excel¬ 
lent papers on llie general management of the breech, 
with particular reference to vaginal delivery. The em- 
pliasis on cesarean section has been lacking. There has 
been a hesitation to analyze tlic peh’ic structure, pelvic 
size, and n-eight of (he infant in order to determine 
whether any particular breech should be delivered 
vaginally. Much of this has been done by guesswork, 
and, when there has been indecision, the ultimate 
decision has usually been cesarean section rather than 
vaginal delivery. I will attempt to lay down some cri¬ 
teria for cesarean section in those pelves which are 
contraetecl. 

Material 

At the University of Maryland Hospital from Jan. 

1, 1950, to June 30, 1956, there liave been de¬ 
livered 19,414 infants weighing over 400 Cm. Of 
these, 781 were of the breech presentation, or an 
incidence of 4.02%. When twins were eliminated, 
there were 634 breeches occurring in 18,954 single 
pregnancies, or an incidence of 3.34%. Tlie disturb¬ 
ing factor is the perinatal loss. Table 1 demonstrates 
the number of single breech deliveries according to 
weight and the perinatal outcome. It will be noted 
that even in term births the perinatal loss was high 
(7.5%). The over-all loss was 23.3%. These figures 
are usually corrected by eliminating fetal death in 
utero, patients with hemorrhage and toxemia, and 
those infants in whicJi there liave been prematurity, 
congenital anomalies, and erythroblastosis. The cor¬ 
rected loss drops in service patients to 2.3% and in 
private patients to 0%. 

I do not feel that tliis is a proper approach to the 
problem. I should rather look at the situation as a 
23.3% loss and attempt in some fashion to correct this 
by better obstetric practice to a lower loss rather 
than by statistical correction. 


From the Department of Obstetrics and Gynecology, Univer¬ 
sity of Maryland Sciiool of Medicine. 

Chairman’s address, read before the Section on Obstetrics and 
Gynecology at tlic 106th Annual Meeting of tlie American 
Medical Association, New "York, June 5, 1957. 


In the management of a breech presenlaim, 
three factors must be considered in order lo 
decide between vaginal delivery and cesarean 
section. These are (1) pelvic size, (2) pehk 
shape, and 13) estimated fetal weight. Pelvic 
size can be accurately measured by x-ray pel¬ 
vimetry. Unless the infant is premature, vaginal 
delivery is contraindicated in flat pelves with 
an obstetric conjugate of less than 10 cm. 
Fetal weight is best estimated by having four 
or more examiners give an estimate witbouUhe 
knowledge of others and averaging the esti¬ 
mates. In addition to the above three factors, Ibe 
behavior of the sacrum and consideration of 
uterine inertia must also be taken info occount. 


There w'ere 774 cesarean sections during this pe 
of time among die 18,954 single pregnancies, or i 
However, among the breeches this incidence was! 
It is not necessary to go far into statistical analys 
find why the incidence of cesarean section a. 
breeches is so much higher than it is among the. 
presentations combined. For example, among the 
breed) presentations, tliere were 13 placenta pre 
a ratio of 1 in 49, tvhile in the other presentations 
ratio was 1 in 346. In patients who had previously 
a cesarean section, breech was frequently the decii 
factor as to abdominal or vaginal delivery. In t 
patients die ratio was 1 in 35, while in the other i 
entations it was 1 in 103: 

In those patients in whom diere was either a 1 
infant or a borderline or actual contraction of 
pelvis, cesarean section was done once in eveq 
breeches; in the remainder of the patients, once ii 
cases. This is sufficient to raise the cesarean sec 
rate from 4% among all presentations to 11% am 


he breech presentations. 

The combination of breech and contracted pelv 
X comparatively small factor among any group of 
dents. When an obstetrician is faced with the prob 
of a contracted pelvis and a breech presentation, 
decision as to die type of delivery is an arbitrarj' c 
Guesswork has played the major role in the decisK 
for abdominal delivery. We have had this combinat 
53 times, 36 times in primigravidas and 17 times) 
multigravidas. The primigravidas were delivered v 
ginally 17 times, xvith one fetal loss; cesarean seed® 
was used 19 times, widi one fetal loss. ^ 
fetal loss is inexcusable, in that this patients a j 
over 36 hours in length with aberration of tli 



165, No. 2 


BREECH PRESENTATIONS-KALTREIDER 


133 


It rate just prior to deliver^'. The cesarean section 
1 loss is unfortunate. This section was done early 
abor; tlie infant u-as bom in good condition but 
3 in tlie early neonatal period. Autopsy showed 
rked subarachnoid hemorrhage. Among tire muld- 
"lidas, 11 were delivered vaginally, udth one fetal 
and 6 were delivered by cesarean section. All of 
. multigra\ddas delivered by section had had a 
‘\ious cesarean section. Tlie reason for tlie one fetal 
.) in tlie r'aginal group could not be determined. 


T^ble 1.—Perinatal Loss in 634 Breech Presentations 


Weight, Gm 

Total 

Xo 

400-1,000 

73 

1,001 

42 

1,501 2,000 

4G 

2,001 2,500 

02 

2,501 and o\er 

411 

otal 

G31 




Xo ^ 

Ln mg 

Xo 


To 

o 

71 


97 2 

13 

29 


69 0 

24 

OJ 


47 8 

47 

15 


2 


SjO 31 7 5 

406 IGS 23 3* 


When corrected for premotuntv, twin*:, fetal death in utero, anoinalie- 
aorrhage, and erythroblastosis, the mortality for «enice patients i* 
£■ and for pnrate patients 0^ 


Tliere were 25 women until peh'es contracted at tlie 
let alone; 13 of tliese were delivered vaginally, with 
—^fetal losses, and 12 by cesarean section until one fetal 
ss. Twenty women had midplane contractions, of 
hom 12 were delivered vaginally; and 8 had a con- 

- acted inlet and midplane, of whom 3 were delivered 
-'-iginallj'. Since I do not recognize outlet contraction 

- ■> a pure entity and feel tliat tlie outlet and midplane 
-lould be considered as one, outlet contractions are 
■ rouped unth midplane contractions. 

Selection of Type of Delivery 

In an attempt to put into concrete form criteria by 
".'hijeh one may be guided in the selection of delivery 
-^^f tlie breech presentation, tliree factors must be con¬ 
sidered. Tliey are pelric size, peh'ic sliape, and esti- 
i'nated fetal weight. 

Pelvic Size.—Tlie pelvic size can be accurately meas- 
•tkred until only a 1 or 2% error by many of the fine 
netiiods of x-ray pelinmetr)' such as the Thoms, the 
’^avert-Steele, or the Caldwell-Moloy methods, "niese 
■^Ire excellent for determining pelxnc shape as well as 
i'ieh'ic size. The most important of tlie measurements 
liire the obstetric conjugate and the transverse diameter 
)f tlie inlet at the superior strait and the interspinous 

- ind anteroposterior diameter of the outlet at the lower 
"'leh’is. Mengert has described areas at tliese txvo levels. 
;^The inlet area is obtained by multipljmg die obstetric 
^.'onjugate and tlie transverse diameter: 100%, or nor- 
r"nal, is 145 sq. cm., and 85% of normal, or 123.25 sq. 
:m., he has designated as borderline. The midplane 
.nrea is obtained bj" multipljmg the interspinous ^am- 
, 3ter and the anteroposterior diameter of tlie midplane. 
^Dne hundred per cent, or normal, is 125 sq. cm.; 85%, 
,-3r 106.25 sq. cm., is borderline. As die areas at either 
,nlane diminish, so does the incidence of successful 
-raginal delii'erj' in normal-sized infants. Mengert has 


ably demonstrated this, and it has been corroborated. 
This fact udU be used later in dex'eloping the criteria. 

Pelvic S/mpe.—The after-coming head is accepted 
well by die normal-sized or ei^en slighdy contracted 
gjmecoid and andiropoid pelxis. The head udllingly 
enters the pelxlc caxdty unth the occiput anterior. 
Tliese tu’o shapes may be considered good ones for 
die after-coming head. The fact diat an after-coming 
head does not fit well into the flat pelxis has been 
recognized for many years. Tlie head must enter die 
pehis as an occiput transverse and sometimes has to 
be “rocked” from side to side in order to traverse die 
pelric inlet. This may well cause dystocia. If the 
obstetric conjugate is less dian 10 cm., the problem 
becomes acute. Unless the infant is premature, x^aginal 
deUverx' is contraindicated in flat peh'es unth an ob¬ 
stetric conjugate of less tiian 10 cm. In the android 
pehis, particularly when it is smaller tiian normal, the 
head has a tendency to enter as an occiput transi'erse 
and may well rotate to an occiput posterior as the 
lower peMs is reached. Mflien in addition diere is 
funnelling of the peh’is, a major peh'ic obstruction is 
met. Unless the android peh'is is large, it is a poor 
shape for die after-coming head. 

Estimation of Fetal Weight—All of us are aware 
tiiat estimating fetal weight prior to deliverx' is difil- 
cult. In tills group of patients diere was a range from 
-934 Gm. to -|-912 Gm. of error when single estima¬ 
tions were used. The ax’erage error was an under¬ 
estimation of 113 Gm. ty^e have attempted to solve the 
fetal weiglit problem in the foUow'ing manner: in any 
patient, four or more examiners estimate the fetal 
weight; this is done independently and xi'ithout the 
knowledge of die odiers; these weights are then ax'er- 
aged. There is a tendency in breech presentations, as 
in all presentations, to oi'erestimate small babies and 
underestimate large babies. 


Table 2.—Fetopelvic Grading tn Breech Presentations** 


Pelvic Size 
(Mengert's Area) 

0 Over 
9<n 

' 90^0 

1 to 

SoTc 

2 to 
.S07o 

3 and 
under 


Estimated Fetal Weight, 


Pelvic Shape 

Gm (Lb ) 

0 — gynecoid 


[■premature 
under 2,500 
1(5 5) 

0 — anthropoid 


(Small 
2,500-3,100 
1(5 5-7) 

2 — platypelloid 


(Average 

3,100-3,600 

l(7-S> 

2 — android 

3 j 

1 

[Large 
over 3,600 
Kover S) 


* Grading of 0 to 4 indicates vaginal delivery and 5 and over indicate* 
cesarean section, with following exceptions* (1) platypelJoid pehi* with 
obstetric conjugate greater than 10 cm is graded O; (2) transverse diam 
eter le>s than 10.5 cm m anthropoid pelvis i« graded 2; and (3) any mfant 
weighing oier 4,000 Gm should probably be delivered abdominally 


Criteria.—In order to arrive at a grapliic representa¬ 
tion of criteria for x'aginal deliverx' of breeches, each 
of tlie major factors discussed abox'e has been weighted 
(table 2). 

Peh'ic Size: At either the inlet or the midplane or 
both, a Mengert s area of abox'e 907 d is graded 0; areas 
of 85 to 90% are graded 1; those of 80 to 85% are 
graded 2; and 79% and beloxv are graded 3. 
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Pelvic Shape: Tlic gynccoicl and anthropoid pelves 
■aiise very little clifTicnhy as to shape and are graded 
; the nlatvncllnirl :inr1 ona-r.;,! .. 


, the platypelloid and android pelves may cause 

T Aiii.i; 3.~Gr(i(li>ig of Jirccchcs in Contracted Pelves 

No. o( WoiiiPt) Id GriuJc 


Vn);liiiil (loUvoO’ 
Vrfiimr.v .■-•wUoii 
aippiif section 


3 

13 


GRADE £ 
FAVORABLE 
COMBINATION 

GOOD PELVIC SlZr 
ROUNDISH PELVIS 
AVERAGE SIZE BABYJ 
or LESS 

GC.-//5 Tr.‘/e.S\ 
IS.'IOjO 

E.P.W,-3250«m. 

GRADE 6 
UNFAVORABLE 
C OMBINATtO N 

RO^RLINE PELV 
ANDROID SHAPE 
AVERAGE SIZE BABY, 


majol trouble and iuc graded 2. However, there are 
two cxccpUnm. If in the anthropoid pelvis the trans- 
\'ersc diameter i.s less than lO.o.cm., a grade of 2 should 
be made. If in a platypelloid iDeb'is the obstetric con¬ 
jugate is greater tlian 10 cm., theplaty- 
pclloid shape should be graded 0. 

Estimated Fetal Weight: Infants be¬ 
low 2,500 Gm. {5.5 lb.) (prematures) 
are graded 0; those weighing between 
2,500 and 3,100 Gm. (5.5 and 7 lb.) 
arc graded 1; between 3,100 and 3,600 
Gm. (7 and S lb.), 2,- and over 3,600 
Gm. (S lb.), 3. 

Each patient is then graded from 0 
up to a possible S. The 53 patients with 
contracted pelves described above 
were graded, and the results can be 
seen in table 3. In the vaginal group, 

£ve patients were graded 5 and 6. One 
baby died, and the mothers of three 
of the remainder were multigravidas. 

They probably should have been de¬ 
livered abdominalljL In the primary 
cesarean section group, seven patients 
were graded 3 and 4. They had the 
following comjrlications: one had a 
preN'ious mj'omectomy, one had a tu¬ 
berculous hip, and four had acute 
to.vemia. These added problems en¬ 
tered into the decision for abdominal 
delivery. 

Two hundred forty-seven patients 
with breech presentations had x-ray pelvimetry. Table 
4 shows how these v'ere graded. The indications for 
the primary sections were as follo^vs: grade 0, hemor¬ 
rhage in one patient; grade 1, erythroblastosis and dia¬ 
betes in one patient each; grade 2, toxemia in one pa¬ 
tient; grade 3, uterine inertia in one patient and 

Taule 4..~Gradmg of Breeches in 247 Women Undergoing 
X-raij Pelvimetry 
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patients, elective section in four, and obstructive!' 
m two; grade 6, nonpelvic indications and elects, 
tron in one patient each; and grade 7, elective 
m one patient. 

The causes of the perinatal deaUis were as M- 
nonpertinent anoxemia in 10 babies, congenital, 
alies m 3, trauma in 1 (grade 6), and iutracr. 
hemorrhage in one (grade 1). It appears reaw' 
woth the fetal loss in grade 6 and the proved fe 
of obstructive labor in grade 5 that levels bigherd 
4 could be dangerous to the infant if it is dek 
vaginally. 

On this basis it is felt that patients graded O' 
4 may be delivered vaginally; those graded 5 (t 


GRADE 4 
FAVORABLE 
ICOMBINATION/ 

I BORDERLWE CONTRACTCTpNLET 
CyNECOID to ANTHROPOID SHAPE 



GRADE 5 

UNFAVORABLE 

COMBINATION 

V—^ 

BORDERLINE CONTRACTED,IS • 
GYNECOID to ANTHROPOID: 




'O.C.-IO.S Tr.-tlS 
I.S.-9.S 
A.P.O.-II.O , 

E.EW.-3200-3500 gm. 



GRADE 7 
UNFAVORABLE 
COMBINATION 

0 oro^lTne contraction 

PLATYPELLOID SHAPe\ 
/--vVAVERAGE SIZE BABYy; 
o.c.-9.e rr.-is.o\ 

IS.-11.0 
K ^A.P.0.-/0.0 

E.F.W. - 3200 gm. 



E.EW.-4000gm. 


GRADE 6 

UNFAVORABLE 

COMBINATION. 


CONTRACTED PELVIS, 

android shape 

kAVERAGE to SMALL; 
BABY 

IOA.-IO.Z Tr.-tl.0\ 
IS.-SA 
A.P.0.-I0.0, 


E.F.w.-aeoojm. 




No. of Women In Grade 


0 1 

VnRlnal delivery . 8 -18 

Primary reetlon . 1 2 

Previous fccllon . i o 

Total . 10 GO 


03 

1 

1 


3 
67 

6 

4 


4 

21 

6 


05 CG 28 20 


nonpelvic indications in four; grade 4, uterine inertia 
natient, toxemia in three, and nonpelyic mdica- 


in one ..— — . r. • ai 

lions in one; grade 5. nonpelvic indications in three 


Examples of favorabJe and unfavorable combinations in breecli presentaf 
00 = obstetric conjugate, Tr. = transverse diameter of inJet, IS=rinterspinous dianict 
and APO=ranterposterior diameter. A, pelvic size and shape grade 0 and estimsl 
fetal weigiit (EFVV) 1 to 3, depending on weight; total 1-3. B, pelvic size 3, pel' 
siiape 0, and EFW 1; total 4. C, pelvic size 2, pelvic shape 0, EFW 3; total 5. 
pelvic size 2, pelvic shape 2, EFW 2; total 6. E, pelvic size 3, pelt'ic .shape 2, EF 
2; total Y. F, pelvic size 3, pelvic shape 2, EFW 1; total 6. 

should be delivered abdominally. There are two 
ceptions in the patients graded 4; (1) if the ol ■' 
ric conjugate is less tlian 10 cm. and (2) if the 
mated fetal weight is over 4,000 Gm. (9 lb.). 'P 
statistical data above do not prove that this sy'*"" 
of grading is valid. However, they may be suitaf 
for practical use. 

There are two other major considerations that • 
not be weighted satisfactorally. One is the beha« 
of tlie sacrum. If the sacrum has a good hollows 
inclines posteriorly, one can expect little difficult)' v- 
the head. If die sacrum is straight and inclines J- 
ward, shortening the anteroposterior diameter oi t 
outlet, then one can expect difficulty vvith extr-'’^' 
Tlie second consideration is uterine inertia, j; 
there is a combination of a suspect pelvis and me - 
regardless of-the.presentation,. cesarean section is 

better part of valor. 


c 

3 

2 

2 

7 


Total 

209 

26 

12 

247 
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mples of Grading.—The following e.Kamples may 
asidered to shoav some of the favorable combina- 
(see figure). 

\ pehis of good size, witli a roundish shape of 
a g\Tiecoid or slightly antliropoid h’pe, and an 
ge-size baby. One may not e.v-pect difficult}’ when 
' tliree factors are present in tin's form. This pa- 
would have a grading of 1 to 3 depending on the 
t’s size (see figure, A). 

A pehis with a contracted inlet (Mengerts area 
v’ 85Tt>) with a ga-necoid or anthropoid shape and 
timated fetal weiglit of 3,000 Gm. Such a pehis 
have an obstetric conjugate of 10.5 cm., a trans- 
^ diameter of die inlet of 11 cm., an interspinous 
,eter of 9.2 cm., and an anteroposterior diameter 
-e outlet of 12 cm. This patient w'ould be graded 
' e figure, B). 

.e following combinations may be considered \m- 
['able: 

A borderline pehis of any shape and a large 
it. For e.xample, an estimated fetal w'eight of 4,000 
. and a pehis in w’hich die inlet has an obstetric 
igate of 10.5 cm., a transverse diameter of the 
■ of 11.5 cm., an interspinous diameter of 10 cm., 
.an anteroposterior diameter of the outlet of 11.5 
'w’ould be graded 5 (see figure, C). Certainl}’ a 
)-Gm. infant w'ould run the risk of major trauma 
. vaginal deliver}’. 


2. A borderline pehis of android shape, with an 
average-sized infant. For e.xample, an obstetric con¬ 
jugate of 10.5 cm., a transverse of the inlet of 11.5 cm. 
with a ri'pical w’edge-shaped pehis with sharp spines 
in w'hich the interspinous diameter is 9.2 cm., an 
anteroposterior diameter of 11 cm., and an estimated 
fetal W’eight of 3,200 to 3,500 Gm. would be graded 6 
(see figure, D). 

3. A bordehne contraction with a plat}’peIIoid 
shape of the pehic inlet and an average-sized infant. 
For e.\ample, an obstetric conjugate of 9.6 cm., trans¬ 
verse diameter of the inlet of 12 cm., interspinous 
diameter of 11 cm., and an anteroposterior diameter of 
die outlet of 10 cm. with an estimated fetal weight of 
3,200 Gm. would be graded 7 (see figure, E). 

4. A contracted pehis widi an android shape and an 
average to small infant. For e.vample, an obstetric 
conjugate of 10.2 cm., transi'erse diameter of the inlet 
of 11 cm., an interspinous diameter of 9.2 cm., and an 
anteroposterior diameter of the outlet of 10 cm. with 
an estimated fetal w’eight of 2,800 Gm. would be 
graded 6 (see figure, F). 

Summar}’ 

Three variables affect the decision for die method 
of deliver}’ when the presentation is a breech. They 
are pehic size, pehic shape, and estimated fetal 
W’eight. These variables have been weighted, allowing 
each patient to be graded for decision for vaginal or 
abdominal deliver}’. 




TEEATMENT OF OBESITY ^TH PHENMETRAZINE HYDROCHLORIDE, 

A NEW ANOREXIANT 

Charles Ressler. M.D., New’ York 


ienmetrazine hydrochloride is a new’ anorexiant. 
s an oxazine derivative with s}mpathomimetic 
lerties, and its reported action is suppression of 
stite, with minimal cardiovascular and central 
ous system stimulation. In animal e.xperiments' 
lethal dose w’as about five times that of ampheta- 
e, w’hile the stimulative effect w’as about one- 
1. Clinical use w'as originated in Germany, w’here 
leike gai’e 50 patients a 23-mg. tablet twice daily 
10 w’eeks and found that all patients lost w’eight 
n average rate of 1.9 lb. (0.9 kg.) per w’eek. In the 
ted States, Gehin, McGavack, and Kenigsberg'^ 
)rted on a study with a double-blind placebo con- 


By means of a double-blind procedure, 30 
obese patients were tested to measure the 
effectiveness of a new anorexiant. The total 
weight lost and the average weight lost weekly 
by each patient were five times as great for 
those on therapy with the active drug as com¬ 
pared to those on therapy with a placebo. No 
special stress was placed on diet, although the 
elements of a well-balanced, 1,100-calorie regi¬ 
men were explained. There were no unusual side- 
reactions, subjective complaints, or changes in 
physical findings to indicate toxicity of the drug. 


om the Second (Cornell) Medical Di\ision, Endocrine 
c of Bellevue Hospital. 
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tiol in M’hicl) phennictnizine produced an average 
weeldy loss of 0.9 lb. (0.4 kg.) in llie 45 paHenls, No 
significant toxic results were encountered. 

Mctliod 

Wc were supplied with two identical tablets labeled 
tablet A and tablet B. One was phenmetrazine, 25 mg., 
and the other a placebo, but the governing code was 
known only to the manufacturer. As obese patients 
wore referred to the endocrine clinic for weight re¬ 
duction, u’c alternately placed one on a regimen of 
tablet A three times a da)' oue-lialf hour before meals 
and the next on a regimen of tablet 13 tlmcc times a 
da)' one-half hour before meals, until 36 patients were 
included. Tliis was done in routine manner, with no 
attempt at selection of cases. Bcgular histories were 
taken and physical examinations performed on each 
patient, with laborator)' studies including urinalysis, 
complete blood cell count, scrolog)', and in most cases 
determinations of blood cholesterol le\'el and basal 
metabolic rate. 

During the first interview the elements of a bal¬ 
anced 1,100'caloric regimen were explained orally, 
and from then on no special stress was placed on diet. 
Patients were seen at two-week intervals and careful 
records made of weight, pulse, blood pressure, and 
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loin (Dilantin) and phenobarbital. He had W 
in many previous attempts to reduce. Physical 

-89 lb. (131 kg.). Blood pressure was 130/80 mm H: 
rate was 76; urinalysis and complete blood cel! 
normal; fasting blood sugar level was 140 mg wm 
basal metabolic rate was +4^; uptake of radioaefc; 

(1 ; was 391f; and an electrocardiogram showed » 

N'cntnciilar premature contraction. The patient made! 
plaints but between March 21 and April 4 adminisin' 
pbcnmetrazinc was interrupted because irregularity rfti' 
'vas noted and an electrocardiogram revealed the prev, 
ventricular premature contractions. 

Case 21.~A 55-year-old housewife was given 
bad attended the clinic for many years and had a F. 
bisloiy of obesity, hypertension, and osteoarthritis. 51 
referred to endocrine clinic for weight reduction, f; 
e.vamination revealed an obese female 62 in. (157 ca 
and weighing 206.5 lb. (94 kg.). Blood pressure was 11 

Table 2.—Record of Weight, Pulse, and Blood Pressart- 
Patient in Case 21 over Period of Sixteen Week 


Date 

Weight. 

Lb. 

Pulse, 

Beats/JIifl. 

Bloo^Pr 

Mu 

2/ I. 

. •jflrt.S 

90 


:.V25). 


72 


3/31. 


96 

21ft 

■1/ t . 

. 207.25 

so 

Z'fi 

4/2.J. 

. 210.25 



.V n. 

... 206 



3/2.3. 


72 

.vy 


.s-ubjecti\'e complaints, wliile evidence of toxic effects 
was sought by general examination and reappraisal 
of urine, blood cell count, and basal metabolism. After 
each patient had been recei\'ing one medicament or 
the other for about three months, the study was con¬ 
cluded, with 30 patients remaining-14 taking tablet 
A and 16 taking tablet B. We were then informed that 
A was phenmetiazine, 25 mg., and B the placebo, 

Results 

It u'as at once apparent that with phenmetrazine 
every patient lost weight. This was accomplished 
smoothl)' and consistently at an average weekly rate 
of 1.34 lb. (0.6 kg.) for the group. The average weight 
loss for all patients receiving phenmetrazine was 
15.25 lb. (7 kg.). With the placebo, some patients lost 
and others gained, so that an average weight loss of 
0.24 lb. (0.1 kg.) per week was obtained. The average 
weight loss for all patients receiving the placebo was 
3.02 lb. (1.4 kg.) for the duration of the study; this 
provided a direct contrast to results with the active 
drug. Summaries of representative cases follow. 

Case 3.—A 42-year-olcl male was given plienmetrazine. He 
had a 25-vcar lri.story of grand mal .seizures and marked obesity. 
His seizures were kept under control witli use of diphcnylhydan- 
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1 -Record of Weight, Pulse, and Blood Pressure for 
Putient in Case 3 over Period of Fifteen Weeks 


Bute 

Woivht, 

Lb. 

•’Si) 

Pul.«c, 

Beiil.s/Mln. 

TC> 

13)00(1 Pressure, 
.Mni. Hg 
130/80 

.. 

. -283 

72 

120/80 


. 282 

81 

130/90 



SI 

ia>/9.) 



80 

135/9.1 


23il.3 

72 

130/80 

.. 

256.75 

72 

120/80 


mm. Hg; pulse rate was 90; urinalysis and complete bloa 
count were normal; blood cholesterol level was 160 n., 
100 cc.; uptake was 25% and .v-ray sboB’ed ostewii 
of the spine and shoulders. With placebo there was nod 
in die complaint picture. The patient bad suffered bo: 
somnia for many years, and “reducing tablets” effecth 
change. 

Case 14.—A 33-year-old married female was given 5 
metrazine. She had a history of bronchial asthma and ok 
was seen in surgery for furunculosis of the abdominal woll. 
was referred to us for weight reduction. Physical 
revealed an obese female 66 in. (168 cm.) tall and weif 
197,25 lb, (90 kg.). Blood pressure was 118/90 mm. 
pulse rate was 76; urinalysis and complete blood cell r 
were normal; basal metabolic rate was -10%; P^’ uptake 


Table 3.-Record of Weight, Pulse, and Blood Pressut 
Patient in Case 14 over Period of Sixteen Weeks 



Date 

Weight, 

Lb. 

. 197.25 

Pulse, Blood . 
Beats/Min. Mm. i 

70 116/?. 








. 167 

88 

119,*7 



. 178 



5/10. 


. 108 




■ blood cholesterol level was 170 mg. per 100 cc.; • ’ 
trocardiogram was normal. There were also noted expin 
ages in the chest; moderately enlarged, palpable noc 
•oid; and healing furunculosis of the antenor part a 
omen. The patient sustained o^ocerbations ot b, . 
,ma but made no specific complaints u-hile rece.ra, 

lASE 15.-A 5S-j'ear-old woman f 
n attending the endocrine dime for eiglrt 
gnosis of obesity and menopause syn r ‘ j (g p. 
ins of hot flushes and dizzy spells, 
nestic difficulties leading to "Xls’nervous. 

e patient says that she must eat ''’’‘o .„pjj,lring ISO-^’' 
examination revealed an obese female ueighmg 
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?.), Blood pressure was 150/90 nun. Hg and pulse rate 
4. There was no change in the pattern of coinnhints 
; treatment and no change in insomnia. 


: 4.—Record of Weight, Pulse, and Blood Pressure for 
Patient in Case IS over Period of Fourteen Weeks 



Weight. 

Pul=e. 

Blood Pressnre, 

Date 

Lb 

Beats/Min 

Mm Hg 


. ISO 2.1 


150/90 



70 

ICO/SS 



76 

160/100 



80 



Comment 

ne four cases cited illustrate the marked difference 
.esponse between phenmetrazine and the placebo. 
• patient in case 3, who was receiving tablet A, was 
■n off therapy with the drug for a few days because 
.■entricular premature contractions, but this was 

see 5.—Summary of Clinical Study in Treatment of Obesity 


Blood Xo of Ong- Total Xo of 


-Vge. 

Tr 

Pres¬ 

sure. 

Ser Mm Hg 

Pul»e, Wk inal Final 

Beats/ Treat- Wt, Wt.. 
Slln cd Lb Lb 

Phenmetrazine 

Xo of 
Lb 
Lost 

Lb 

Lost/ 

IVk 

Side- 

eflects 

63 

F 

165/93 

73 

16 

195 1S5 25 

9 75 

0 61 

Xone 

50 

M 

200/110 

62 

5 

351 S09 5 

413 

830 

Xone 

42 

SI 

130/60 

76 

15 

2S9 256 75 

32 23 

197 

Irreg 

pulse' 

45 

F 

300/70 

76 

14 

197 1S.5 75 

11 25 

OSO 

In'*oni 

oSa 

56 

F 

160/110 

S4 

16 

23S75 227 25 

115 

0 72 

Xone 

46 

F 

170/110 

80 

16 

189 5 176 

13 5 

084 

Xone 

54 

F 

175/95 

G4 

4 

179 25 170 25 

9 

225 

Xerv- 

ou«- 

ne'« 

58 

F 

160/90 

6* 

S 

185 75 177 3 

8 5 

263 

Dry 

mouth 

65 

F 


60 

16 

209 25 190 

13 75 

086 

Xone 

42 

F 

150/100 

SO 

15 

ISO 16S 75 

1125 

0 75 

Xone 

53 

F 

l30fS5 

72 

4 

153 148 25 

35 

0.SS 

01223- 

ne*:® 

49 

F 

350/90 

70 

6 

31S S04 

14 

2 3.3 

Xone 

50 

F 

165/100 

7’ 

13 

209 5 202 25 

725 

056 

Xone 

33 

F 

118/90 

76 

16 

197 25 16S 

29 25 

1 63 

Xone 


PlaMbo 


55 

F 

150/90 

S4 

19 

ISO 25 

182 5 

4-2» 

40 29* 

rn«om 

sfa 

52 

F 

150/70 

72 

17 

143 75 

141 

2 75 

016 

Xone 

3i3 

F 

I20/SO 

72 

12 

175 25 

169 25 

0 

050 

Xone 

5S 

F 

lSO/100 

6S 

11 

167 25 

1S5 5 

3 

0 27 

Xone 

37 

F 

120/90 

72 

4 

236 75 

236 

75 

0 39 

Xone 

4S 

F 

325/90 

64 

16 

18S 75 

ISl 35 

7 5 

0 47 

Xone 

53 

F 

1S0/I30 

90 

16 

206 5 

203 25 

325 

0 20 

Xone 

65 

F 

3SO/II4 

72 

17 

189 5 

174 

15 5 

090 

Xone 

43 

F 

160/129 

100 

25 

177 

186 

+9* 

40 60* 

Xone 

47 

F 

320/80 

84 

14 

161 

159 

2 

014 

Indi 

ge«tfon 

37 

F 

120/70 

72 

15 

181 75 

174 75 

7 

0 47 

Xone 

39 

M 

175/130 

96 

13 

257 25 

265 

-{-7 75^ 

^+060* 

Xone 

50 

F 

120/90 

SS 

9 

161 75 

159 75 

2 

022 

Xone 

49 

F 

170/95 

SO 

8 

218 

2U 5 

65 

0 81 

Xone 

40 

F 

110/80 

61 

4 

159 75 

1S5 

4 75 

119 

Xone 

65 

F 

140/70 

72 

16 

197 75 

1S9 75 

s 

050 

Xone 


Patient gamed weight 

ssumably not due to toxicity, because use of phen- 
Jtrazine was resumed ^vithout untoward incident. 
The other three cases were selected for rexdew be- 
ase each patient presented a multitude of somatic 
mplaints before, during, and after completion of the 
idy; but the complaint patterns were completely 


unaffected by the medication. The patient receiving 
phenmetrazine, however, lost a good deal of weight, 
while the controls did not. A statistical summary of 
the study is given in table 5. 

It is interesting to note that over one-half of the 
obese patients had diastolic hj'pertension. Neverthe¬ 
less, there seemed to be no adverse effect from the 
drug. Each patient was e.xamined and questioned care¬ 
fully on revisits at two-week intervals. Blood pressures 
and pulse rates did not v'arj', and smprisingly few 
subjectiv'e side-effects vv'ere elicited. One patient re¬ 
ceiving tablet A felt that her previous degree of in¬ 
somnia became more severe, but a similar complaint 
vv'as made by a patient taking tablet B. Nervousness, 
drv' mouth, and dizziness, all of mild degree, were 
reported with tablet A, while one patient receiving 
tablet B dev'eloped indigestion. 

Not included in this study, since there were no 
controls, vv'ere 20 patients treated with phenmetrazine 
in private practice. In almost everv' instance a marked 
anore.xiant effect was noted, and side-effects were 
minimal. Only one patient felt a nonspecific sense of 


Table 6.—Analysis of Findings in Two Groups of Patients 
Treated for Obesity 


Ko ol patients. 

Distnbutlon by sex . 

At. age, yr....... 

Total no of vrk of dieting 
At. no of wk of dieting... 

Total weight lb. 

At weight lo««, lb. 

At. weight loss per wk lb. 
(Standard error of ar).... 
Incidence of side-effects .... 


Tablet .4 

Tablet B 

(Fhenmetrazme) 

(Plaeebo) 

14 

16 

! male; 12 female 

1 male: 15 female 

506 

436 

159 

206 

11 4 

12 6 

216 25 

50 25 

15 25 

3 02 

1 it 

0B4 

(0 843) 

(0113) 

4 

2 


* Average weekly weight loss for the phenmetrazine group was stati-ti 
cally signiOcant at the ISc level For placebo group. It was of borderline 
significance at the level The difference was also statistically significant 
at the 1^ le\el 


nerv'ousness and discontinued use of the drug. Occa¬ 
sionally a complaint of drvmess of the mouth and also 
a story of headache during the first day or two of 
therapy were encountered. 

An analysis of the results of the clinical study is 
given in table 6. The total amount of weight lost by 
each patient and the av'erage w’eekly w’eight loss were 
fiv^e times as great with phenmetrazine as with the 
placebo. Illustrating the effectiv’eness of phenmetra¬ 
zine as an anore.\iant, the average vv-eight loss was 
1.34 lb. per week, as compared with 0.24 lb. with 
the placebo. 

Summary 

Clinical inv^estigation of a new anore.xiant, phen¬ 
metrazine hydrochloride, was conducted in our en¬ 
docrine clinic by means of a double-blind procedure. 
Tbirt}' obese patients were treated with either tablet 
A or tablet B, with no special stress placed on diet. 
After three months the study was concluded and we 
were told that tablet A was phenmetrazine, 25 mg., 
and tablet B a placebo. 
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Patients who received phenmetruzine lost an av¬ 
erage of 15.25 lb. (7 kg.) each, at a rate of 1.34 lb. 
(0.6 kg.) per week. Patients who received the placebo 
lost an average of 3.02 lb. (1.4 kg.) each, at a rate of 
0.24 lb. (0.1 kg.) per week. Incidence of side-reactions 
and subjective complaints was negligible, and e.vami- 
nation, including pulse, blood pressure, blood cell 
count, and urinalysis, showed no signs of to.xicity. 
Phenmetrazine hydrochloride was found to be an 
effective and seemingly harmless anore.xiant for rou¬ 
tine therapy in obese patients. 

625 Piirk Ave. (21). 


J.A.M.A,, Sepl 

Tlic phenmetrazine used in this study was supplied j, 
hidin by Geigy Pharmaceuticals, Division of Geig^- Ct 
Corporation, Yonkers, N. Y. 
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OBSTETRICIAN’S ROLE IN POSTPARTUM MENTAL ILLNESS 

Mar)' A. White, Ph-D., Curtis T. Prout, M.D., Carl Fixsen, B.A. 

and 

Marvin Foundeur, M.A., White Plains, N.Y. 


The results to be presented here derive from a recent 
study’ of 100 consecutive patients with postpartum 
mental illness, admitted to the New York Hospital- 
Westchester Division between 1944 and 1952. Our 
purpose was an exploratory one, to discover what we 
could about the present nature of this reaction by 
comparing these patients with a control group con¬ 
sisting of 100 female patients admitted to this same 
hospital, matched for age and year of admission bu 
whose mental illness was not associated with child¬ 
birth. In presenting our data, we will compare them 
with a survey of this subject as given in curient ob¬ 
stetrics textbooks = so as to provide the practicing ob¬ 
stetrician and future students with a summary of the 
present knowledge of this reaction and in the hope that 
bitnre textbooks may correct certain impressions that 
semto usVo be oJof date, inaccurate, or confusing. 

The term “postpartum mental illness was broad y 
conceived Jn mir Ldy to mean any mental illness m 

common one research to date regarding 

(see references cited m our ^ often reflected 

onh " smaied. Few inv^ 

A—, 

New York, June 5,1957. 


One hundred patients with postpartum men- 
tol illness were compared wifh a g^oup of lO 
female patients, matched for age and year of 
admission, who had been admitted to the same 
institution for mental illness not associated with 
childbirth. No significant difference in sympto¬ 
matology was found. Postpartum mental illnesses 
are not a psychiatric entity; the term should be 
understood to refer simply to pxy 

chiatric disorders but in the setting of childbirth^ 
Current beliefs regarding etiology were found 
to need correction. The illness was not especally 
associated with first P’-^Snanaes; almost Hal 
the patients had experienced childbirth befor 
withLt recognizable mental illness. Among the 
most frequent precipitating factors were un- 

stable marriages, long-standing 

of the patient herself, immaturity of the patient, 

Zlal tail, of "'O P”f"\’ 

etan of n.w financial ond offer tan. 

The obstetrician's role includes 0“''' 

of symptoms, use of 

vent suicidal and '■f™''''”! a»lh« 

e'tsv facts about postpartum mental tllnett. 
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;ators have employed any t>'pe of control group for 
evaluating tlie significance or results. Many of the 
points of disagreement found in both the reported re¬ 
search and in the textbooks may be due to generaliza- 
dons from small and possibly biased samples. An 
lexample of this is Zilboorg’s paper/ which stressed 
certain analytic interpretations and which has in- 
Buenced the presentations in some textbooks. The 
careful reader finds it difiBcult to determine the exact 
rnature of the populations studied or how these cases 
■were selected, so any generalizations based upon so 
few patients, especially if they were all schizophrenic, 
would be questionable. 

Definition 

The obstetrics textbooks use confusing terminology 
in referring to mental illness associated wnth child¬ 
bearing, such as puerperal insanity; gestational psy¬ 
chosis; confusional insanity; insanity of pregnancy, of 
labor, of puerperium, and of lactation; psychosis in 
pregnancy; toxic and infectious exhaustive psychosis; 
and postpartum psychosis. 

One of the major reasons for confusing terminology 
has been the changing theories of causality. In the 
past, many of the postpartum mental illnesses were 
probably related to toxic, infectious, and exhaustive 
factors inherent in tire medical problems of those 
times. With improved medical care, such conditions 
are increasingly rare. There has also been a trend away 
from organic diagnoses as psychiatry has come to 
recognize functional elements. Most recent authors 
agree that toxic, infectious, and exhaustive factors play 
a smaller and smaller role in the postpartum reactions. 
In an earlier study® at this same hospital of patients 
admitted between 1911 and 1923, 11 of tire 72 patients 
studied had diagnoses of delirium. In our present 
study, none of the 100 patients had an organic diag¬ 
nosis, which reflects the decreasing role of organic 
reactions. 

We recommend dropping terms such as puerperal 
insanity, confusional insanity, and toxic psychosis from 
future textbooks and limiting ourselves to the term 
“postpartum mental illness,” since it is the current psy¬ 
chiatric term, or else to “gestational mental iUness.” 
Either term is free of organic implications, of the un¬ 
desirable term “insanity,” and of the implication that 
only a psychosis can occur. 

Incidence 

Depending upon the text one reads, the incidence 
of postpartum mental illness ranges from one in 400 
to one in 1,000 pregnancies. The incidence of mental 
illness in all pregnancies is probably impossible to 
compute accurately, because there is no one reliable 
observ’er present fcoughout the entire period of pos¬ 
sible onset. Hospital statistics and incidences reported 
by obstetricians are probably low, since many of 
these illnesses occur after the last obstetric contact, 
assuming that to be usually six weeks after delivery. 
“In OUT'present“Study 69 patients had no-recognizable 


symptoms until after delivery. Of these 89, 55 showed 
symptoms within six weeks, but 34 showed symptoms 
well after six weeks of deliver^^ Let us assume that 
the 55 would be known to their obstetricians; this 
leaves 34 of the 100 patients studied who developed 
symptoms well after the last regular contact with 
tlieir obstetrician. This means that as many as one- 
third of all such cases may be overlooked by obstetric 
sources, suggesting that any estimated incidence would 
need to be corrected to approximately one in 300 up 
to one in 750. Even this estimate may miss patients 
who do not receive psychiatric attention, who are not 
hospitalized, and who are in no svay knowm to persons 
who compile such estimates. We recommend that any 
figures of incidence given in a text or lectmre be treat¬ 
ed as the vaguest of estimates until such time as re¬ 
porting is more reliable. 

As for the number of women svith postpartum men¬ 
tal illness compared to all female patients admitted 
to a psychiatric hospital, there is a similar confusion. 
Rates cited in the textbooks rewewed were 27o, 5%, 
and 10% of aU females admitted because of mental 
disease. Figures wall differ depending on how one de¬ 
fines the postpartum illness. In our recent study, our 
definition was as broad as was reasonably possible, so 
the 5.3% obtained for -women with this illness com¬ 
pared to all females admitted to this hospital during 
the same time interval could be considered the upper 
limit for such percentages. 

The whole question of incidence needs to be clari¬ 
fied. Let us assume that the age span in women for a 
funcUonal mental illness requiring hospitalization is 
roughly from 16 to 60 years, w'hich is a span of 44 
possible years. Let us fmrther assume that the average 
number of children bom per mother was roughly 3.7 
children in 1950 for the population as a whole. We wall 
allow 9 months of pregnancy and six w'eeks post 
partum for each child, which means that each woman 
spent, in those 44 years, about 39 months directly in¬ 
volved in the act of childbearing. What are the chances 
for any mental illness occurring during these child¬ 
bearing months? If we divide 44 years into 39 months, 
we get about 7%, which would be the incidence 
simply by chance alone, with no causal relationship 
implied. It seems to us that 7% is a generous estimate 
of the expected incidence among females admitted for 
psychiatric reasons. Again, we caution future authors 
from placing reliance upon any such figures because 
of problems in definition and because of the varying 
admission policies of psychiatric installations. With 
the current trend toward increased outpatient psyohi- 
atric care and the use of tranquilizing dmgs, these fig¬ 
ures may change. 

Etiologj^ 

According to the textbooks, the etiology of these 
illnesses includes faulty elimination, insomnia, toxemia, 
illegitimate pregnancy, poor heredity, unstable pre- 
morbid personality, frigidity, homosexuality, sepsis, 
—fear of-responsibility of motherhood, a first pregnancy. 
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unknown organic factors, masturbation, financial wor¬ 
ries, a male cliilcl, disappointment in the sex of the 
cliild, and previous mental illness. 

Our present knowledge of the etiology of the post¬ 
partum mental illnesses is similar to our knowledge 
of most otlicr mental illne.sscs. There are four general 
types of explanations: organic factors, heredity, per¬ 
sonality prcdi.sposition, and environmental influences. 

It seems reasonably well accepted now that organic 
factors derived from childl)irth itself have a relatively 
minor influence.'' 

Wc can report no specific cause for the postpartum 
mental illnesses that emerged from our study of 100 
such patients. There would seem to be as many differ¬ 
ent constellations of contributing factors as there are 
patients studied. Hut approximately 30% of these post¬ 
partum patients had had a previous attack of mental 
illness. This is almost exactly the same percentage 
found in the control group. In other words, the post¬ 
partum patient is like any other female patient of the 
same age admitted to this hospital in respect to pre- 
Wous mental instabilify. Appro.vimately the same per¬ 
centage, 20% to 30%, of both groups had also had a 
previous admission to a mental hospital. Tetlow’s re¬ 
cent findings are in agreement on this point. 

As for the sex of the child, our study did not dem¬ 
onstrate this as a factor. Only 11 of our 100 patients 
reported disappointment in the sex of the child. Since 
4S of the infants born were male, 51 were female, and 
one was stillborn (sex not given), there would seem 
to be no encouragement for believing tliat the sex of 
the child is an etiological factor. 

Some authors have felt this illness is primarily asso¬ 
ciated with first pregnancies. It seems to us that this 
' partially a result of a statistical misunderstanding. 

bviously there are more first-born persons in the 
population than of any other sibling rank. One should 
expect the incidence of all these illnesses to decrease 
with die birth rank of all children, since the actual 
number of such pregnancies must also decrease with 
the rank of the child born. In our study, 57 patients 
reacted to their first-born, 26 to their second, 13 to their 
third, and 4 to their fourth child. It is difficult to ob¬ 
tain figures for a comparable normal population in 
order to test the significance of this frequency, al¬ 
though Vislie"" made such a comparison and con¬ 
cluded that women going through their first pregnan¬ 
cies were more susceptible. What was significant, 
perhaps, in our study was that almost one-half of the 
patients reacted to a later child rather than to their 
first child. Almost half had experienced childbirth at 
least once without a recognizable mental illness. It 
would not be wise to infer that this illness does not 
occur after one stable pregnancy, but it is possible mat 
the illness occurs more often in first pregnancies. 1 he 
obstetrician might remember tiiat almost one-halt ot 
these illnesses which he will see will occur m multi- 

paras. 


illness-white et al. 
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As for physical complications which might hav 
caused undue stress, a review of these 100 bistori- 
failed to reveal unusually difficult pregnancies or 4 
hveries, as reported by the attending obstetrician c- 
by the patients family. Tetlows controlled study®o' 
67 patients also showed no significant frequency c' 
physical complications. ‘ . 

In the psychiatric literature, reference has beea 
niade to the frequency of this illness among patienis ' 
of Jewish background. This seems to be anoDier ^ 
statistical mishap. One must compare these patients ' 
to a matclied control group from the same hospital, , 
since the population of a hospital may reflect ethnic ; 
patterns of its area. When we made such a compariso!), : 
no significant incidence was found for any one reli¬ 
gious group. Abnormal sexual behavior, such as fri¬ 
gidity, homosexuality, or masturbation, was not ! 
outstanding in our group nor in Anderson’s."’ 

Tlie precipitating factors which impressed us in our , 
group of patients were these, in order of frequency: ' 
(1) unstable marriage; (2) long-standing maladjust¬ 
ment of the patient herself; (3) immaturity of the 
patient; (4) unstable family history of the patient; 

(5) birth of the baby creating considerable e.xtra re¬ 
sponsibility upon the patient, particularly financial; 

(6) baby not wanted by wife or her husband; (7) 
physical illness of mother or the baby, including ex¬ 
treme fatigue in caring for a sick baby; (8) unfavor¬ 
able situation at home after delivery, such as poor liv¬ 
ing conditions, in-law friction, death of a relative, or 
husband losing his job; and (9) traumatic situations, 
such as the suicide of a relative or witnessing a tragic 
death. There were additional factors that were hard 
to classify, such as a fearful reaction to childbirth 
based on ignorance, or low mentality. 

It seems to us as well as to others that what pre¬ 
cipitates such an illness can be a combination of many 
things, rather than one simple factor. There is the pa¬ 
tient’s basic stability, the stability of tlie marriage it¬ 
self, the setting into which tlie baby is born, plus a 
combination of circumstances to which the patient 
might have been especially vulnerable. The arrival of 
a child into such circumstances can set off complicated 
reactions in the total life situation which are due not 
to the symbolism of childbirth as much as to a diffi¬ 
cult life situation faced by a somewhat unstable per- 

We have, it will be noted, referred to “precipitating 
factors” rather than to etiological factors. This is due to 
our reluctance to posit causal factors without the as¬ 
surance that we are correct. The cause or origin ots 
disease is something we need to have correct, parben- 
larly when we are educating future physicians. 

Onset 

Some texts say symptoms often occur m the W 
trimester, still others say not until after 
say that depressions begin during pregnancy, 
schizophrenic reactions appear 
labor; the onset may be slow or sudden. If 
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follows deliverjs some say this happens in the 10th 
to 14th day, some say the 1st to 14th day, and some 
say up to the end of the second year. 

The data from our study support few of these state¬ 
ments. Only 11 of our 100 patients showed recog¬ 
nizable sj'mptoms during pregnancy, these occurring 
on tlie average between the fourth and fifth months, 
but an average is of little value with so small a number. 
The remaining S9 showed symptoms after deliver}', 
which suggests tliat this is when the bulk of reactions 
are to be expected.® Of these 89 reactions, 55 had their 
onset within six weeks of delivery, with a mean onset 
of two and one half weeks. (Only 21 of these patients 
showed symptoms within the first week, when pre¬ 
sumably they were still in a general hospital. This 
means tliat only about 20% of tliese reactions would 
be seen today while a patient was in the hospital or 
on an obstetrics service.) As was stated earlier, tlie 
balance, 34 patients, had their onset after six weeks, 
with an average of some four months after deliver}'. 
This average was not distorted by a few extreme cases. 
This suggests that one in three cases of postpartum 
disease, as defined here, had its onset well after the 
patient’s last regular obstetric contact. 

Two questions remain about onset; first, is tliere a 
t}'pical time of onset for am’ one t}'pe of ilbess, and, 
second, is time of onset related to prognosis? Our data 
indicate that most of the psychoneurotic and manic- 
depressive disorders occur after deliver}', about half 
of these within six weeks and half later. The schizo¬ 
phrenic patients, as a group, tended to have a more 
sudden onset after delivery, but the inten-al ranged 
up to 10 months. In our follow-up study, we foimd 
that the schizophrenic patients, as a group, did less 
well than either the psychoneurotics or manic-depres¬ 
sives, so we infer that a sudden onset after deliver}' 
is not related to a good prognosis. 

Symptoms 

The symptoms described in the textbooks cover 
almost everything, and even for someone familiar 
with mental disorders it would be most difficult to 
recognize an illness from such descriptions. The s}'mp- 
toms are said to include insomnia, irritabilit}', anxiety, 
depression, delusions, neurotic symptoms, e.xcitement. 
hallucinations, hostilit}', homicidal threats, suicidal 
attempts, restlessness, mood swings, and suspicion. 
These might describe the S}'mptoms of the population 
of any psychiatric hospital. 

It seems to us that the whole topic of s}'mptoms is 
close!}' related to a discussion of diagnoses, unless 
one believes that the postpartum mental illnesses are 
a diagnostic entity in themselves. One of the major 
findings of our research has been tliat the postpartum 
mental illnesses are not a psycliiatric entity; child¬ 
bearing is no different from any other situation to 
which people can react until mental disorders.® To 
ever}' major change in life, such as adolescence, mar¬ 


riage, childbirth, promotion, or aging, there are some 
people who react abnormally. To us, postpartum men¬ 
tal illness is merely a term to refer to the illness of 
those patients who develop the usual psychiatric dis¬ 
orders, but in the setting of childbirth. A cause-and- 
effect relationship between childbirth and mental 
illness is not implied,®* only a temporal relationship. 
The symptoms of these illnesses therefore should be 
discussed in connection TOth the h'pes of disorders 
that occur. 

Types of Disorders 

One finds a multitude of t}'pes of disorders de¬ 
scribed in the textbooks, depending upon the author’s 
theoretical point of mew and upon the adequacy of 
his rewew of previous research. There are those who 
stress depressions, confusional states, or schizophrenia. 
Some type the reaction according to its time of onset. 

This topic would be clarified greatly if the te.xt- 
books referred to research in which the types of post¬ 
partum disorders have been found to be quite like 
those occurring in psychiatric patients of the same 
age and sex.’" In our study, we compared the diag¬ 
noses of the 100 postparhun patients svith those of oiu 
control group. There were no significant statistical 
differences between these two groups in the frequency 
of psychoneurosis, schizophrenia, or manic-depressive 
illnesses. The significant point would be that the major 
mental disorders of this age group of women occur 
with the same distribution in tlie postpartum setting 
as they do in any other setting. 

If we accept this finding, then any description of ' 
t}'pes of illnesses and their s}'mptoms should follow 
the descriptions of these disorders given in any up- 
to-date psycliiatric textbook. Tlie future obstetrician 
would be well adv'ised to recognize the S}'mptoms of 
the major functional disorders as they are currently 
taught in psychiatr}'. Psychiatric consultation might 
be a helpful step for the practicing obstetrician when¬ 
ever there is any question as to the nature or severit}' 
of the reaction. 

Considerable emphasis has been placed in the te.vt- 
books upon suicidal and homicidal risks among these 
patients. Current research, including our own and 
Vishe’s,®' would support the idea that suicide is a 
sufficiently common risk to alert the obstetrician that 
close nursing observation and safeti’ precautions for 
these patients are a wise move, at least until such time 
as the patient is under psychiatric treatment or suffi¬ 
ciently improved. 

The homicidal risk is another matter. Man}' post¬ 
partum patients e.xpress hostilit}' toward their new¬ 
born infants, and often toward their husbands, but 
ewdence is scant}' regarding the frequency of in- 
fanticidal attempts. We cannot report a homiddal 
attempt in any of our 100 patients, nor did Anderson "* 
or Vislie."' It ma}' be that, wth earlier recognition 


POSTPARTUM MENTAL ILLNESS-WITITE ET AL. 


and treatment of these patients, the opportunity lias 
been decreased. In planning nursing care, precautions 
against hostile acts should he observed. If a patient is 
so disturbed as to threaten homicide, it .seems rea.son- 
ablc to e.vpect that the physician will have already 
sought psycliiatric consultation. 

Treatment 

The topic of (leatmcnt is usually cited briefly in 
the te.vtliooks e.vccpt for advice as to the u.sc of elcctro- 
.shock iTcatment and ho.spitalization as indicated. 
Usually p.sychiatric consultation is suggested. The 
subject of carh' detection might profit from amplifi¬ 
cation, but this depends in turn upon the author’s 
familiarity witli the p.sychiatric disorders and their 
S}'mptoms. Tile obstetrician needs to be aware that 
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Prognosis 

In discussing prognosis, we will omit the ow 
cally induced disorders, ivhich we think to be i 
quent these days, and concern ourselves only with ft. 
functional disorders. The textbooks vary' consi(lera!)l\ 
regarding the prognosis for individual types of ill. 
ness, but most authors feel the over-all prognosis t 
good, a point with which we agree wholeheartedly, 
Tlie follow-up study of our 100 patients was care' 
fully done, with detailed information obtained on ft 
of the 100 patients. The follow-up period folloHiBi 
hospitalization ranged from one to nine years, aver 
aging four years. The details of this study are pul 
lished elsewhere,’ so only the final results will be give; 
here. Seventy-two of these patients Jiad achieve 


postpartum mental illnesses can take the form of any reasonable level of adjustment some four years aftf 
functional mental illne.ss and that therefore any symp- hospitalization; of these, 57 were apparently recoi 
torn can have significance, from tension, depression, The balance were making a marginal adjtis 

and insomnia to flagrant hallucinations. Reassurance ment, were still in treatment, or were in a ment 

by the obstetrician, as long as it is successful, is tlie hospital. One could restate this to say that three oi 

treatment most often suggested in the textbooks. We ^^de a reasonably good recovery and thn 

would argue for increased emphasis upon early de- fully recovered. From what v 

tection and careful observation. of similar hospitalized groups, this can be co 


In discussing treatment, since the patients in our 
study were all hospitalized, we must limit ourselves 
to psycliiatric hospital treatment. These 100 patients 
spent an average of se\'en months in this hospital, 
which was a significantly shorter hospitalization than 
for the controls. Some received electroshock treat¬ 


sidered a good recovery rate. 

The types of disorders varied in their prognos 
The manic-depressive and psychoneurotic groups d 
somewhat better than the schizophrenic group, whi 
is consistent with our present knowledge of the 
illnesses. But one must be cautious of group averag 


ment, but all received psychotherapy as well as pro¬ 
gram therapies. Tliere was no unique lylan of psychiat¬ 
ric treatment that differentiated them from other pa¬ 
tients. However, one-third of these postpartum 
patients left the liospital against advice, prior to the 
time the hospital staff felt that a good level of recov¬ 
ery had been reached. This was a significantly greater 
amount tlian in our controls. Those who left the hos¬ 
pital against advice stayed an average of 4.4 months, 
.some 3 months less than the total postpartum 
group. This raises the question; Does leaving the hos¬ 
pital against advice, prior to the conclusion of treat¬ 
ment, affect the patient’s cliance of recovery? In our 
study, it did. Tliose who left the hospital too soon had 
a significantly lower level of adustment upon follow¬ 
up tlian did those who left with the staff s approval. 
This may be due to the shorter hospitalization or 
possibly to the pressures within a family situation 
which caused the patient to leave as she did. 

To date, our knowledge of treatment for these 
mental disorders is like that for other mental dis¬ 
orders. No specific treatment is yet known. Psychi¬ 
atric liospital treatment includes psychotherapy, 
planned activities, and good nursing cave. Electro¬ 
shock treatment follou's tlie indications found in any 
other patient. {Tranquilizing drugs had not been m 
use at the time our patient group was studied.) 


because many individual schizophrenic patients d 
extremely well and also because diagnosis itself is t 
variable to put much faith in prognosis based upon 
Our data do not substantiate tbe opinion that t 
later the onset die worse the prognosis or the mo 
excited and confused the patient the better die pro 
nosis. 


Many workers in the mental health held look f 
reliable prognostic signs, and we were no exceptio 
Our data indicate a quick rule of thumb for progno; 
which seems to be reasonably accurate. When an o 
stetrician has a patient who is to be hospitalized f 
a postpartum mental illness, a good psychiatric histo 
is his most reliable guide. We would ask him to revie 
the ps>'chiatric history for the following major poiii 
(stated briefiy): (1) long-standing maladjustmenU 
the patient, (2) family history of mental illness, (t 
psychological immaturity of the patient, and (4) a 


stable marriage. 

If the obstetrician finds none or only one of thei 
hur factors, then be can feel quite confident aboi 
the ultimate prognosis after psychiatric hospitaiz. 
tion. Of the 31 patients in our study who showed non 
or only one of these factors, 28 made an e.vceliffl 
recoverj^ and the remaining 3 made a fair recov • 
In otlM words, 9 out of 10 such patrents who W 
none or one of these factors made an excelle 
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y. There was considerable variability in the recovery 
tes of patients with two or more factors, making 
edicdon based upon the presence of two or more 
ctors not reliable. The advantage of this prognostic 
lie of thumb is tliat it is based on data available at 
le time of onset, allowing the obstetrician to guide 
le patient’s family as to the future outlook when the 
atient’s illness has just begun. 

As for future pregnancies, most authors are pessi- 
lisdc because of the possibility' of further mental 
Iness. Some speak of tlierapeutic abortion for this 
easoD. We do not share this degree of pessimism, 
nd similar optimistic figures regarding both prognosis 
jid future pregnancies have been found recently by 
dadden and others." There were 27 subsequent preg- 
-lancies among 22 of our patients, and only 3 patients 
•eacted with a recurrence of their mental illness. From 
his small sample, one might infer that the chances 
“ire that one in seven patients will experience mental 
Ulness associated with a subsequent pregnancy. Of 
course, there may have been some patients who avoid¬ 
ed pregnancy for mental health reasons, so such fig- 
‘ures are only the roughest of estimates. In the group 
studied in Norway,^' several abortions were per¬ 
formed, but of those women bearing children, 12 of 
15 had no untoward mental reaction. The patients 
who aborted may have been poorer mental risks. It 
I would seem however that the risk of recurrence is not 
so great as to preclude future pregnancies. 

Summary 

A study of 100 patients with postpartum mental ill¬ 
ness and their control group, and a review of the re¬ 
cent literature, would suggest to the obstetrician the 
followng points of current information: 1. The post¬ 
partum or gestational mental illnesses are not a psy¬ 
chiatric entity in themselves but instead are the tj'pi- 
cal functional mental illnesses found in women of 
this age. 2. Tlie relation between childbirth itself and 
mental illness is not thought to be causal, nor is any 
one etiological factor demonstrated. 3. The birth of 
a child is thought to be a final precipitating factor in 
a somewhat unstable person facing a total life situa¬ 
tion to which she may be vulnerable. 4. Although 
first pregnancies may be frequently associated w'ith 
postpartum mental illnesses, approximately one-half 
of aU such patients seen by the obstetrician may be 
multiparas. 5. The onset is most likely to follow de¬ 
livery', with one-third showing sy'mptoms some four 
months after delivery', well after their last regular ob¬ 
stetric contact. 6. The incidence of these reactions in 
all pregnancies is reestimated to be from one in 300 
to one in 750, whereas the incidence among all female 
psy'chiatric admissions is reestimated to be from 5 
to 1%. 7. The prognosis for these disorders, following 
hospitalization, is good. 


The obstetrician’s role in these disorders might in¬ 
clude (1) early recognition of psy'chiatric sy'mptoms, 
which u'ill be those ty’picaUy' found in any of the 
major functional disorders; (2) after recognition, ini¬ 
tiation of careful nursing precautions against suicidal 
and homicidal attempts until psy'chiatric consultation 
is obtained; (3) an estimate of a patient’s recox'ery' 
after hospitalization by' use of a brief prognostic 
guide; (4) the recommendation to the patient and 
her family' not to terminate hospitalization against the 
staffs adwce, since this has been associated rath a 
poorer prognosis; and (5) diminished pessimism that 
future pregnancies are associated with further mental 
illness. 

The authors of obstetrics textbooks should clarify 
the presentation of postpartum mental illnesses in fu¬ 
ture editions. 

121 Westchester Ave. (Dr. White). 
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PREANESTHETIC USE OF ATROPINE AND SCOPOLAMINE 
IN PATIENTS M'lTH GLAUCOMA ^ 


Herman Sclnvarlz, M.D., Andrew de Roetth Jr., M.D. 

ntui 


Emanncl M. Papper, Nf.D,, New York 


Proper pioaiic.sthclic medicalion before general 
ane.sllie.sia inclnclc.s tlie parenteral u.sc of a belladonna 
drug sneb a.s niroiiine or .seopolamine, Tliese drug.s di¬ 
minish .salivation and Iracbeobroncbial secretions dur- 
ing the induction and mainionancc of general anc.sllie- 
sia. In patient.s vi’itb glaucoma, .some confu.sion e.vist.s 
leg.uding the parenteral use of atropine and scopola¬ 
mine \\ hen ati operation unrelated to the eve is nccc.s- 
sary. Most of the data in the literature arc concenicd 
on]}' \\ itb the ophthtilmic effects of locally and orally 
administered belladonna drugs.' It is necessary to 
know with certainh' the cflccts of these drugs upon 
tlie eye when administered by injection to glauco¬ 
matous patients. It is unreasonable to continue to 
apply incomplete and inconclusive ei'idence ■ which 
has resulted in improper preparation of the patient 
with glaucoma for surgical treatment of other parts of 
the body. 

Therefore, a study was undertaken to determine 
tlie ocular effects of atropine and scopolamine, admin¬ 
istered intramuscularly (in doses of 0.4 to 1.0 mg.) to 
patients with acute and chronic glaucoma. The effects 
of these drugs on the intraocular pressure and puinl- 
lary size changes were measured and compared. 

Metliod 

Fourteen patients were studied, eight widi chronic 
simple (open-angle) glaucoma and si.\' witli acute (an¬ 
gle-closure) glaucoma. The patients witli acute glau¬ 
coma were in a state of remission, and five had been 
treated previously with unilateral iridectomy. Local 
miotic therapy was stopped, and no medication of any 
kind was permitted during the 48 hours prior to tlie 
study. Two drops of 0.5% tetracaine hydrochloride, 
which does not influence pupillary size, were instilled 
into each eye for corneal anesthesia. The intraocular 
pressures were measured with a Schiptz tonometer. 

Four patients with chronic simple glaucoma and 
three with acute glaucoma were given ati'opine sulfate 
(0.5 to 0.6 mg.), inti-amuscularly, and tire same num¬ 
ber in each group were injected intramuscularly with 
scopolamine hydrobromide (0.4 to 1.0 mg.). The 
intraocular tensions were measured at 20-to-30-minute 
intervals for two hours. The average and the range of 
these measurements for each patient appear in tables 
1 and 2. 


From llic departments of anesthesiology and ophthalmology, 
Cohunhia University, College of Physicians and Surpons and 
the Anesthesiology Service and the Institute of Ophthalmology, 
the Presbyterian Hospital. 


In patients with glaucoma some confusion 
exists regarding the parenteral use of ofropine 
and scopolamine as preanesthefic medication 
for nonocular surgery. This study suggests that 
there is no danger in using the belladonna drugs 
intramuscularly for preoperative medication. A 
single dose of atropine sulfate (up to 0.6 mg.) 
and scopolamine hydrobromide (up to 0.6 mg.) 
may be used. Pilocarpine hydrochloride (1 to 
2%) or physosiigmine salicylate (0.25% to 
1 %) should be instilled info the conjunctival 
sac to produce miosis to counteract the potential 
mydriatic effect of the belladonna drugs and 
the anesthetic agents. 


In 10 subjects the diameter of the pupil was also 
measured with a millimeter ruler. In five of these 
subjects both eyes were studied. In tlie other five il 
was only possible to measure one eye, since tlie other 
eye had had an iridectomy. Therefore, a total of 15 
eyes were studied. 

Results 


Chronic Simple Glaucoma-Atropine (Table 1)- 
There were no changes or a fall in inti-aocular tension 
in seven eyes after the injection of atropine. Only in 
one eye (left eye, subject 3) was tliere a rise, and dial 
was a maximum of 3 mm. Hg. Subject 1, during one 
measurement, e.\-hibited a decline of 8.6 mm. Hg in tli( 


left eye. 

Chronic Simple Glaucoma-Scopolamine (Table 1).- 
Tliere was no change in intraocular pressure in four 
eyes after scopolamine. In two eyes (left eye [0. S,], 
subject 5; right eye [O. D.], subject 6) tliere were 
small rises. These changes appeared to be of no im¬ 
portance to the welfare of the eyes. Subject 8 was not 
included in tire compilation of die averages because 
tbe dose of 1 mg. of scopolamine is greater tlian that 
usually used for preanesthetic medication. This patient 
exhibited a significant fall in intraocular pressure, tb 
pressure at one point falling 9.8 mm. Hg. This m 
have been the result of the sedative effect of a rela- 


vely large dose of scopolamine. 

Acute Glaucoma-Atropine or Scopolamine 
) -There were no significant differences in intraocu ar 
ressure in patients witli acute glaucoma after the ffi- 
iction of atropine or scopolamine. There was a 
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T' tension in 10 eyes and smaU rises in tension in 2 
3. S., subject 10; O. D., subject 12). The falls in 
traocular pressure were more frequent and on the 
'erage greater in the patients unth acute glaucoma 
lan in those uith chronic simple glaucoma folloudng 
.e injection of tlierapeutic doses of the belladonna 
rugs. However, in neitlier group was there a single 
gnificant rise. EIe^'en of the 15 eyes in which 
~npillar}' sizes were measured e.vhibited slight myd- 
atic changes ranging up to 1 mm. in diameter and 
~.\'eraging 0.5 mm. Four pupils did not change at all. 

_..vBLE I—Changes in Intraocular Pressures Following Intra¬ 
muscular Injection of Atropine Sulfate and Scopolamine 
Hydrobromide in Subjects with Chronic 
Simple Glaucoma 

’ Tension, Mm. Hg 


. ■ Sub¬ 
ject Dose, 
™ No. Mg. 

Before 

Drug 

(P) 

Av. for 

2 Hr. After Av. Change 
Drug (A) (A-P*) 

Atropine 

_A_ 

Range During 
2-Hr. Period 
of Measurement 



OD 

OS 

OD 

OS 

OD 

OS 

OD 

OS 

1 

0.5 

G1.3 

C5.7 

59.2 

61.4 

— 2.1 

—4 3 

57.1-61.3 

57.1-65.7 

' o 

OJi 

39.8 

31.8 

39 8 

31.8 

0 

0 

39.St 

31 .Si 

7 3 

0.5 

29.5 

39.S 

29..5 

41.3 

0 

+1.5 

29.5t 

39.S-42.S 

4 

0.5 

31.8 

39.8 

31.8 

3S.S 0 

Scopolamine 

—^1.5 

31 .St 

36.9-39.S 

0 

0.5 

369 

29.5 

30.9 

30.7 

0 

+ 1.2 

36 9t 

29.5-31.8 

- 6 

0.5 

53.3 

31.8 

5.5.2 

31.8 

-fl.9 

0 

53.3-57.1 

31.St 

7 

0.6 

30.9 

39.7 

36.9 

39.7 

0 

0 

36.9t 

39.71 

8 t 

1.0 

369 

53.3 

2S.4 

45.3 

—s.s 

— 8.0 

27.4-29.5 

43.5-16.5 


• ’Total average: for atropine. —O.S mm. Hg: for scopolamine. +0.5 
pm. Hg. 

;; t Multiple measurements with no tension change. 

; *N'ot Included in compilation of averages (see te.vt). 

Comment 

Glaucoma is manifested by a rise in the intraocular 
^ pressure above normal le\'els. In the acute tjqie this 
condition is aggravated by a dilated pupil, which per- 
-mits tire iris to interfere further r\ith the outflow of 
; aqueous humor at the canal of Schlemm.^ Atropine or 
•'scopolamine instilled into the conjunctival sac are 
'classic mydriatic drugs and are to be avoided in 
^patients rvith glaucoma. Acute attacks of glaucoma 
^have also been reported from the oral use of large 
'doses of belladonna in the treatment of gastrointestinal 
‘■disturbances.”’ However, only one case can be found 
in the h'terature where preanesthetic injection of atro- 
'pine in reasonable dosage may have contributed to 
'the erroneous belief tliat parenterally given atropine 
'•and scopolamine are contraindicated for preanesthetic 

• medication in patients uath glaucoma." 

- Tliis study strongly suggests tliat there is no danger 
-in using the belladonna drugs intramuscularly in the 

• doses studied in patients with glaucoma who are be- 
•ing prepared for nonocular surgerj^ It does not suggest 
•in any way that appropriate medical therapy for the 

glaucomatous patient can be abandoned. Pilocarpine 
hydrochloride (1% to 2%) or physostigmine salicylate 
•■(0.25% to 1%) instilled into the conjimctival sac 
■should be given to produce miosis."* They also counter¬ 
act the potential mydriatic effect of the belladonna 


drugs and the anesthetic agents."* Since a patient unth 
glaucoma usually is treated unth one of these drugs, 
preoperative anci postoperati\'e use of the same prep¬ 
aration can be continued. 

Intramuscular doses of morphine sulfate (up to 
15 mg.) cause constriction of the pupil as well as a 
fall in the intraocular pressure.® Barbiturates (given 
orally or parenterally) also lower the intraocular 
tension in patients witli glaucoma.® The use of these 
drugs may therefore be incorporated in the pre¬ 
anesthetic medication if not contraindicated for non¬ 
ocular reasons. 

Summary 

The effects on intraocular tension produced by the 
intramuscular injection of therapeutic doses of atro¬ 
pine sulfate and scopolamine hydrobromide were 
studied in 14 subjects (28 eyes) unth acute and 
chronic simple glaucoma. Both drugs produced small 
rises in tension in only 5 of the 28 eyes. These in¬ 
creases are insignificant. Twenti'-three eyes exhibited 
either no change or a fafl in the intraocular pressiue. 
Slight mydriatic changes were noted in 11 of the 15 
pupils measured. The pupil ne\'er increased in diam¬ 
eter by more than 1 mm. 

The safety of a single dose of parenterally given 
belladonna drugs for preoperati^'e medication in 
glaucomatous patients was clearly established. The 

Table 2—Changes in Intraocular Pressures Following Intra¬ 
muscular Injection of Atropine Sulfate and Scopolamine 
Hydrobromide in Subjects with Acute 
Glaucoma 

Tension, Jim. Hg 

, , ^ 

Sub- Before Av, for Range During 

ject Dose, Drug 2 Hr, After Av. Change 2-Hr. Period 

No. Mg. (P) Drug (A; (A-P*) of Measurement 

Atropine 






OD 

OS 

OD 

os 

OD 

os 

OD 

OS 

9 

0.5 

2S.4 

20.41 

24.4 

19.3 

— 1.0 

— 1.1 

24.1-26.1 

lS.S-20.4 

10 

0.5 

25.4 

20 4t 

25.7 

20.S 

_2.7 

- 7 - 0.4 

24.1-26.1 

lS.8-22.2 

11 

0.6 

17.3i 

31.7 

16.5 

SI .2 

— 0.8 

—0.5 

14.8-17.3 

29.5-31.7 






Scopolamine 




12 

0.4 

I3.6t 

34.2 

13.9 

2S.4 

+0.3 

—5,8 

12.5-14.7 

27.3-31.S 

13 

0.5 

1S.8 

14.6 

16.7 

14.0 

— 2.1 

— 0.6 

14.6-lS.S 

13.4-14.6 

14 

0.6 

2S.4t 

20.4 

25.4 

17.6 

—3.0 

_ 03 

24.1-2S.4 



•Total average: for atropine, —1.45 mm . Hg; for scopolamine, —2.3 
nun. Hg. 
t Iridectomy. 


maintenance of topical instillations of pilocarpine 
hydrochloride (1% to 2%) or physostigmine salicylate 
(0.25% to 1%) into the conjunctival sac in the pre¬ 
operative and postoperative periods is recommended. 
Morphine sulfate and the barbiturates may be used 
(for premedication and during general anesthesia) in 
the safe management of patients udth glaucoma for 
e.xtraocular operation. 

622 W. 168tii St. (32) (Dr. Tapper). 
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TITO tnfluence of various clinical disorders 

AND Ss ON EXCRETION OF UROPEPSIN 

Leo }• Corazza, M.D. 

and 

Ralph M. Myerson, M.D., Philadelphia 


The existence o( .n uroteolylic -V™ in <he «« 

It has been demonstrntec 

from the peptic cells o nl-isma pepsinogen are 

secretion and that uunaiy ‘ from the 

identical with in^tlie urine in amounts 

stomech.’ output” 

equnl to about 1' o il,„ fundamental aspects 

Wdiile there is agreement on t jjpplp 

of uvepepsin excretion, 

cation of uvopei^ n 960 uvo- 

diagnosis differ erfomed on 280 patients. 

pepsin ° fetermhie the amount of uiopepsm 

Our purpose was i° ‘, .,„d to assess the inffu- 
o,vcrcted by ™W«Hnal traet, psychic 

cnee of disorders of ^ , anemia, and drugs 

stimuli, gastric surgery, pe. melons 
on uvopepsin excretion. 

Method of Assay 

1 r,.- more 24-bom- specimens 

In most tire mean output in n given 

vverc analyzed was a modification of 

case. The procedure . and Anson and 

the methods descubed > associates. A 

Mirsbv^- as reported by f diluted (4:5) 

l-inl.'afiqeot ofacidifiedjpl^- 

Resident in Medicine 

MSiSservicc Hospital. 

ca\ Research Laboratory, Vetciai 


In order io deiermine the amount of uro- 
pepsin excreted every 24 hours by normal /nd>_ 
yMs as well as by those with diagnose 
disorders, 960 uropepsin determinations wer 
performed on 280 patients. There is a signff.- 
conl fluctuation in daily excretion by the same 
individual and a marked degree of 
of results between normal individuals and p 
t ents with duodenal and gastrointestinal lesions^ 

Brth physicol a.d emoUoaol “ 

effect on uropepsin excretion. It is felt that these 

vriobles moke the ■^'•°P®P"'" °"osis 

reliable test in routine gastrointestinal di g 


urine from a g^^YpHTsT 
5 ml. of 2% acidified fP" Y-eaction was terrain 
»' 37 C for 30 ™™t . Tfr^ ,eid and Bl« 

method.'''' , m consisting of 

A zero time and hemoglobin 

acetic ^^^^Yfindividual test to compensal 

employed with each md urine and 

chromogenic Xd? ( 2^ 128, and 64 rnej 

strata. Tyrosine were employed for 

milliliter) and reagent blanks 
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•ies of determinations. Tlie results are e.xpressed as 
. its of uropepsin acti\at}' per 24 hours. One unit of 
■ ■ opepsin acti\'it}'' is diat amount of enzjTne which 
luld release an equivalent of 0.04 mg. of t}TO- 
' le-like compounds during a 30-minute incubation 
. 'riod at 37 C. 

Results 

Tlie results of uropepsin determinations in tlie major 
T'oups studied are showTi in die figure. 

Normal Uropepsin Excretion—The mean 24-hour 
•opepsin e.xcretion of 93 normal subjects undiout 
jmonstrable gastrointestinal disease u'as 3,556 units, 
idi a standard delation of ±1,265 units. There was 
ctreme variation in uropepsin output, which ranged 
om a low of 242 units to a ma.ximum of 12,325 imits. 
'f die indin'duals studied, 64.5% had an output in the 
inge of 1,000 to 4,000 units. Daily 24-hour uropepsin 
utput was studied in four normal indmduals during 
-to-lO-week periods. Wide variations in dail)' e.vcre- 
on were noHced, despite die absence of an\' obinous 
' ictors to produce such changes. 

Excretion in Ulcer and Cancer Cases.—Sevent\'-iouT 
latients uath proi'ed duodenal ulcers had a mean 24- 
lour uropepsin output of 6,147 units, wath a standard 
legation of ± 3,773 units. Again, both a wide indi- 
idual variation and day-to-day fluctuation in the same 
latient were noted. During die course of ulcer dierapy 

_md healing, no significant changes in uropepsin e.v- 

;retion were noted. The mean 24-hour uropepsin e.xcre- 
_,^ion of 18 patients with proved bleeding duodenal 
'.‘.ilcers was 4,329 units, wfith a standard deiaation of 
'"± 2,630 units. E-xtreme fluctuations in uropepsin e.\- 
■'•■"iretion ivere again noted. Only five patients wadi 
■'\proved benign gastric ulcerations w'ere studied. Their 
mean 24-hour e.xcretion of uropepsin was 4,506 units. 
Five patients wath proved cancer of die stomach had 
y-a mean 24-hour uropepsin e.xcretion of 3,153 units, 
'f' Excretion in Cases of Pernicious Anemia.—Seven 
“^patients wadi pernicious anemia had e.xtremely loiv 
e.xcretions. Uropepsin was absent in four cases, and 
in the odier duee cases die mean e.xcretion ivas 409 
I" units. There xvas no change in uropepsin excretion 
after die use of cyanocobalamin (vitamin B 12 ) and 
clinical remission. One patient presented a clinical 
—picture resembling exogenous cyanocobalamin defi¬ 
ciency. After cj'anocobalamin therapy in diis patient, 
die uropepsin excretion rose to normal levels despite 
- die persistence of histamine anacidity. In two patients 
-Wridi histamine anacidit)' but who ivere odienrise ap- 
^-parently normal, uropepsin excretion was watlun nor- 
1- mal limits. Tlie pH of the gastric contents in tiiese 
patients urns not determined. One patient wath postero- 
'.'-lateral sclerosis and achlorhydria, wntiiout, however, 
5' the hematological manifestations of pernicious anemia, 
had a 24-hour uropepsin excretion of 143 units. There 
was no increase in excretion during either cyanoco- 
'.'‘balamin or corticotropin dierapy. 

..'• Excretion in Cases of Cirrhosis of the Liver.—The 
. -mean 24-hour uropepsin excretion in 15 patients with 
. ,iLaennecs cirrhosis of the liver was 2,014 units, wath 


a standard delation of ± 1,662 units. In two patients 
with combined duodenal ulcer and cirrhosis of the 
> liver, uropepsin e.xcretion tended to be high (5,300 
and 6,800 units). 

Excretion During Anxiety Sfafc.—Thirteen patients 
wath die diagnosis of acute anxiet}' state had a mean 
24-hour luopepsin output of 6,384 units. None of these 
patients had gastrointestinal sjmptomatologx' or radio- 
logically demonstrable gastrointestinal disease. 

Excretion in Cases of Subtotal Gnsfrecfoni {/.—Sixteen 
patients wadi subtotal gastrectomies had 24-hour uro¬ 
pepsin excretions varjang from 481 units to 3,543 units, 
widi a mean excretion of 1,539 units and a standard 
deviation of ± 323 units. To minimize the effect of 
any “alarm” reaction, all excretion values w'ere ob¬ 
tained at least one w'eek after die patient had under¬ 
gone surgeri'. There w'as no apparent relationship 
between die amount of stomach removed and the 
postoperative uropepsin e.xcretion, nor could a definite 
relationship be established betw'een preoperatii'e and 
postoperatii'e levels. 



Uropepsin excretion in normal subjects and patients witli 
gastrointestinal disorders, anxiety reaction, and pernicious 
anemia. 


Miscellaneous.—No pattern of uropepsin excretion 
could be established for a miscellaneous group of pa¬ 
tients wadi gastrointestinal disorders including regional 
ileitis, acute pancreatitis, choleci'stitis, acute appendi¬ 
citis, carcinoma of die large intestine, or diverticulitis. 
Three patients w-itii chronic ulcerativ'e colitis had 24- 
hour uropepsin excretions x'arxa'ng from 5,800 to 7,500 
units wadi a mean of 6,700 units. Three patients wadi 
acromegaly e.xcreted normal amounts of uropepsin. 

Effects of Drags.—Attempts to decrease die uro¬ 
pepsin excretion of patients wath duodenal ulcer with 
anticholinergic drugs were unsuccessful. Atropine, 
mediantheline (Banthine) bromide, and propantheline 
(Pro-Banthine) bromide w'ere given oral!}' in doses 
sufficient to produce drxoiess of the mouth and/or 
xTSual blurring. No significant change in uropepsin 
e.xcretion xvas noted. Six patients with duodenal ulcers 



were Irealcd witli rcserpinc gi\'eji orally in closes of 2 
mg. daily. No significant changes in iiropepsin excre¬ 
tion resvdted. 

Ill an nttcmjit to alter the renal excretion of uro- 
pcp.sin, probenecid (Bcnemid), 2 Gm. daily, was ad¬ 
ministered to six patients. There ivas no effect on the 
excretion of uropepsin. Neither carinamidc nor aceta- 
/^olamidc (Diamox) altered the excretion of uropepsin. 
Coitieoliopin was administered to JO patients and 
lesulted in an ai’eragc increase of 75% in the nropep- 
sin excretion. As long as three weeks may be required 
to achieve a maximum response to corticotropin. No 
increase occurred in two patients with pernicious 
anemia who received corticotropin. Testosterone had 
no effect on uropepsin excretion in two patients. 

Comment 

In our experience, the determination of the 24-hour 
uropepsin excretion has limited clinical apiilication. 
There is a significant fluctuation in daily excretion by 
the same indii'idual and a marked degree of over¬ 
lapping of results between normal individuals and 
patients with duodenal and gastrointestinal lesions. 
This is apparent from the high standard deviations. 
Both physical and emotional stress may have an effect 
on uropepsin excretion. An example of this is demon¬ 
strated bj' the elevated levels in the majority of the 
patients with anxiety reactions. It is felt that tliese 
variables make the uropepsin excretion an unreliable 
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dly iti doses of 2 Although anticholinergic compounds had f 
m opepsm excre- on uropepsin excretion in the present study, theret 

. f reports" of a decrease during the useofii 

excretion of uro- dntgs. Balfour - found an an increase 

no Pff'cr'' n ' during testosterone administration. We^ 

no effect on the no change m amount of uropepsin e.xcretion in 
umde nor aceta- patients treated with testosterone, and also no# 

1 T use of reserpine, probenecid, acetazofe 

10 patients and and carinawide. 

r. in the uroimp- Summary 


Nine hundred sixty uropepsin determinations ivf: ’ 
made on 280 patients, both without demonstrable di ; 
e.ase and with disorders of the gastrointestinal to i 
cirrhosis of the liver, anxiety states, subtotal gastreefr : 
mies, and pernicious anemia. Because of considerab’ • 
variation in the daily uropepsin excretion and the d;, 
gree of overlapping between normal values and Ih j 
in patients ^^ith demonstrable gastrointestinal disease i 
it is felt that the test is of little value in different 
diagnosis. Uropepsin was absent or low' in seven pa¬ 
tients W'ith pernicious anemia. The assa}' may be: 
valuable diagnostic aid in certain cases of macrocri. 
anemias. Corticotropin caused a significant increaset 
uropepsin excretion. The use of other drugs (aceb 
zolamide [Diamox], probenecid [Benemid], carim 
mide, and testosterone) had no apparent affect or 
uropepsin excretion. 

Universit)' and Woodland Avenues (4) (Dr. Myerson), 


test in routine gastrointestinal diagnosis. A similar view' 
has been e.vpressed by others.® Some investigators,® 
however, feel that the test has a definite place in the 
differential diagnosis of gastrointestinal disorders. 

The complications of peptic ulcer such as hemor- 
riTwe do not appear to alter the uropepsin excretion. 
The presence of high levels of uropepsin excretion in 
gastrointestinal bleeding favors the diagnosis of jreptic 
ulcer rather than esophageal varices, since the excre¬ 
tion of uropepsin tends to be low' in cases of cirrhosis 
of the liver. In the present series, hoxvever, several 
patients with proved bleeding duodenal ulcers had 
low' levels of uropepsin e.xcretion. 

Subtotal gastric resection tends to be followed by 
a decrease in the average uropepsin excretion. The 
decrease does not appear to be pi’oportional to the 
amount of stomach tissue removed. Levy and Levine ’ 
have recently review'ed the subj'ect of uropepsin ex¬ 
cretion after gastrectomy. 

An absence of or marked decrease in uropepsin 
excretion has been consistently noted in patients w'ith 
pernicious anemia. This renders the test a valuable 
adjunct in the diagnosis of this disease. It may be of 
particular help in differentiating pernicious anemia 
from other macrocytic types of anemias. 

An increase in the excretion of uropepsin following 
the administration of corticotropin has been a fairly 
consistent finding." The increase is probably mediated 
through a humoral mechanism involving tlie nypo- 

thalamic-pituitary-adrenal-gastric axis that is inde¬ 
pendent of the vagus nerve. 
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CLINICAL NOTES 


■nvo NEW MODIFICATIONS OF THE ENDOTRACHEAL TUBE 

Frank Cole, M.D., Lincoln, Neb. 


- The practice of endotracheal anesthetization not 
-.nfrequently imposes txxm problems: easy insertion of 
-ie tube, for xvhich e.vact control of tlie distal end of 
-die tube is needed and is rarely proxdded, and tlie 
-leaking inflatable cuff. In an attempt to solve both 
-problems, I offer txvo dexuces, the threaded endo- 

- tracheal tube and the double-cuff endotracheal tube. 

Threaded Endotracheal Tube 

With the use of a simple paper-punch, a small hole 
-is made near the end of the tracheal tube, and a strong 
thread is passed through die hole. The anesthesiologist 
. then holds the tube in tlie usual manner and manipu- 
-lates the thread with txxm fingers. In this way, the 
sharp upxx'ard curx'e at the end of the tube and the 
'precise control of the tube, both so necessary' to 
' tracheal intubation, are'obtained. Care must be taken 
^ that the thread does not injure tissues anterior to it. 
: The thread can be knotted and left in place, or it can 
be xxithdraxx’n. 

! 

' Double-Cuff Endotracheal Tube 

r 

; It is no e.x'aggeration to say that the patient’s safet)' 
1 and perhaps his life may depend on airtight endo- 
■ tracheal anesthetization connections at any time dur¬ 
ing surgerj% particular^ in thoracotomy and in 
. operation for intestinal obstruction. It is sometimes a 
harroxxdng e.x-perience for the anesthesiologist to dis- 
cox'er a serious leak in the inflatable cuff while surgery 

- is going on, particularly when thoracotomy is being 
I performed. 

, With the conventional single-cuff tube, when a leak 
occurs, the anesthesiologist can resort to or is driven 
; to any one of the following 10 remedial dexices to 
(1) do nothing if the leak is small; (2) cut the balloon 
off; (3) keep adding air to tlie cuff; (4) intubate anew; 
. (5) insert a pharjmgeal pack; (6) change to nitrous 
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o.vide; (7) put a mask over the patient’s face and the 
tube; (8) avoid pressiue; (9) raise rates of flow; and 
(10) remove tube and conx’ert to mask. 

Where tlie endotracheal tube does not afford a leak- 
proof sj'stem, anesthesia may become dangerously 
light, aspiration of gastric contents may occur, and 
pressure in the form of controlled or artificial respira¬ 
tion may be impossible. To overcome these difficulties, 
I have e-KpIored the possibility’ of attaching txx’o in¬ 
flatable cuffs to an endotracheal tube, so that a leak 
in the first cuff occurring during surgery' can be reme¬ 
died merely by inflating the second cuff. There is 




Endotracheal tubes. A, double-cuff tube. B, threaded tube. 


another advantage afforded by' a double-cuff tube. 
Although keeping a cuff inflated too long may produce 
lary'ngeal ischemia or edema, the anestlresiologist may 
hesitate to deflate the cuff even for a little xx'hile dur¬ 
ing a long operative procedure; txx'o cuffs can, of 
course, be alternately inflated and deflated, so that 
the pressure e.verted by the cuffs occurs at different 
points in the trachea. 

In 150 consecutive intubations, leaks in tire in¬ 
flatable cuff system occurred 13 times, xx'ith 2 such 
leaks occurring in the balloon and thus easUy' reme- 
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died. Of tlie remaining 11 lcak.s. 5 were large and 6 
were sliglit. Eleven leaks onl of 150 intubations con¬ 
stitute an incidence of Assuming that a cuff will 
leak in T'/i’ of all ca.ses, then the numerical advantage 
of having a second cufi' is easily calculated. The first 
cuff will leak in of eases, hut the second cuff will 
slop the leak 9.3% of the lime, .so tliat a two-cuff tube 
will leak in 7% times 7%, or in 0.57« of cases. A one- 
cufT lube will thus leak once in 14 limes, while a two- 
cufl' lube will leak only once in 200 times. It must be 
pointed out that all cuffs arc tested on the tubes, un¬ 
der pressure, and under sterile water, before being 
used. 

Since the balloon (hanging from the end of the 
catheter that leads to the inflatable cuff) .serves little 
or no useful purpose and leaks all too frequently, it is 
mv practice to cut it off and insert cndotiacheal tubes 
without balloons. It has pro\'ed possible to put two 
inflatable cuffs on an endotracheal tube; such tubes 
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have been used successfully at the Lincoln Gc- 
Hospital and are now emploj'ed routinely in f 
ations in which leaks are disastrous, as in thoracofc 
There are five points of measurement to be loc- 
on such a tube, and their distances from tbe i- 
end of the tube are: (1) the proximal end d 
beveled opening, % in. or 15 mm.; (2) diebeginnk; 
the first cuff, % in. or 19 mm.; (3) the joining d 
two cuffs, 2 9/16 in. or 65 mm.; (4) the end d 
.second cuff, AVi in. or 108 mm.; and (5) the endd 
rubber or plastic endotracheal tube, 8% in. or 222 
It is essential that tire auxiliary or pro.ximal 
exert most of its effect within 4 in. of the end o 
tube, since the ti-achea does not usually exceed 
in length. When the tube is finished, botli bal 
are removed and the cuff-catheters are cut sc 
they hang at uneven lengtiis; in this way, the 
thesiologist can always tell which cuff he is ini 
or deflating. 

2315 S. 17th St. (2). 




ELECTROMECHANICAL ARM SLINGS 
Earl F. Hoemer, M.D., Beverly Konugres, O.T.R. 

and 

Donald Smith, B.S,, West Orange, N. J. 


Many disabled persons who have hands that are 
capable of functioning well are prevented horn using 
them due to the loss of shoulder, arm, and forearm 
muscle power as a result of poliomyelitis or other 
causes Eleetricallv controlled slings can aid such se- 
““iT tabled persons to adapt to their home and 
work environments. These electromechanical shng 
nlloiv the person’s arms to be placed m a wide variety 
of functional positions, from a 90-degree elbow flexion 
at a table level for the beginning phase of mating 
working to a 90-degree shoulder flexion s«^h ac 

Mfe^as reachinglor food on the upper shelf of a 

cupboard or tools on a bigb ledge (fag- i)- 

“C slings can be lowered to a level tjbere 

son can independently crawl switch, 

elbow and which the patient 

the arms are broug maximum pressure 

desires to function or of these 

,lings .s ‘ of the finger tip. 

pressure can leg movement, or even 


When botli the upper arm and die forearm are su 
ported, a broader variety of hand activities can 
performed widi greater coordinataon and less ph} 
fatigue. Activities of daily living such as eating, ■ 
ing^brushing teeth, or combing hair can be acc 
plfsiied efficiently by first ^ 

arms to tire selected level for pichng 
implement and then pressing the switch to 

of shoulder motion. wW. rt 
slings can vary from a 0-degree extension to 90-de 

tTarf flei. occnpabonal acnvrto re,« 

bilateral arm “^^^^wtag ard °“ dirking ' 
r;elfo7" 1). AS eli. is 

SeV;otitr:rLSonTs indicated by fire « 

pational pursuit. ^ convenie 

Tire apparatus is ennrpo ite and can oe 

connected to a standard Sarto' 

tional apparatus is f “^rem Sons "il"’ 
makes its use practical for ^iSeren p 

ing degrees of hantoPI 

mechanical sling (1) ai activities of <1' 

person in his performance of the 



^'S- 1-—Electromechanical arm sling as an aid to patient in performing routine daily acti\'ities and in doing mechanical work (soldering). 
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arni slings- 

livingi (2) increases |I,o scope of occupaHona) oppor- 
(3) supports the shonider, arm. and foreh¬ 
and (4) pci mils greater range of motion for activities 
that require bilateral action. •ittnmcs 

Conslruclion 

Tl)c principle of operation of the clcclromeclianical 
o%'crJ)ea(} arm shng hes w the (act that a cable, which 
suspends the ;irm sling, winds and unwinds around a 



Fig. 2.—Diagram .showing principal parts of, and wiring 
sj'steni for, ann-sJing unit. 

.spindle attached to an overhead bar. This motion of 
the sling re.sults in elevation and lowering of the arm 
(fig. 2). The basic structure is a modification of the 
standard right-angle overhead bar that is aflRxed to 
the upright part of the back of a standard wheel chair 
or a table. Tlie perpendicular section of the bar is 
placed so as to rotate freely in a 360-degree arc, tlms 
making the horizontal overhead section available for 


•HOERNER ET AL. 
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Wide JateraJ arm motion when die patient is i„ 
s mg. Holes are drilled in the overhead horizoptli : 
at he proper places for holding of the spin?, : : 
and relay unit. 

I ^ cylinder that is grooved c' 

lathe like a screw, so that the cable which su^: ' 
the shng xmiy wmd and unwind without snaggimr i 
bunching The spindle is set into ball bearingsltr:' 
end to reduce friction and is attached at one endt^:' 
cylindrical 12-volt D. C. motor (240 rpm) with a hr ■ 
in gear. The motor, in turn, is connected to a jeL 
unit of the type used in toy train locomotives 11 
switch is controlled by a hand, a foot, the neeb 
otJier part of the body. The relay unit controls li 
direction of the motor and, hence, the spindle in: 
clockwise or counterclockwise direction. 

The cable which suspends die sling is fixed ato: 
end to the overliead bar and at the other end to il 
spindle; it first passes through a pulley to wliicli tl 
si/ng is fastened. The electrical unit is so constnicte 
that, on the first closing of the switch, the sling 
elevate by means of the spindle s rotation in a do4 
wise direction. On the opening of the switch, the slin. 
stops at the desired height. The second closing of ll 
switch reverses the direction of the spindle to coimta 
clockwise so that the sling may be lowered, and $ 
die opening of the switch it stops in the desired poi 
tion. The whole unit is powered by a 12-volt batter 
that is located under the seat of the wheel dial' 
Figure 2 illustrates the wiring system for a bilaten 
electromechanical arm sling unit. 

Report of a Case 

A 20-year-oId male electrical-engineering student was 
mitted to a general hospital in September, 1954. The diagnos 
was poIioni)'elitis with paralysis of all neuromuscular coit 
ponents of the trunk and e.xtremities and respiratory inadeqaaci 
The performance of a tracheotomy was not necessary, as difi 
was no bulbar involvement. Hospitalization in the genvr 
hospital was necessary for a period of 18 months. 

At the time of the patient's discharge from the general ho 
pital to bis home and his entrance into a rehabilitation centc 
he presented the following status: A rocking bed was usi 
during his sleep; a chest cuirass respirator was used for re 
periods of one-half to one hour twice during the day, and (1 
patient could sit in Ins wheel chair without undue fatigue ft 
periods of from one to three hours without respiratory assisi 
ance. Respiration was accomplished by use of the accessor 
muscles of the neck and by intercostal movement. The penpk 
eral muscles showed considerable weakness, and the patiend 
lower extremities were completely paretic. There was no g® 
abdominal power. The head and neck were well contiolieu. 
There was marked lateral weakness in tlie shoulders and eiiw'R 
with lack of functional motion. Fair functional motion of »■ 
wrist, fingers, and thumb bilaterally was found. The patiendw 
unable to perform any functional activities of any type. 

After a thorough evaluation had been made and therapeuK 
procedures carried out, it was recommended that, due to d- 
lack of return of further functional motion in any of the j"; 
voiced systems, mechanical devices be obtained and used 5 
the patient. Electromechanical slings were obtained and a 
cated by the patient himself. ., jjj, 

Tlirough training in the use of the electromechanical aid. 
patient is now available for occupational placemen. 
considered returning to school and m "ufaduiin'- 

plan, is now working xvitli f veral electromc ^ > 

companies as a consultant in the engmeenng and fabnean 
similar devices for other disabled persons. 
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EFFECTIVE METHOD OF STRAPPING THE LUMBOSACRAL REGION 

John T. Bate, M.D., Louisville, Ky. 


liter the trial of several methods, over many years, 
treating the acute back pain wliich usually starts as 
;atch or painful sensation when an individual who 
3 bent over to pick sometliing up (thus flexing the 
nbar spine and liips while the knees are straight) 
jts to resume the erect position, I have been able to 
oride considerable immediate relief by a relatively 
s.xpensive temporary support. This supports the 
nbosacral region in a relatively straight position, 
us embodjdng partially and temporarily the prin- 
ple of the Williams low-back brace. 



Fig. 1.—Showing the sponge rubber attached to the ends of 
B board, gauze to protect skin from rubber and board, 5 yd. 
4-in. elastic bandage, and roll of 2-in. adhesive. 


A wooden forearm splint of the type formerly tvide- 
used in die treatment of fractures of the bones of 
le forearm, made of a Arm, soft type of wood (not 
icca or basswood), 18 in. long, 4 in. wide, and ^ in. 
lick, is sawed into hvo equal lengths. To each end 
F one half of this board is attached a piece of sponge 
ibber. Mfliile many thicknesses and dimensions could 
e used, a satisfactory size is 5 in. by 4 in. by Ib in. This 
placed so as to overlap the end of the board, about 
in., and the sides M in., and held in this position with 
small piece of adhesive tape. Two strips of folded 
luze cut from a package of sterile gauze, each about 
I in. long, 4 in. unde, and consisting of four folded 
licknesses are placed over the sponge rubber and 
aard in such a way as to prevent either from coming 
1 contact with the skin (fig. 1). The skin of the lum- 
ar region of the back flanks and the sides of the ab- 
omen are painted with compound tincture of benzoin. 

sufficiently large place of the gauze of the kind 
hich was used to cover the splint is now cut and 
pened up so as to cover the anterior surface of the 
adomen and prevent the elastic adhesive from stick- 
ig to die hair. With the padded splint placed so that 
ae portion of the sponge rubber fits over the proximal 


portion of the sacrum and the other over the upper 
lumbar, or lower dorsal region (fig. 2), it is now held 
in place by means of 5 yd. of 4-in. elastic adhesive 
bandage applied circularly. The end of the elastic 
adhesive is fastened in place with the usual type of 
2-in. adhesive and the protruding gauze is turned 
down so as to protect the protruding end of the sponge 
rubber and is held in place udth adhesive. 

Depending upon the tj'pe of skin the indi\'idual has, 
this can be left in place for three to six days. ^\Tlen 
combined with medication and the usual instructions 
as to posture, bed, and methods of protecting the lum¬ 
bar region, this method of strapping will often relieve 
die simpler forms of back pain udthin this period. 
Occasionally, reapplication may be decided on in 



Fig. 2.—Tbe padded board being applied. The upper part 
was brought into midUne before the circular strapping was 
completed. 


an indmdual who has obtained much rehef, is sat¬ 
isfied, but thinks he needs the support for a few 
days longer. 

This method gives the best results in individuals 
who have definite acute muscle spasm of a few hours’ 
to a few days’ duration. More severe and chronic cases, 
of course, require other, or additional, treatment. 

301 W. Ormsby. 
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ACUTE TRANSIENT MYOPIA ASSOCIATED WITH 
USE OF ACETAZOLAMIDE (DIAMOX) 


Samuel S, Binder, M,D. 

(Hid 

Willard Steele Sr., M.D,, Chattanooga, Tenn. 


Acctazolamidc (Diamox) lias become a popular drug 
in the prach'ce of obstclrics and gynecology. Its value 
in the Ircafment of premenstrual tension has been de¬ 
scribed by Greenblalt.’ A.ssali and co-workers^' have 
also mentioned its action in treating edema of preg¬ 
nancy. In other brandies of medicine, acetazolamide 
bas been used for the treatment of congestive lieart 
failure.'' glaucoma,' and epilepsy.' 

^ he to.xicity and side-reactions described have been 
minimal and in our experience have consisted mainly 
of tingling sen.sations in the fingers and occasional 
drowsiness. We have observed an unusual side-reac¬ 
tion that was quite alarming to the patient and some¬ 
what baffling to the physicians. This consisted of an 
acute transitor)' mi'opia. One other sudi case has been 
reported by Black." 


Report of a Case 

The palient Wiis a 3f)-,vc-ar-olcl woman, seen for the first time 
on Ang. 21, 1936, witli the complaints of severe abdominal 
sw'elhng, lower abdominal pain, and marked irritability. These 
si’mptoms were noted approximately one week premenstniaiiy 
and had been present for the past 10 months. The menstrual 
periods 'vere regular lint scant and associated with severe 
dysmenorrhea. Her latest period had begun on Aug. 15 and 
had continued for four days. She was gravida 2 para 2, her last 
pregnancy having occurred fis'e years previously. Six months 
after this pregnancy .she had had a dilatation and curettage and 
cervical conization performed but no other surgery. The re¬ 
mainder of her history was negative. 

Physical examination .showed a blood pressure of 110/80 mm. 
Hg, pulse rate 76, and weight 143.5 lb. (65.1 kg.). General 
plu’sical findings u'cre within normal limits. There were no 
abdominal masses, and pelvic examination revealed no gross 
abnormalities. The hemoglobin level was 12.8 Gm. per 100 cc., 
and urinalysis was negative. It was felt that the patient had a 
symptom complex consistent with premenstrual tension. As part 
of her therapy, she was advised to be on a low-.salt diet and 
was given acctazolamide intermittently for 10 days premen- 
stnially. The dosage was 250 mg. daily, for four days; this was 
stopped for two days and repeated for four more. 

On Sept. 2, the patient was in an automobile accident and 
received a bump on the head. At the scene of the accident, 
she was checked by a physician who reported no evidence of 
injurx’, Acctazolamide therapy was started on Sept. 4 and 
continued for four days, stopped for two days, and continued 
for two more days. On Sept. 9, the patient’s vision became 
blurred, and the next day .she was seen by one of us (W. S.) 
for ophthalmologieal examination. Her vision on Sept. 10 m 
each eve was 20/100, improved to 20/20 with a -2 sphere lens 
in each eye. The ocular tension was normal, there was no 
muscular imbalance, the fundus showed no changes, and 

niipillarv reactions were normal. ,. .. ci 

The patient was advised to discontinue all medication. She 
returned to the office of her g ynecologist (S. S. B.) on Sept. I-.. 

1-rom the Department of Obstetric.s and Gynecology (Dr. 
IVmder) and the Department of Ophthalmology (Dr. Steele), 
baroness Erlanger Hospital. 


Her vision was considered worse, and no improvements 
noted m her premenstrual tension. She was emotionally p 
and feared that she was going blind. On the same day' 
returned to her ophthalmologist, who found that shekj' 
conic more myopic. Her vision was 20/300, corrected 
-^.5 sphere to 20/30 in each eye. Ocular tension was non 
and no opacities were noted. Visual fields were normal. ’ 
underlying cause of her condition was not apparent. 

A glucose-tolerance test, performed on Sept. 13, reveal? 
normal cnrx’e. A repeat ophthalmologieal study on Sepl. 
and Sept. 24, after the completion of her menstrual pei 
revealed a complete remission of symptoms, and her eyei 
was 20/20 bilaterally on both days. Subsequent follmv-nj 
this patient revealed a cervical stenosis which was relievec 
cervical dilation. After this procedure, her dysmenorrhea 
improved. The premenstrual tension was relieved by v 
other medication along with a low-salt diet. 

'Comment 

Acute refractory changes have been noted in ir 
boJic disorders such as diabetes mehitus. Emacia 
diseases, causing dehydration and acid-base ini 
ances, have also caused refractory errors. The all 
tion of vision may stem from changes involving 
areas of the visual apparatus. Transient myopia 
been reported with the use of arsenicals, disulf 
and sulfonamides.'' Irritative spasm of the cil 
muscle, osmotic changes in the leas, and local 
encephalitis (possibly due to allergic sensitivity) 1 
been some of the explanations offered by Duke-Eli 
The same author concludes that “the mechanisr 
the refractive changes, however, is by no means cl< 
Acetazolamide is a sulfonamide," and it is quite 
sible that the reaction described in the case of 
patient is on the same basis as those previously 
cussed. 

Suite 201, Doctors Building. (4) (Dr. Binder). 
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COUNCIL ON DRUGS 


NOTICE OF CHANGE IN OPERATION 

LISTING OF PREPARATIONS MTTH MONOGRAPHS 


As an aid to physicians in writing prescriptions, the 
Council has adopted an e.xpansion of the section in 
"New and iVonoflScial Drugs, ‘Trinciples Governing the 
Evaluation of Drugs Described in New and Non- 
ofBcial Drugs,” to provide for listing pharmaceutical 
preparations, including either sizes or strengtlis, in 
' conjunction witli monographs published in the Coun- 
r cil’s column of The Journal and in future annual edi¬ 
tions of New and NonofBcial Drugs. Available dosage 
J forms, and either sizes or strengths, wall be h'sted 

- alphabetically according to appropriate nonproprietary 
y pharmaceutical terminologj' only. In order to avoid 
; undue e.xpansion of monographs, with this kind of 
; information, available sizes or strengths will be limited 
; to dosage units or concentrations, depending on the 

- tj’pe of formulation. 

The listing of available preparations, w'hich is insti- 

- tuted with this issue of The Journal, should not be 
construed as affecting any statements in monographs 

- that may be critical of tlie usefulness, safetj’-, suggested 
■ dosage, concentration, or particular route of adminis- 
, tration of a drug. How'ever, it is hoped tliat this added 


feature will increase tlie usefulness of the Council’s 
publication to physicians w’hen such information is 
desired for prescribing. 

The Council will continue to list applicable com¬ 
mercial names of evaluated drugs of w’hich it is in¬ 
formed and urges the continued cooperation of indus- 
tr\' in suppKing scientific data and reports of investi¬ 
gations to aid in the early evaluation of new" drugs. 
Commercial outlets are furtlier invited to supplement 
such future data with information on available dosage 
forms, sizes, and strengths or otherxxise to inform the 
Council respecting any additions or corrections con¬ 
cerning preparations wdiich are included in subse¬ 
quently published monographs. The Coimcil also de¬ 
sires information concerning adverse reactions to drugs 
tliat may appear after extensive use. 

This notice of the desire of the Council to include 
dosage preparations and to continue its policy for list¬ 
ing commercial names wall not be repeated in the 
Council’s column of The Journal, since statements to 
this effect wall appear annually in New and Nonofficial 
Drugs. 


NEW AND NONOFFICIAL DRUGS 

Monographs and supplemental statements on drugs described here and in subsequent edi¬ 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data and 
reports of investigations. H. D. Kautz, M.D., Secretary. 


Amisometradine.—l-Methallyl-S-methyl-G-amino- 
tetrahydropjorimidinedione.—The structural formula of 
amisometradine may be represented as follow's: 

NHz 

/=^ CH3 

0=( N-CH2C=CH: 

N-V 

/ 

CHj 0 

Actions and I7ses.—Amisometradine, an orally effec¬ 
tive, nonmercurial diuretic agent, is a structural isomer 
of aminometradine, and its pharmacological actions are 
similar to tlrose of the latter agent. Tims, amisometra¬ 


dine is proposed for the maintenance of an edema-free 
state in patients responsive to diuretic tlierapy and for 
the initiation of diuresis in most edematous conditions 
except severe congestive heart failure. The drug also 
may reduce or, in mild cases, eliminate the need for 
parenteral injections of mercurial diuretics. Amiso¬ 
metradine has been successfully employed for the 
gradual mobifization of edema fluid in a substantial 
number of patients w'ith mild to moderate congestive 
heart failure, hepatic cirrhosis, and the nephrotic sx-n- 
drome. It has also been useful for the management of 
w'ater and electrolj'te retention during pregnancy (mild 
preeclampsia) and in the premenstrual period. 
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Tlic diief difference between amisomelradine and 
aminoinetradine lies in the possibly diminisiied inci¬ 
dence of gastrointestinal npsets associated with the 
fonnei diug. Some data ]iavc indicated tliat whereas 
nausea or \'oiniting occur in approximately 20 to 30% 
of patients to whom aminometradine is administered, 
this incidence is reduced to about half, or 10 to 15%, 
when amisometradine is employed. Tims, from the 
standpoint of patient tolerance, amisometradine ap¬ 
pears to offer some adN'antage. Since the clinical effec¬ 
tiveness of both drugs appears to be about the same, 
it seems likely that amisometradine may eventually 
replace aminometradine for the treatment of edema. 

Amisometradine lias not been extensively studied 
from tlie standpoint of serious toxic effects, and al¬ 
though the drug so far has not been observed to cause 
sue)) reactions, plp-sicians sliould be alert to the possi¬ 
bility of their occurrence witii extensive and prolonged 
use. 

Dosage.—Amisometradine is administered orally. 
Dosage is governed largely by severity of edema and 
indi^’idual response as reflected by the serial weight 
record of the patient. As a general guide, 400 mg. may 
be administered four times daily witli meals on the 
first day of theiapy and t\vice daily thereafter. Patients 
with mild edema may be satisfactorily maintained on 
400 mg. or less per day. On the other hand, daily 
amounts up to 3.2 Gm. may be required in more severe 
cases. 

Preparations: tablet.'! 400 mg. 

Applicable conimereial name; Rolicton. 

G. D. Searle & Co. cooperated by furnishing scientific data 
to aid in the cvalution of ami.vometradinc. 


J.A.M.A., Sept. 14^ j.,. 

to date has been confined largely to short-term {!)?-. 
on relatively limited areas of the body. Althoudi) 
possibility of systemic reaction after prolonn^l 
intensive therapy does exist, this appears tobeqe 
unlikely. To date, no reactions suggestive of svstet 
absorption have been observed ivith hydrocortam-.'. 
hydrochloride or with any other topical preparalir- 
of lij'drocortisone. Likewise, no appreciable dian-i 
in eosinophil counts or excretion of 17-ketosferci^ 
liav'c been demonstrated after such therapy. Nevertt^ 
less, pending the accumulation of more informationt: 
this subject, hydrocortamate hydrochloride should k 
used cautiously in long-term therapy, especially t 
cases in which large areas of abnormal skin surfae 
are involved. The drug should not be applied to k- 
fected areas. Its sensitizing potential is not kno\m,k ; 
in view of its similarity to otlier local preparations d 
this class, this is considered to be negligible. The oM-, 
ment base rather than tlie drug may elicit some semi- ^ 
tization in particular instances. 

Dosage.—Hydrocortamate hydrochloride is applied 
topically in a 0.5% ointment (5 mg. per gram), A , 
small quantity should be applied to die affected area; 
of skin two or three times daily. 

Preparations: ointment 0.5%. 

Applicable commercial name: Magnacort. 

Pfizer Laboratories, Diiasion of Chas. Pfizer & Go., Inc., co¬ 
operated by fumisliing scientific data to aid in the evaluctio: 
of liydrocortamate liydrochloride. 

Metliallenestril.—a,o'Dimethyl-^-et]iyI-6-metliox)’-2- 
naplithalenepropionic acid.—3-(6-Met]io.xj'-2-naphthyl)- 
2,2-dimethylpentanoic acid.—The structural formula oi 
metliallenestril may he represented as follows; 


Hydrocortamate Hydrochloride.—17-Hydro.xycorti- 
costerone-21-dietIiylaminoacetate hydrochloride.—The 
uctural formula of hydrocortamate hydrochloride 
may be represented as follows: 


<? CeHs 

CH 2 OC CHzN^ 

I 

C=0 


HCI 


CaHs 



Actions and Uses.-Hydrocortamate hydrochloride, 
an ester-salt of hydrocortisone, is used for die treat¬ 
ment of dermatoses known to be responsive to topica 
gluco-corticoid therapy. The drug exerts an excellent 
anti-inflammatory action against such cutaneous erup¬ 
tions and is believed to be approximately twice as 
potent, milligram for milligram, as free hydrocortisone 
or its acetate ester. Thus, hydrocortamate hydrochlo¬ 
ride is effective against acute or chronic dermatoses 
that have an allergic or inflammatory basis and ar 
.-.ssociated with praiitus. These would include amrag 
others such conditions as atopic and contact derma 
litis pruritus with lichenification, seborrheic dermatitis 
Sn^ecific anogenital pruritus. Clinical experience 



CzHs CHa O 

1 I I) 

-CH —C—COH 

II I I 

Actions and l/ses.—Metliallenestril, a nonsteroid es¬ 
trogenic compound, is effective orally, and its onse! 
of action is prompt. Its estrogenic potency, milligran 
for milligram, is apparently no greater than that 0 
orally administered estrone; it is only about one-tenll 
as potent as diediylstilbestrol. Methallenestril cause 
less gasti-ointestinal upsets than does diethylstilbestrol 
Otlierwise, its administration in tlierapeutically effec¬ 
tive doses is followed by about the same degree 0 
nausea as is found witli Hie odier synthetic estrogens. 
In the reports available to date, tliere is some indica¬ 
tion tliat metliallenestril tlierapy may cause l^s wtn- 
drawal bleeding than do die other estrogens. Howeser, 
if dosage is adjusted sufficiently to produce a compai^ 
ble dierapeutic effect, endometrial proliferation an 
subsequent ivithdrawal bleeding may be expect^ 
Mediallenestril is useful for the same conditions - 
which otiier natural and syntlietic estrogens are 
ployed and is subject to the same contramdicabo^^- 
(See the general statement on estrogens in 

Nonofficial Remedies.) ,, 

Dosage.-Methallenestril is administered ^ 

usual initial dosage for js aecreas^ 

daily for diree weeks; thereafter dosage 
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3 mg. dailj' for as long as required. For suppression 
lactation, 20 mg. is administered daily for the first 
'e postpartum days. Doses of 6 mg. daily for four 
_ :eks may be given for tlie treatment of postmeno- 
• usal vaginitis, kraurosis vulvae, and pruritus \'ulvae. 
■ the initial treatment of postmenopausal osteoporosis, 
■ - mg. per day for two weeks is usual; maintenance 
isage is 3 mg. daily. For tlie palliation of prostatic 
jcinoma, daily doses of 20 mg. ma>' be administered. 

'Preparations: tablets 3 mg. and 20 mg. 

Applicable commercial name: ^^allestril. 

- G. D. Searle &. Co. cooperated bj’ fumisbing scientific data 
aid in the evaluation of metballenestril. 


’ Phenaglycodol.—2-p-Chlorophenyl-3-metliyl-2,3-bu- 
mediol.—The structural formula of phenaglycodol 
bay be represented as follows: 



OH OH 

I I 

c—c — CHj 
CPU CHa 


- ■ Actions and t/ses.—Phenagh'codol is one of a series 

- - f srathetic diol compounds tliat evert a mild depres- 

ant effect on the central ner\'ous system. At least at 
he level of tlie spinal cord, tlie drug has properties 
a common udth the intemeuronal blocking agents such 
['■s mephenesin and meprobamate. Phenaglj'codol and 
" neprobamate hai'e a common chemical derivation 
,, rom mephenesin. In tlie case of phenaglycodol, a 
'.Hegree of metabolic stabilization is achieved by full 
•"ubstitution on the OH-bearing carbon atoms. In ex- 
;’berimental animals, phenaglycodol produces some de¬ 
gree of skeletal muscle relaxation and exerts an inhibi- 
:or>' influence on transmission tlirough pol)'S>'naptic 
patliways. It also diminishes tlie severity of electrically 
induced comulsions in animals, and initial ch’nical ex¬ 


perience has suggested a possible usefulness in epilep- 
^“sy. As a muscle relaxant, phenaglycodol is much less 
'-^potent than mephenesin. From the standpoint of over¬ 
full clinical usefulness, phenaglycodol is probably most 
^ closeh' comparable to meprobamate. Hence, it may be 
^characterized as a mild sedative \Hth weak muscle- 
C^Telaxing properties. 

Phenaglycodol has been used to produce a calming 


-' or mood-amehorating effect in patients udth emotional 
'-'instability, an.xiety-tension states, and functional dis- 
^orders. Although early reports have been favorable, 
C "there is need for more eNddence to establish conclusive- 


f ly its usefulness as a psychodierapeutic agent. Studies 
' designed to compare its tension-relieving effects with 
. meprobamate are inconclusive. In some patients udth 
>an.xiety states, the drug has elicited a degree of behavi- 
"Oral improvement; in otlier studies the effect has been 


primarily tliat of a placebo. In general, phenaglycodol 
appears to be similar in effectiveness to meprobamate, 
'."'but the ultimate usefulness of this t^pe of drug must 
•I await the results of further clinical e.xperience. 

From the eiddence ai'ailable to date, it would appear 
(Aat phenaglycodol may have usefulness in the ad- 
^-junctive management of simple neuroses. Tlie drug 
'probably has no place in the treatment of the more 


severe psychotic tipe of mental disturbance and can¬ 
not be classified as a tranquihzing agent in the same 
sense as chlorpromazine or reserpine. 

The toxicity of phenaglycodol is low. No adverse 
effects on hepatic or hematopoietic function liaise been 
obser\'ed after long-term administration to animals 
and patients. In clinical e.xperience, large doses are 
apparently wdiout effect on blood pressure, pulse, or 
respiration. To date, drowsiness appears to be the only 
side-effect referable to therapy wdth phenaglycodol. 
Tliis has occurred only occasionally and generally fol¬ 
lows the administration of high doses. 

Dosflge.—Phenaglj'codol is administered orally. Tlie 
usual dosage for adults is 300 mg. tliree or four times 
daily. 

Preparations: tablets 300 mg. 

Applicable commercial name: Ultran. 

Eli Lilly and Company cooperated by fumisliing scientific 
data to aid in the evaluation of phenaglycodol. 

Use of Ethchlorvynol for Daytime Sedation 

The Council has evaluated the use of ethchlonqmol 
(Placidyl) for dajdime sedation. This nonbarbiturate 
hj'pnotic has previously been described as useful for 
the induction of sleep in selected patients unth simple 
insomnia. (See the monograph on ethchlonqTnol in 
New and Nonofficial Remedies.) On the basis of addi¬ 
tional en'dence, the Council concluded that the drug 
may also be given in small doses during the day to 
allay or calm certain patients wth organic or function¬ 
al disorders characterized by an.xiety or tension. Its 
clinical emplojTnent for this purpose has been confined 
largely to patients with mild aaxiety neuroses, h>'per- 
tension, and various skin diseases. It has also been 
used on a limited scale in patients udth asthma, peptic 
ulcer, and cardiac disorders. Currently available e\d- 
dence indicates that tlie drug exerts a mild sedative 
effect in such patients and that the incidence of side- 
effects is low (about 8%). Side-effects so far encoun¬ 
tered include drowsiness, fatigue, hang-over, ataxia, 
vertigo, headache, nightmares, mental confusion, bad 
after-taste, nausea, and vomiting. There has been no 
observed tendency toward development of psychic 
dependence or habituation. Pending the accumulation 
of more clinical information, however, this possibility 
should be kept in mind, particularly when the drug is 
used over prolonged periods of time. 

Dosage of ethchlorvAmol for use as a daytime seda¬ 
tive should be individualized according to the response 
of the particular patient. Oral dosage usually ranges 
from 100 mg. twdce daily to 200 mg. tliree times a day. 
If the drug appears to be rapidly absorbed, producing 
transient giddiness or ataxia, these side-effects will be 
minimized if the medication is given uath a glass of 
milk or other light refreshment. 

The Council voted to e.\"pand the monograph in New 
and Nonofficial Drugs to describe the use of ethchlor- 
xq'nol as a dajiime sedative. 

Abbott Laboratories cooperated by furnishing scientific data 
to aid in the evaluation of this additional use of ethchlonyTiol. 
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MAN CONTRACTING RABIES FROM MAN 
GUEST EDITORIAL 
Karl F. Meyer, M.D. 

HERE has been mucli recent publicity 
concerning tlie administration of tlie Pas¬ 
teur antirabies treatment to persons who 
■■■■i were in contact M'itb a patient who died 
of rabies. The indications for giving vaccine for 
rabies prophylaxis should be clearly understood. 
The following case illustrates the principles in- 

' ^In'^July, 1956, a man was bitten by his dog while 
attempting to train her. The dog had no illness at 

that time but ran away and 
Anril 1957, the patient complained of headacii 
Mowed by nausea and vomiting. Four days late 
he became severely ill, was unable to swallow, and 
t eSy appehensive. That evening he ,vn 

Xmed to hospital whe« to « 

T'Ter" nfwas'remS to a mental hosptel, 

diagnosecl He « tW 

f,ve days aftet the on^et ^ 

examtoahons and ,^(1, tissne 

bodies in the brains of of his 

lfrsst'’;Xt ;=ed 

°'Tlm tliagnSs of 

1. F.-n«i,C.:naaal,Wa. Suina.lU^^^^^^ Clos- 

S. WriKlil. G. IM ^''^'""^"^"41^465. 19.S,S. 


to the patient should receive antirabies vaccine.Tte 
is always a difficult decision. A wave of anxiety-, 
nearing hysteria, must be anticipated. People who 
have been with the patient during and before his 
illness will demand antirabies treatment. Babes in 
1912 stated that human rabies presents little dan¬ 
ger, because he knew of no case of hansmission 
from man to man. That rabid human beings may 
bite others was well documented by obseivations at 
the Vienna Pasteur Institute in 1926. 

In a critical review of older studies, Joseph Koch 
in 1930 emphasized that human-to-human transfer 
of rabies through bite or other means was rare and 
that a conclusively proved transmission had never 
been reported. The most comprehensive recent 
summary on rabies ' mentions tliat die modier of 
Malpighi in the 17di century died from rabies after 
a bite inflicted by her daughter. Without docu¬ 
mentation he stated that human rabies had fol¬ 
lowed die bite of rabid persons in Russia. During 
my recent visit to Russia I heard reports that rabies 
was transmitted from man to man by homeless 
orphans who roamed the streets of Moscow during 
die period after die rex'olution when medical and 
public health services were almost none.xistent. Few 
of these transmissions have been epidemiologicall} 
or etiologically investigated. In 1898 Palmirski an 
Karlov^ski in reporting the case of a man who be¬ 
came infected through coitus concluded that tins 
was the onlv proved instance of interhuman trans¬ 
mission of rabies. Authorities believe however that 
transmission in this case was probably through the 

Every thoughtful report on diis subject advises 
that precautions be taken by attendants to avoid 
contact with saliva of rabies-infected patients. There 
is ample documentary evdience that rabies viius 
mov he oreseiit in the saliva of human beings w 
rabie!! As early as 1823 

“Sf Balcb 'to "S S™oSSe8° salU' 

ht f a„<i 

Stoliank'ari Wright f 

h«ngTe“ r'mto “ne^MVe Pasted tastitute in 
Odessa, Palawandow 

intramusciilar in)ection of g ‘PS patients 

the rabies virus in “ S paralytic 

studied. The saliva ® ,abies when 

robies in Trinidad proved positive lu 

■tectod into rabbits 

The fact that rabies virus witli rabies 

the saliva from 1 ™""® tongs nf i. 

r„;S®sM^n\heP- 
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The infectivity of the saliva has never been meas¬ 
ured. It is probably slight but of adequate rdrulence 
to incite disease if properly introduced into scratch 
or bite wounds. These observations, together with 
tliose of Manouelian in 1936, who found Negri 
bodies in tire endoneurocytes of tire sensor}' and 
sjTnpathetic fibers of the face and in the sj’mpatlietic 
ganglions and rirus in the salivar}' and lacrimal 
glands in patients with rabies, suggest tliat the 
virus diffuses through the peripheral nen'ous sys¬ 
tem in man as in animals. Despite tire observations 
and the e.stensive experimental work, the patho¬ 
genesis of rabies is in need of rerdew. In particular, 
tire role of blood and b'mph requires investigation. 
Tliere are evident similarities to the much-debated 
question of the spread of neurotoxin of Clostridium 
tetani and Cl. botuhnum.' 

Tire above-described patient dispersed saliva in¬ 
discriminately by spitting frequently at random and 
directly into the eye of a nurse. The secretion soiled 
the hands of a nurses’ aide who had a weeping 
eczema. Another nurse was bitten by tlie patient 
while she was attempting to hold a mouth gag 
between his teeth. The patient’s son, who was w'ith 
his father throughout the illness, was scratched 
rather badly and had contact wdth saliva. Kno\s'ing 
that the saliva may contain rabies x'irus in human 
infections, one is duh'-bound to treat instances of 
bite and exposure to saliva. Tire maniacal behax'ior 
of the patient was largely responsible for the fact 
that ever)' person who tried to restrain him became 
soiled W'ith saliva. The practical question is not 
w'hether prophylactic rabies treatment should be 
instituted but how to keep its use to an irreducible 
minimum. Probably trvice as many contacts as 
really need it receive the Pasteur treatment. Any 
physician xvith tire imprint of maniacal human 
rabies fresh in his mind w'ill fuUy understand this 
situation. This is in the best tradition of preventive 
medicine. 

The main reason u'hy conclusive er'idence of 
human-to-human transmission of rabies has not 
often been pubfished is doubtless that all persons 
in intimate contact Amth the saliva of a rabid person 
are treated the minute the diagnosis is proved by 
laborator}' tests. 

THE ORAL CAVITY AND DISEASE 

Sir William Osier has called the oral cavity a 
mirror of the rest of the body. Yet xvhile tlie changes 
in eyegrounds that are associated w'ith systemic 
diseases are w'ell recognized, the changes in and 
around tlie mouth do not seem to have equal ap¬ 
preciation by the physician.* 

Oral tissues are imusually sensitive indicators of 
tlie general health status of an indmdual. Tliis 
easily accessible, painless diagnostic site particu¬ 
larly reflects initial signs of nutritional deficiencies, 
endocrine imbalances, gastrointestinal disturbances, 
communicable diseases, blood dyscrasias including 


the anemias, and excessive exposure to radioacttmt}'. 
In addition to the many peridontal manifestations 
of medical illness, not the least important reflection 
of disease can be demonstrated by the teetli them- 
seb'es. Up to 37% of persons with congenital 
SA'philis have been found to have hx'poplasia of tlie 
occlusal surface of all four first molars.* 

With grow'ing emphasis on the dangers of an 
indirndual receh'ing too much radioactimt}', it is 
important to know' w'hat specific changes the oral 
camt}' does show' as a result of e.xposure to radia¬ 
tion. Along W’ith the commonly recognized signs of 
overe.xposure to naturally occurring or man-made 
radioactive substances, such as alopecia, brittleness 
of the nails, and pigmentation,** certain diagnostic 
signs appear in the mouth. In a population e.xposed 
to atomic bombing, petechial mucosal lesions have 
been observ’ed associated w'ith aplastic anemia. 
Other signs include a glassy smooth tongue that 
is particularly susceptible to infection, gangrenous 
ulcers of the lips, and ulcers that penetrate large 
areas of the buccal mucosa. It is believed that the 
mucosal findings are similar to those occurring 
elsew’here throughout the gastrointestinal tract.^ 
Exfoliation of the teeth due to osteomyelitis of the 
mandible w'as frequently obserx'ed. One interesting 
finding w'as the increased radiant energy' detected 
in the metallic restorations of the mouth that w’as 
not present in the adjacent lix’ing tissue. 

Dental x-ray pictures can reveal the only signs of 
osteonecrosis and osteomyelib's tliat might occur 
from overexposure in .x-ray technicians, as w’ell as 
research men and others closely associated w'ith 
radioacHve substances. Finally, one of the most 
commonly reported signs of overe.xposme to radia¬ 
tion is xerostomia, the dr}' mouth that results from 
lack of salivarx' flow'. This manifestation does not 
depend solely on locally applied radiation but can 
reflect over-all body exposure. 

While it may seem to some that the physician 
examining the teeth and surrounding structures is 
doing a dentist’s job, or the dentist w'ho diagnoses 
diabetes by oral lesions is overlapping into the 
medical field, oral manifestations of disease indicate 
the close proximitx' of the two doctors’ areas of 
practice. The physician and the dentist working 
together have prox'ided a much better understand¬ 
ing of oral medicine, and in mutually reciprocating 
their clinical findings, as w'ell as their scientific 
research, they have markedly improved the over¬ 
all care of the patient. The field of radiation pro¬ 
tection maj' W'ell be the impetus to enjoin in fact, 
not just in theorx', the two health specialties. 

1. Burket, L. W.; Oral Me<iicine: Diaenosis and Treatment, ed. 3, 
Philadelphia, J. B. Lippincott Company, 1957, 

2. Bradla\^% R. V.: Dental Stigmata of Prenatal S^^phOis, Oral Surg. 
6:147-158 (Jan.) 1953. 

3. Cronldte, E. P.; Bond, V. P.; and Dunham, C. L.: Some Effects of 
Ionizing Radiation on Human Beings, United States Atomic Energ>' 
Commission, July, 1956. 

4. Bernier, J, L.: Effects of Atomic Radiation on Oral and Phar^-ngeal 
Mucosa, J. Am. Dental A. 39 : 647-657 (Dec.) 1949. 
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REPORT OF JOINT COMMISSION 
ON ACCREDITATION OF HOSPITALS 

The August, 1957, hullctiu of the Joint Commis¬ 
sion on Accreditation of Hospitals (660 N. Rush St., 
Chicago; Kenneth B. Babcock, M.D., director) is 
reproduced here for the information it contains that 
will he of interest to many physicians.— Ed. 

To provide quality care for patients in liospitals, 
scientific tools arc a necessity for both diagnosis 
and treatment. Although the e.xtent and complexity 
of these facilities depend upon the needs of tlie 
patients ^^'hom the hospital aims to serve, no hos¬ 
pital can he w'ilhout basic laboratory and radio¬ 
logical serN'ices. 

Clinical Laboratory 

In every hospital there should he a well organ¬ 
ized, adequately supervised clinical laboratory witlr 
the necessary space, facilities and equipment to 
perform those services commensurate until the hos¬ 
pital’s needs for its patients. 

Good personnel and supervision are very im¬ 
portant factors. It would he ideal if every hospital 
had its OUT! paUiologist. This is impossible because 
the demand is greater than the supply. Also, the 
amount of work in smaller hospitals does not justity 
the full time services of a pathologist. The Joint 
Commission on Accreditation of Hospitals believes 
strongly that if a hospital does not have the ful 
time services of a pathologist, it should at least have 
the services of a padiologist on a regular part time 
or consultative basis. A hospital is 
sending tissues out to a pathologist but if tliat 
same hospital has not been visited by or had its 
laboratory supervised by a pathologist for qm 
long period of time, it must of necessity be scru- 
SXery carefully as to quality of service given 

i 

Sont taking into consideration the type o work 
without , j however, a hospital witli- 

giving quality care. ^nmnetence of personnel, 

Besides supervision and compecencc ^ t 

filed in tl.e patient s rccoid. ,„d index 

bl"—in every hospital laboratory. 


Tliis index should be according to pathological 
diagnosis. 'Whether this index be simple or compre¬ 
hensive is a question of judgment of tlie hospital 
and its needs. 

Oral requisitions for laboratory work are not 
condoned. Requisitions may be made out by the 
nurse, but there should be an original order for the 
procedure, signed by the physician. This order 
should eitlicr be on the patients medical record or 
in the physician s order book. 

In order for a hospital to be accredited, the Com¬ 
mission requires diat a urinalysis and either a hemo¬ 
globin test or hematocrit determination be done on 
all patients admitted. These are minimal require¬ 
ments and in many instances should be e.xceeded. 
Additional requirements should be recommended 
and approved by tlie medical staflF. The Commission 
has no requirements concerning laboratory work 
on outpatients. These policies should be determined 
by the local medical staff. 

In a modern hospital, it is desirable tliat the hos¬ 
pital have a blood bank, established and supemsed 
under strict regulations. Where tliis is not possible, 
tlie hospital should have at least proper blood stor¬ 
age facihties under adequate control and super¬ 
vision. For the patients safety these storage 
facilities should have an adequate alarm system, 
notif)'ing hospital personnel of loss of electric power 


:aulty temperatures. 

’he percentages of autopsies performed and tlieir 
ization as a teaching medium is a very im- 
tant factor in the accreditation of a hospital, and 
necessity is closely allied to the patholog)' de- 
tment. The actual procurement of pei mission 
autopsies is largely a function and 
ty of tlie medical staff. An autopsy should be 
formed by a pathologist, but where Bus is not 
sible the next best person is a physician versed 
’autopsy procedure and protocol. Every good 
S should have its ONvn morgue if physically 
sSe The number of hospitals without morgues 
"g^and number not domf au,ops.« .s 

ig hospitals at least a 25 

iLs feel this rate is too low and every ettori 
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icalh'. Faulty thermometers and inaccurate color¬ 
imeters have been reported in several instances in 
hospitals. Further checking showed they had not 
been checked since placed in sendee. 

^Vhere possible, tlie hospital pathologist should 
be a member of the tissue committee, preferably 
in an ex-oflScio, consultative capacit}'. The question 
has been frequently asked, “Should the pathologist 
be a member of tlie medical staff, entitled to vote 
and hold office?” Tlie answer to tliis question is not 
vitliin the jurisdiction of the Joint Commission on 
Accreditation of Hospitals and is a matter of judg¬ 
ment for each indiiddual hospital. It can be stated 
from obsenmtion and information from most hos¬ 
pitals, that tlie answer is preferabh' “yes” and is 
done in the majoriti' of hospitals. 

X-Ray Department 

A hospital, to be accredited b}' die Joint Commis¬ 
sion, must have diagnostic .x-ray facilities ai'ailable 
in tlie hospital building proper or in an adjacent 
clinic or medical facilit}' which is readily accessible 
to tlie hospital patients, physicians and personnel, 
A hospital is not required to hai'e therapeutic .x-ray 
facilities. 

In tlie .x-ra\' department, the need for quahfied 
personnel is greatly stressed. Eveix'' hospital 
should have a qualified radiologist, either full-time 
or part-time on a consultative basis, to both super- 
xuse the department and interpret films tliat require 
specialized knowledge for accurate reading. Hos¬ 
pitals uitliout die sendees of a radiologist in any 
capadtx', whose medical staffs read all films them¬ 
selves, are not considered as rendering high quah'ty 
care. 

The presence of at least one technician registered 
by the American Registrx' of X-Ray Technicians is 
quite necessarx' in the opinion of the Commission. 

The original signed report of an .x-ray film inter¬ 
pretation should be filed in the patient’s medical 
record. A duplicate should be filed in the depart¬ 
ment. An index of .x-ray reports according to radio¬ 
logical diagnosis should be kept. 

The department should be free from all fire and 
explosion hazards and the equipment shock-proof. 
All proper and usual safety measures should be 
present. Personnel should be checked periodically 
(txvo times x'early at least) by blood counts and 
e.xposure tests. 

Because of the special hazards encountered in 
the usage of fluoroscopes, radium and isotopes, 
recommendations emanating from the American 
Medical Association, tlie American College of Ra- 
diologx’, the American Hospital Association, and 
approx'ed by the Commissioners of the Joint Com¬ 
mission on Accreditation of Hospitals, hax'e been 
sjTiopsized and are reproduced beloxv for guidance 
and information purposes. 

I. a. The use of fluoroscopes and radiographs in 
the department of radiolog)' in institutions 
should be limited to members of the staff— 


either medical or lay—xx’ho hax’e been desig¬ 
nated as qualified by the radiologist or roent¬ 
genologist, and tlie use of fluoroscopes and 
radiographs in departments or dixasions other 
than the department of radiologx' should be 
limited to members of tlie staff—either medi¬ 
cal or lax'—xx'ho hax'e been designated as 
qualified by the radiologist or roentgenologist 
or appropriately constituted committee. 

b. A special sheet should be included in all 
hospital and clinic charts for data of fluoro¬ 
scopic examinations specifxing date, site, 
roentgens per minute, e.x-posure time, and 
operator. 

c. All institutions should be requested to use 
timers on all fluoroscopes. 

II. a. The use of radium element, its disintegra¬ 
tion products, as xvell as radioactix'e isotopes, 
shall be under the supenasion of a physician 
xx-ith certification, or its equix'alent, in radiol¬ 
og)' or tlierapeutic radiolog)'. 

b. Ho one shall be permitted to use radium 
element, its disintegration products, as xx'ell 
as radioactive isotopes, unless he has been 
designated as qualified by the radiologist or 
an appropriately constituted committee. 

c. Regulations shall be established, on the rec¬ 
ommendation of the medical staff, as to the 
administration of the application and remox'- 
al of these materials. 

d. Ideally, a department hax'ing a supply of ra¬ 
dium element, its disintegration products, as 
xveU as radioactix'e isotopes, should hax'e a 
physicist qualified in radiation physics by the 
Board of Radiolog)', preferably as a fuU-time 
member of tlie department; such a physicist 
to be available in consultation for dosage 
problems inx'olx'ing radium as xx'ell as re¬ 
sponsible for the safe housing of radioactive 
isotopes, the protection of patient and per¬ 
sonnel, and the disposal of xvaste products. 

Accreditation of Psychiatric Hospitals 

A joint statement xvas sent by the .American Psy¬ 
chiatric Association and the Joint Commission to 
every mental institution in the United States and 
Canada announcing that after Jan. 1,1958, the Joint 
Commission xx'ould surx'ey mental institutions on 
request. Mental institutions already on the accred¬ 
ited list published by the Joint Commission xx’ill 
automatically be surx'eyed at the proper time and 
they xx'ill be notified at least txx'o xx'eeks in adx'ance. 

Mental institutions nex'er prex'ioush' surx'eyed 
should notify the Joint Commission of their desire 
for surx'ey. Schedules of surx'eys are made up months 
in adx'ance and any request should be in the hands 
of the Commission before Jan. I, 1958, to insure 
surx'ey if possible for the fortlicoming year. 

Please note the Joint Commission’s surx'ey does 
not eliminate surx'ey by the American Psychiatric 
Association if so desired and requested. 
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Publication 

Every lio.spilal accredited by the Joint Commis- 
.sion on Accreditation of Hospitals for three years 
(full accreditation) has been sent a coiDy of the 
new pain})hlet entitled, “You Can Have Confidence 
in Your Hospital.’' 

In the future, all hospitals that have been non- 
accredited or accredited for one year will be sent a 
copy when accreditation for three years has been 
attained. 

This pamphlet was prepared for hospitals to use 
as a device to c.splain to patients and the community 
what accreditation means. It is already proving 
quite successful. 


FEDERAL MEDICAL LEGISLATION 

First Session, S5th Congress 

Tax Deduction for Higher Etlucalion 

Senator Langcr (R., N. D.) proposes, in S. 2479, 
to amend the Internal Revenue Code, allowing a 
taxpayer, in calculating his income tax, to deduct 
from his adjusted gross income amounts paid by 
the taxpayer during the taxable year for tuition tees, 
books, and supplies, for himself, his spouse, or a 
dependent attending college. This bill was referred 
to the Finance Committee. 

Cigarette Labeling 

Senator Dennett (R., Ut.ili), in S. 2554 wouM 
amend the Food, Drug, and Cosmetre Act by « 
ouiring that any package or carton of cigarettes 

introdLed in interstate Pro- 

taining the following words: WARNING, no 
longed use of this product may result rn canc^ m 
lung, heart, and circulator)' ailments, and in other 

'"Ce-tative Fine (R., N. Y ) in R R. ^947, 
oronoses to provide “that cigarettes sold ^ ^ 

state commereo shall he tTSrtent 

as to show the "-otine con« and 

mcrce Committee. 

Public Health Training and Services 
Senators Hill (D.. Ala.). Ives («;. 

(D., Mass.), s 480 a measure 

n.. Ky.) have ^ exceed 

1 nrillion dollars (out ot '^ f’™' general 
ready authorized), to ‘ conditions 

.nahe grants-in-a,d the grarits 

prescribed by reg" a ion. , j. aonprolit edu- 
would he for thesuppo t o comprehensive 

cational institutions I , consultative serv- 

professional trainirrg, spe _ _ _ 


ices, and technical assistance in the fields of public , 
health and in the administration of state and local 
public health programs. This measure was referred 
to the Labor and Public Welfare Committee. 

Representative Macdonald (D., Mass.), in H. R. 
8S62, has introduced a measure identical to that 
of Senator Humphrey (D., Minn.), in S. 23W, 
prex'iously reported. These measures would proridc , 
“an emergency five-year program of grants and ., 
scholarships for post-graduate education in tlie field 
of public health,” Representative Macdonald would 
authorize the following appropriations: 1. One mil¬ 
lion dollars annually to make payments to schools to 
assist in maintaining and increasing their enrollment 
of graduate students. These funds could be used 
for “establishing, maintaining, and enlarging stafis 
and in maintaining and operating their facilities 
(including tire acquisition of equipment) for such 
training.” Paj'inents would be made on the basis of 
15% of the basic operating costs of graduate in¬ 
struction plus $500 for each full-time student in 
excess of 30 students, plus $500 for each full-time 
student in excess of the average past enrollment. 
Tlie total pa)’ment, however, could not exceed 50% 
of the basic operating costs of the school. 2. One 
million dollars annually for five years for constnic- 
tion and equipment grants not to exceed 50%> of the 
cost of equipment. 3. A total of $1,500,000 over a 
six-year period for scholarships. This measure was 
referred to tlie Committee on Interstate and For¬ 
eign Commerce. 


dditives in Food 

Representative Wolverton (R., N. ].), in H. R- 
i29 has introduced a measure which would pro¬ 
bit the use of additives in food that have not 
;en adequately tested to establish tlieir safety 
he pretesting data would have to be submitted 
, die Secretary for a reasonable penod of time 
, evaluate such data before the additive could 
e used. This hill was referred to the Interstate and 
'oreien Commerce Committee. tt 

Representative Farbstein (D., N. Y.), m H. ^ 
11 proposes to “establish a select committee to 
•onduct a full and complete investigation and stud) 
of chemioals and addiHv« in « 
nedioine, and beverages 

,„s effects snob chemicals ba™ on hnman 1 le 


lization of Social Seonrily Amendnnmts 
resentative Perkins (D Ky.). i" 

1 • 1 fvnm $4 ‘^00 to $6,000 annually, (-/ 

levied from an ndi- 

itm“8sr«u.3. 

r;e"r(™re4LVretiremea.a8e 
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to 60 years for both men and women (the present 
requirement age is 65 years for men and 62 years 
for women); (5) reduce to 50 years tire age at 
which widows could receive full benefits; (6) re¬ 
duce requirements for disability' paynnents to simply' 
the standards for being fully insured, tliat is, cover¬ 
age for 40 quarters or one-half tlie quarters since 
1950, with a minimum of 6 quarters (the present 
law requires that an indnidual be fidly' insured, 
insured currently [1% years out of previous 3 years] 
and have been insured 5 out of tire previous 10 
years) and (7) repeals the section in tire present 
law w'hich requires that a person entitled to dis¬ 
ability' benefits w'ould have his pay'ments reduced 
by tire amount receh'ed from otlrer gor'emmental 
pension plans or w'orkmen’s compensation law or 
act of phy'sical or mental impairment. 

Representative Kean (R., N. J.), in H. R. 8883, 
w'ould amend tire Social Security Act in a number 
of way's to: (1) include compulsory' coverage 
of phy'sicians under Old Age and Surr'ivors In- 
svrrance; (2) pror’ide benefits for dependents dur¬ 
ing tire periods of disability W'hen the w’Orker is 
imable to engage in substantial gainful actir'ity', 
equivalent to benefits at retirement (if the w'orker 
refused rehabilitation, fire benefits to dependents 
would be denied); (3) autlrorize payment for re¬ 
habilitation sen'ices for tire disabled rvorker from 
the disability' haist Rmd; (4) increase tire maxamum 
monthly benefits for cor'ered indir’iduals from 
8108.50 to 8118.50, for married couples w'ithout 
children from $162.80 to $177.25, maximum family 
benefits w'ould be raised from 8200.00 to 8271.25, 
and w'idow's and w'idow'crs monthlv payments w'ould 
be raised from S81.40 to $94.80; (5) raise the maxi¬ 
mum family benefits for w’idow’s and their depend¬ 
ent clrildren from $200.00 to $296.25; (6) raise the 
base w'ages subject to tax from $4,200 to $4,800 
annually (no increase in rates is proposed; by' 1975, 
the self-employed phy’sician [if by tlren covered] 
w'ould pay' tire scheduled 6%% on $4,800 or $306 a 
year); (7) increase 1% per y'ear over present bene¬ 
fit levels for tlrose w'ho delay' retirement bey'ond 
65 years until 72 y'ears of age is reached. Thus, tire 
retired w’orker w’ho delay’ed retirement until age 
72 could receive an additional 88.33 monthly’ or a 
total of 8126.83 instead of $118.50. Both measiues 
w'ere referred to the Mkiy's and Means Committee. 

Committee to Study’ Federal-State Grants 

Representative Row' (R., Ohio), in H. Res. 302, 
and Representative Landrum (D., Ga.), hr H. Res. 
312, have introduced identical measures w’hich pro¬ 
pose to create a select committee of tire House to 
study' activities in w’hich the federal government 
extends aid to state and local gor'emments, indi- 
radual agencies, or to individuals “to determine (1) 
what justification now’ e.xrsts for Federal aid in any’ 
field; (2) and in w’hat fields of actixity' e.xisting 
programs of aid should be continued, or increased. 


or terminated; (3) w’hether new' programs of aid 
should be started; (4) the impact of Federal grants- 
in-aid programs upon beneficiary’ States as to in¬ 
ternal poRtics, economics, administrative structure, 
and local incentives and independence; (5) the 
future ability' of States and the Federal Gox'em- 
ment to finance actix'ities usually' tire subject of 
such grants; and to make such recommendations as 
it deems adx'isable.” 

Representatix’e Felly (R., Wash.) - proposes, in 
H. Res. 318, to authorize die Ways and Means Com¬ 
mittee to study’ desirability of discontinuance by' the 
government of lex'y'ing and collecting certain taxes, 
giving die states priority’ in such fields. These bills 
W’ere referred to the Rules Committee, w’hicli re¬ 
ported in favor of H. Res. 312, and increased the 
members of the select committee from five to nine. 

Study Commission on Problems of die Blind 

Representatives Wainw’right (R., N. Y.), in H. R. 
8427, and Elliott (D., Ala.), in H. R. 9055, have 
introduced identical measures w’hicli propose to 
establish a Presidential Study Commission on Prob¬ 
lems of die Blind. This measure has the support of 
die Administration and w’ould audiorize the Presi¬ 
dent to appoint 21 members from among persons 
w'ith know’ledge of and interest in problems of die 
blind. Leaders in medicine, education, social w’ork, 
psy’chology, rehabilitation, and related professions 
and volunteer agencies and the public would be 
represented. At least three of the members must be 
blind persons. The commission w'ould make a broad 
and comprehensh’e study of programs and activi¬ 
ties relating to blindness and the needs of blind 
persons,. Two hundred thousand dollars annuaUy 
W’ould be audiorized for the e.xpenses of die study', 
wliicli must be completed in three y’ears. This 
measure w’as referred to the Committee on Edu¬ 
cation and Labor. 

Medical Care in Alaskan Military’ Hospitals 

Delegate Bartlett (D., Alaska) has introduced, in 
H. R. 8944, a measure w’hich would authorize, in 
die Army’ and Air Force hospitals and dispensaries 
outside the continental limits of the United States 
and in .Alaska, the same sen’ices, for all military' 
personnel and their dependents and other specified 
cmlians, now’ gix’en in the naval and Marine Corps 
medical facilities. The bill w-ould amend the present 
law’ to read as follows: 

In addition to those per^ons, including the dependents of 
Armed Forces personnel, now authorized to receise hospitali¬ 
zation at Army, Navy, or .Air Force hospitals, hospitalization 
and dispensary service may be provided at -Amiv, Navy, or 
Air Force hospitals and dispensaries outside of the conti¬ 
nental limits of tire United States at\d in Alaska, to officers 
and employees of any department or agency of the Federal 
Government, to employees of a contractor vvitli the United 
States or liis sub-contractor, to the dependents of such per¬ 
sons, and in emergencies to such other persons as the 
Secretary of tlie military department concerned may pre¬ 
scribe: Provided, That such hospitalization and dispensary 
service to other than tlie dependents of the -Armed Forces 



164 


COUNCIL ON MEDICAL SERVICE ,.A.M.A., s.p,. M, 


personnel shall be pcnnittccl only where facilities are not 
otherwise available in reasonably accessible and appropriate 
non-l'cderal hospitals. The charge for hospitalization or 
disi^cnsary service for persons other than dependents of 
Armed I'orccs personnel as specified in this section .shall be 
at such rates as the President .shall from time to time pre- 
•scribe, and .shall be deposited to the credit of the appropria¬ 
tion or fund for the maintenance and operation of Army, 
Navy, or Air Force ho.spitals. 

Tlu.s nicjtsurc was referred to the Armed Services 
Committee. 

Studies for Older Persons 


(6) make available opportunities for rehabilitation wte 
will restore to independent useful lives older persons nS 
are phy.sically or mentally disabled; 

(7) provide services such as counseling, information aM 
education, vocational retraining, recreation, and social eas^ 
work for individuals who are planning for retirement or neei 
such sendees in their later years; 

(8) increase research in geriatrics and other aspects of 
aging; and 

(9) train personnel necessary to provide specialized sen- 
ices to older persons in the fields of medicine, dietetics, 
nursing, p.sychology, counseling, education, recreation, sociai 
work, and in such other fields as will carry out the purposes 
of this Act. 


RcprescnlaUvc Flood (D., Pa.) proposes, in H. R. 
902.5, to authorize, over a si.\-year period, federal 
grants of $154,560,000 to states, public and non¬ 
profit institutions, and organizations to assist in the 
development and operation of studies and projects 
to help solve llie problems of older persons through 
projects whicli will lielp— 

(1) older persons to .secure gainful employment, including 
solf-cmploymcnt in their own businesses; 

(2) older persons to enjoy retirement income sufficient to 
support a reasonable and improved standard of living; 

(3) provide older persons, so far as possible, the oppor¬ 
tunity of living in their own homes, or, if they so desire, in 
suitable private or public facilities; 

(4) oldci persons to receive adequate preventive and 
therapeutic medical and dental care, and hospital, surgical, 
nursing, and other health .sei^'icos; 

(5) make vohintar>' ho.spital and medical-carc-insurance 
protection a\’ailahlc to all older persons; 


This measure was referred to the Education and 
Labor Committee, 

Regulation of Hazardous Substances for 
Household Use 

Senator Bush (R., Conn.), in S, 1900, and Rep¬ 
resentative Williams (D., Miss.), in H. R. 9063, 
have introduced virtually identical measures tc 
regulate tlie interstate distribution and sale of pack¬ 
ages of hazardous substances intended for house 
hold use to insure proper labeling. The labe 
would carry such words as; “dangerous,” “warn 
ing,” “caution,” and “keep this out of tlie reach o: 
clrildren,” and would also suggest first-aid treatmen 
to minimize injury until medical attention could bi 
secured. These measures were referred to the re 
spective Interstate and Foreign Commerce Com 
mittees. 
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HEALTH MAINTENANCE FOR THE OLDSTER 


Henry A. Holle, M.D., Austin, Texas 


This is the fourth of a series of 
pared for the Committee on Agin 
be published in booklet form. 


papers on various aspects of aging. Each paper has been pre- 
g by an authority in the field. When completed, the series tvill 


The immediate past-president of the American 
Medical Association, Dr. Dwight H. Murray, in his 
address in Chicago last year said: I sincerely be¬ 
lieve that it is Nature’s plan that we remain physi¬ 
cally and mentally alert to the end of our 
Surelv there are none who would dispute the de¬ 
sirability of such a favorable outlook for the future. 


Commissioner of Health, Tc.vas State Department of Health. 

Members of the Committee on Aging are Drs. H- 
holland, Chairman, Charlottesville, Va.; Edward L. Bortz, 
Wnladeiphia; Henry A. Holle, Austin, Texas; Wmgate M. 
Johnson, Winston-Salem, N. C.; Theodore G. Klumpp, New 
K Frederick C. Swartz. Lansing, Mich.; ^f ^cej 
Wittson, Omaha. Committee Staff: Mr, George Coo y, 
Secretary, and Mr. Herbert B. Norton, Research Assistant. 


t is evident that as time goes on people will live 
,ger. But it is not enough to live so that one might 
enabled to wait for death. Life should provide 
;h priceless ingredients as physical and mental 
ilth and well-being-the will to live. During the 
deral-State Conference on Aging in Washngton, 
C., in June 1956, it was stated that Council 
State Governments had compiled a Bill of Ob 

itives for Older People. -u • i and 

This list included such items as physical 
ental healtli, including rehabilitation; F 

.itunity to work; home living; adequate mmim™ 
_in rmYimunitv activities, il 



a, mdepenaeuce, mm 

t tliese objectives are no different from thos 
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;h any of us would aspire. But, in my judgment, 
maintenance of physical and mental health is 
'lamental to tlie other objectives mentioned. 

'5 physicians, we are quick to agree tliat in health 
dtch in time sa\'es nine.” But our attention has too 
' n been drawn away from tlie person who, for tlie 
nent, at least, was not ill. ^^^e have concerned 
teh'es almost exclusively with those who com- 
ned of symptoms and who needed relief. This took 
. of our time. Moreo\'er, we have always been re¬ 
ant to risk being placed in the position of seeming 
. :olicit business. 

■ -,11 of these reasons for our failure to take action in 
field of health conservation are understandable, 
we should now take a more positive approach to 
Itli maintenance in our oldsters. Keeping u'ell is 
)ortant to all of us. It is tlie key basic need in older 
■ groups. The interest of the apparently u’ell senior 

■ zen in liis omi healtli has been grossh’ underesti- 

■ ted. Our work is thereby made easier. 

mr many years u'e ha\’e ignored tlie so-called de- 
■lerative or clironic diseases in tlie elderly. We ac- 
'ited tliem as matters of course in tlie treatment of 
' ire acute siTnptoms. Now our researchers are study- 
L,-; tissue cells to find out why their rate of replace- 
:mt slows down uitli increasing age. \^dio can say 
■;-it tliese mysteries will not be soh'ed? Mdio can say 
-;it atherosclerosis may not some day be reversible, 
- • at least preventable? 

Because of tliese tilings, we see a beginning realiza- 
in on the part of plii’sicians in practice and in healtli 
encies that the dei'elopment and application of regi- 
;ns of healtli maintenance in our oldsters can be 
'mendoush' productii'e. If w'e take tliis positive ap- 
oach to tlie “stitch in time” philosopliy, w^e may 
'oid being faced ivitli the necessit}' of doing a com- 
ete sewing job later on W'hen it can do little good. 
Too much emphasis cannot be placed upon tlie need 
r a medical adiisor in the middle and senior j’ears. 
e need here die indhndual phj'sician-patient rela- 
•nship. It pays its greatest dividend during tlie years 
len body reserv’es are dwindling and w'hen advan¬ 
ce should be taken by die physician of intimate 
owledge of die indmdual patient gained dirough 
ars of experience as his medical adiisor. 

. Like die management of diabetes, health mainte- 
'-jnce in die oldster, or the science of keeping him 
^-'-ell, is a long-range undertaking. It must, of necessih', 
>t be limited to the treatment of sjTnptoms wdien they 
; dse. The approach ihust be one of sjmipathetic imder- 
L'X^inding of ivhat makes him “tick” and an interest in 
'.-3 over-all health problems. One need not add that 
■_ • must be made to feel diat his physician is sincerely 
s. terested in liim as an indmdual. 

This interest should include such fundamentals of 
)od health as his home; tlie food he eats; his personal 
. ing and recreation habits; outlook on Hfe and mo- 
radon for living; and the avoidance of fatigue. Other 
tides in this series discuss in more detail a number 
; these keystones of life and health maintenance of 
^le oldster. How' dien does one keep him w'eU? 


Our colleagues in pediatrics hai'e long used tlie 
“w'eU baby clinic” as a productive dexice to insure 
optimum health maintenance in young children. As 
yet we have scarcely scratched tlie surface in utilizing 
tliis teclmique in our senior citizens. The ‘well oldster 
clinic,” properly managed, wall xield a far richer source 
of things tliat need doing. Tlie doctor’s ofiSce is the 
best place for this activity. The conditions most com- 
monl\’ uncovered are cardiox'ascular disease, cancer, 
arthritis and rheumatism, mental diseases, nephritis, 
glaucoma, diabetes, obesitx', anemia, and loss of xision 
and hearing. Ironically, some of these conditions might 
w'ell ha\'e been tlie targets in a program of health 
maintenance during tlie early and middle years. 

In this connection it seems somewhat inconsistent 
for us to e.vpress concern over tlie healtli of the pre¬ 
school child, wnth a little more attention to liis health 
tlirough tlie elementarx' school grades, only to forget 
about him later. At junior-high-school age, he tlien is 
assumed to have achieved an AchiUes-hke state of 
phx'sical and mental xx'ell-being, receixing no more 
frequent and directed medical superxision, except dur¬ 
ing periods of acute illness. Finally, xx'hen his body 
and mind hax’e become worn xxntli die fatigue of a 
half-centurx' of struggle in a highly competitive and 
industrialized society", xve again e.xpress a concern for 
lu's infirmities xx’hich xx'e refer to as chronic diseases 
of old age. 

The conditions found in tlie oldster may loom as 
formidable obstacles to the joy of fixing unless w^e 
begin a carefully managed program of secondary' pre- 
x'ention. By secondary' prex'ention xx'e no longer mean 
the prex'ention of tlie condition itself, but rather a 
regimen to minimize its adx'erse effect. Secondary 
prexention is a positix'e program of hopeful action—a 
refusal to subscribe to tlie negatix'e outlook w'hich, 
in too many' minds, is reconciled to tlie futility' of 
effort. 

Tliose xx'ho xx'ork xxitli tliese patients knoxv tliat tlie 
potential harx'est of accomplishment is x'erx' great. But 
each case calls for a long-range plan of management, 
and the physician is the key to its success. The patient 
must learn to lix'e xxiith xx'hat he has left. But the more 
xx’e are able to conserx'e his health resources, the more 
effectix'elx' he xx'ill be enabled to cany' on as an actix'e 
oldster. 

It is not my' purpose to describe the clinical proce¬ 
dures xx'hich are necessary' to achiex'e health mainte¬ 
nance. Many of tlie elements of such a program are 
cox'ered in other articles in tliis series. Each patient 
must be managed somew'hat differently', according to 
liis oxxm needs. Medical or surgical procedures, if they' 
are necessary', should not be ax'oided purely' on the 
basis of age. 

There should be sufficient fle.xibifity' to permit 
changes in lix'ing habits in the light of xx’hat dex'elops 
xx’ith tlie further passage of time. Periodic reappraisals 
xx'ill be necessary' and good records are essential. The 
entire program is designed to proxiide the maximum 
actixfity' and participation permissible 
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Activity and participation in the living process 
are vital essentials in Uic life of tlie older person. 
Most of ns have observed that sudden retirement 
without adequate preparation is a killer of men. 
Inactivity breeds depression and loneliness; death, 
too often, soon follows in tlmir ^vake. Life must go 
on and there must be people to share it with; there 
must be things to do. 

Our systems of mandatory retirement based on 
chronological age are not consistent with our other 
efforts to conserve human resources. As our 
metliods of measuring productive capabilities of 
people become objective and reliable, the policy of 
sudden forced retirement will, in all likelihood, 
gi\'e \\'a\' to a more gradual reassignment of duties 
in keeping with variations in the physical and 
mental aptitudes of individual employees. 

We stress producti\'e activity because of its im¬ 
portance to health maintenance in the oldster. This 
is especially true of mental health. One cannot 
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stand still. As time moves on we either go forward 
or backward. Unless, over the years, we havepre- 
pared for retirement through the development ol 
a hobby or an avocation, the sudden cessationola 
lifelong activity makes a disastrous impact on o«r 
well being. For these reasons, many oldsters will 
need to be referred to day-centers for recreational 
activities or to a so-called sheltered workshop lot 
productive work. The physician will wish to utilize 
these and other facilities for time consuming edu¬ 
cational and ancillary services for his patients. 

Public health agencies are giving top priority to 
chronic diseases, and many other agencies are also 
providing increased services for the aging. These 
activities will result in many referrals to private 
pliysicians for diagnosis and treatment. It is my 
hope that we as physicians will meet this challenge 
tlirough tile individualized approach which has 
distinguished the practice of medicine in the 
United States. 


SPECIAL COMMITTEE ON INFLUENZA 


COMMITTEE ON DISEASE REPORTING AND EPIDEMIC SURVEILLANCE 


The Surgeon General of the U. S. Public Health Service called a special meeting of state and 
territorial health officers in Washington, D. C., on Aug. 27-28, 1957, to discuss and otherwise 
consider national and community plans to cope with Asian influenza. Members of the A. M. A. 
Special Committee on Influenza participated in the two-day meeting. Here are some of the rec¬ 
ommendations adopted by this group. Frank W. Barton, Secretary. 


The important laboratory work lies in the sub¬ 
stantiation of an epidemic and is of little value to 
the individual patient. In the identification of an 
outbreak, throat washings and paired serums should 
be submitted from at least 12 clinical cases. Accom¬ 
panying the specimens should be a clinical abstract 
and data on how specimens were taken. In the face 
of an explosb'e outbreak of upper respiratoiy illness 
the specimens should be gathered within the first 
three days of illness and submitted through the 
state health authority. 

Technical information on securing and preparing 
specimens together with restrictions should be dis¬ 
seminated through state channels. Local health 
authorities should participate in the evaluation ot 
an epidemic situation in accordance with existing 


policy. , , . 

It is recommended that the several states plan to 
gather intelligence rapidly regarding the occurrence 
of pneumonia. Since bacterial idenlrficatron by 
sputum specimen is as important as virus diagnosis, 
it is further recommended tlrat sputum specimens 
for bacterial stady, as well as .antibiotic 
be taken as soon as pneumonia “ f j 7L 

pneumonia rate in the extremes 
used as a sensitive index to assess tlie severity 

an epidemic. 


It is recommended tliat each state submit a week 
ly situation report to the Public Healtli Service fo 
operational puiposes. It is further recommendei 
that die states adopt a program of (1) epidemi 
reporting by counties to the states and then to th 
Public Health Serivee; (2) adoption of a standan 
metliod of gathering and reporting information o: 
outbreaks; and (3) sampling of absentee rates n 
selected schools and industries. 

In order to facilitate analysis of data gathere 
and to aid local, state, and national managemer 
of tlie epidemic, states are urged to participate i 
tire proposed Public HeaWi Service surveillance am 


lorting programs. 

[t is recommended that as much useful intornw 
n should be gathered in an epidenuc invest 
don as possible and should include, but no 
lited to, symptoms and etiology as determine! 

laboratory confirmation on a representatvi 
mpling, complications and mortality, an a§ 
oups tavolvel Suggested f^ms for gather 
eful information in organized fashion are be J 
weioped by the subcommittee on epidemic ^ 
,nce and the Public Health Service. Thereto^ 
ese forms are commended to *e states for ^ 
ing and rejporting such information as th y 

jle to obtain. 
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It is recommended that assistance be provided 
from the Public Health Service in support of virus 
laboratories in state health departments to include 
diagnostic materials and ti-aining of laboratory per¬ 
sonnel. Further, the providing of aid in epidemio¬ 
logical personnel by the Public Health Service to 
the states at the latter’s request is recommended. 
The Public Health Service should assist the states 
by planning for future conferences concerning epi¬ 
demic progress as seem to be needed. 

Committee on Vaccination Promotion 

What should be the primary objectives empha¬ 
sized in vaccination promotion programs? 

The primary objective in promoting vaccine pro¬ 
grams is to prevent illness and death from epidemic 
influenza \vithin the limits of available vaccine. 

Should there be a system of interstate allocation 
of influenza vaccine? 

We recommend that there be a system of inter¬ 
state allocation of vaccine based on a voluntary 
agreement with the manufacturers. 

What priorities, if any, should be established for 
influenza vaccination and how and by whom should 
these be determined? 

Resolved that tlie surgeon general of the Public 
Health Service recommend to civilian physicians 
diat they give priority to: (1) those individuals 
whose services are necessary to maintain tlie health 
of the community; (2) tliose individuals necessary 
to maintain other basic community services; (3) 


persons with tuberculosis and others who in the 
opinion of the physician constitute a special medi¬ 
cal risk; and be it further 

Resolved that the Committee on Influenza of the 
A, M. A. take such action as necessary' to assist in 
implementation of these recommendations. 

Whereas other basic community services vary 
from place to place, be it resolved that each level 
of government be encouraged to establish advisory 
committees broadly representative in nature to con¬ 
sider which groups are deemed essential to main¬ 
tain necessary services. 

What recommendations should be made regard¬ 
ing vaccination of children? 

Administration of influenza virus vaccine con¬ 
taining the Asian strain is approved for use in 
children and it may be initiated at about three 
months of age. From experience with earlier vac¬ 
cines evidence has been obtained that a somewhat 
better antibody response can be obtained in chil¬ 
dren if the vaccination is given in two injections 
instead of one. Tlie doses recommended are as 
follows: 

For preschool-age children (3 months to 5 years) 
—0.1 cc. intracutaneously or subcutaneously, re¬ 
peated after an interval of one to two weeks. 

For children 5 to 12 years of age—0.5 cc. sub¬ 
cutaneously, repeated after an interval of one to 
two weeks. For children of 13 years of age and 
older, the dose for adults (1.4 cc. subcutaneously 
in a single injection) may be used. 


MEDICINE AND THE LAW 


PATIENT’S RIGHT TO PRIVACY 


This is the second in a series of six articles dealing with the necessity for and proper format 
of certain medicolegal forms. The subjects to be covered are (1) consent to operations and 
other medical procedures; (2) patient’s right to privacy; (3) confidential communications and 
records; (4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Depart¬ 
ment of the American Medical Association under the title “Medicolegal Forms with Legal 
Analysis.” The book will include extensive legal citations and a substantial ninnber of addi¬ 
tional forms which have not been included in this series of articles.—Ev. 


In recent years there has been a trend among the 
courts to provide a remedy, in the form of an action 
in tort, for tlie violation of an individual’s right of 
privacy. The individual has a right to be “left alone” 
and not be subject to unwarranted and unwanted 
publicity, with possible attendant shame, mortifica¬ 
tion, and humiliation. 

A patient has the same right of privacy that any 
other individual has. He has a right to have informa¬ 
tion relating to his condition kept secret and not 
made the subject of publicity. Vflien a patient dis¬ 
robes for an examination, operation, or any other 


medical procedure, he does so for tlie professional 
benefit of the physician and he does not e.xpect to 
be subjected to the examination of other persons, 
medical or nonmedical, who are not necessary to 
the carrying out of the medical procedure. The 
admission of nonessential persons, without the 
specific consent of the patient, constitutes a violation 
of the patient’s right of privacy. Nor does the pa¬ 
tient, when he submits to a medical procedure, 
consent to tlie taking of his picture for future 
publication. Tlie unautliorized taking of pictures 
of the patient, even though tliey hai'e not been 
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publisliccl, will give rise to a cause of action. One 
of the most frequent A’iolations of a patients right of 
privacy is the unauthorized use of his picture. It 
is immateiial that the patients condition is made 
public because it is newsworthy and of interest to 
the public or that unessential persons are permitted 
to observe the patient or pictures of the patient 
arc taken and publislied for the puipose of ad- 
\’ancing medical science or educating the public. 

The attorney general of New York made the 
following answer to the state department of health s 
question whether it could, legally, present an educa¬ 
tional exhibit of “before and after” pictures of can¬ 
cer patients at the state fair: “It is my opinion that 
you may not legally make use of these photographs 
for the purpose of public display as set forth in 
your letter, without the consent of the subjects of 
the photographs, if they are of living persons. While 
it is true that the contemplated use may have a 
distinct social \'alue for the general instruction and 
information of the public, yet I believe that the 
unauthorized use of such pictures is barred by the 
provisions of the statute. . . . The unfortunate per¬ 
son afllictcd with a malignant disease such as 
cancer may r-cry well have a perfectly natural and 
readily understandable aversion to having a photo¬ 
graph or picture showing his condition displayed 
before the public.” Publicity may be given to the 
patient’s condition, observers may be admitted, and 
pictures may be taken and published only as speci¬ 
fically consented to by the patient. To facilitate 
proof, if such should become necessary, the consent 
should be in writing. It should state specifically just 
what it is that the patient consents to with respect 
to observers, pictures, etc. If there are any restric¬ 
tions or limitations on the consent they must be 
strictly observed. 

In addition to having his right to privacy re¬ 
spected by the physician, the patient has a right to 
receive from the physician, at all times, decent and 
respectful treatment. 

Eohm l.-Authority to Admit Observers 
Patjknt’s Na.me. .Date. 

I hereby yrant autliority to Dr. 

. Hospital to permit the 

‘presencc'of'S’chservers-as they may deem fit to ndmit in 
addition to pliysioians and liospital "dnle Ian 

underKoins (operative surgery) (ehiklbirth), examination, 
and Irealmcnt. 


I.A.M.A., Sept. 14 


.Signed., 


Witness..... 

Foiim H.-Couscnt to Taking of Photographs 

In eonneetion witli the medical services which 1 am re- 

.... 1 consent that 

photographs may he taken of me or parts of my bodv, under 

the following conditions: (1) 

only with the consent of mv physician 

M.eh conditions and at such n mv nCIn or 

him / ■'>) Tlie nholographs .shall be taken by my 

l.y npprovd U m 


1 195 ' 

(3) These photographs shail he used for medical reccrJ 
only, unless, in the judgment of my physician mediMi ' 
■scarcli, education, or science will be benefited by their ut 
In that event I agree that they may be used fo^sucLt' 
poses, provided that my identity is not revealed by V 
p lofograplis or by descriptive texts accompanying them 

Signed . 

Date . 


Witness 

Fon.M 3.~Consent to Publication of Photographs 
Patient.. Place.Date. 

1. I liercby authorize Dr. . 

and such assistants, photographers, and techniciarirarS 
may engage for this purpose, to take such photographs of me 
as lie may desire before, during, and after the operation 

wJiich is to be performed upon me on or about. 

................ 19., and to permit such photographs to be 

piihlislied and republished in professional journals and medi¬ 
cal books or to be used for any other purpose which be may 
deem fit in the interest of medical education, knowledge or 
research. 

2. Authority is further given to permit the modification or 
retouching of the aforementioned photographs, and to the 
publication of information relab'ng to my case, either sep¬ 
arately or in connection with the publication of the photo¬ 
graphs taken of me. 

3. Although I give permission to the publication of all de¬ 
tails and photographs concerning my case, it is specifically 
imdcrstooci that I will not be identified by name. 


Signed 


Witness 


FoUiM 4.—Consent to Televising of Operation 

Patient. Place. Date. 

In the interest of medical education and knowledge, I 
hereby consent to the televising of the operation which is 

scheduled to be performed upon me on or about. 

. 19.I hereby authorize Dr. 

and the . Hospital to admit to the 

operating room, the cameramen and technicians who are to 
participate in the televising of this operation, in addition to 
the usual hospital staff. 

Signed . 

Witness . 

Form 5.-Consciit to Taking of Motion Pictures of Operation 

Patient. Place. Date. 

1 I hereby consent to the taking of motion pictures of the 
operation which is scheduled to be performed upon me on or 

about . 19. 1 

. and the . 

HospItaT'to "adniit to the operating ^ 

and technicians who will participate m the filming ot 

in this motion picture film. 


Signed 


Witness 










































Vol. 165, No. 2 


169 


MEDICAL NEWS 



CALIFORNIA 

Grants for Cardiovascular Studies.—The American 
Heart Association, in support of their studies of 
heart and blood vessel diseases, has awarded grants 
totaling $149,792 to 24 scientists from California. 
The awards are among 225 national grants-in-aid 
totaling $1,395,285. Largest of the grants, $8,600, 
went to Dr. Arthur Selzer and Dr. Forrest Willett, 
of Veterans Administration Hospital, Fort Miley, 
for a fellowship to Dr. Dawd Y. Naruse, of San 
Francisco, who will do research to clarify the mech¬ 
anisms responsible for cardiac shock and test the 
effects of various drugs in overcoming cardiac shock. 

Cardiovascular Research Institute.—Dr. Julius H. 
Comroe Jr. medical researcher and educator, has 
been named director of the Cardiovascular Research 
Institute at the University of Cahfomia Medical 
Center, San Francisco. Dr. Comroe comes from the 
University of Pennsylvania Graduate School of 
Medicine, Philadelphia, where he was chairman of 
the department of physiolog>' and pharmacolog)'. 
He has been appointed a professor of physiolog)' 
on the University of California faculty. 

The institute wall be devoted to an intensive, 
many-phased research attack on diseases of the 
heart and circulatory system. Quarters for the in¬ 
stitute are being built on the 13th floor of Herbert 
C. MofBtt Hospital and are to be ready for oc¬ 
cupancy ne,xt July. Several research programs are 
already in progress, how^ever. Dr. Comroe has served 
on numerous research and advisor}' committees of 
scientific organizations and from 1944 to 1946 w'as 
a medical research consultant to the Army. In 1956 
he became chairman of the Physiolog}' Study Sec¬ 
tion of the U. S. Public Health Serx'ice. He is cur¬ 
rently president of the Laennec Society and a 
coimcillor of the American Physiological Society. 

COLORADO 

State Medical Society Meeting.—The 87th annual 
session of tire Colorado State Medical Society rvill 
be held Sept. 24-27 at the Shirley-Savoy Hotel, 
Denver. The presidential address w'ill be given by 
Dr. Gatew'ood C. Milligan, of Englewood. Round¬ 
table discussions and limcheons wiU be held Sept. 
25 and Sept. 26. On Sept. 27 “the Practicable Aspects 
of Professional Liability; A Medicolegal Clinic,” 


Physicians are invited to send to this departcnent items of news of 
Kene^ interest, for example, those relating to society actiWties, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


wdU be conducted with Edwon J. Holman, LL.B., 
Chicago, serx'ing as guest moderator. A special pro¬ 
gram by the law' department of the American Med¬ 
ical Association and the Medicolegal Committee 
of the Colorado State Medical Society w'ill be held 
Sept. 27. A sx'mposium on “Vffiat Has Been Done in 
Colorado” w’ill be conducted by Drs. Monroe Tyler, 
Denver, Henr}' Thode, Fort Collins, and Mason 
Light, Gunnison. Entertainment includes a banquet 
the evening of Sept. 26. Technical exhibits are 
planned. For information w’rite the Colorado State 
Medical Society, 835 Republic Building, Denver 2, 
Colo. 

ILLINOIS 

Chicago 

Research Award.—The Dr. Morris L. Parker aw'ard, 
given annually upon recommendation of the faculty 
of the Chicago Medical School for meritorious sci¬ 
entific research, w’as conferred this year on Abraham 
R. Goldfarb, Ph.D., assistant professor of biochem- 
istr}', and Waldemar Dasler, Ph.D., also an assistant 
professor of biochemistr}'. Dr. Dasler received the 
aw'ard because of his studies ha%’mg to do w’itli 
lathrj’ism. Dr. Goldfarb w’as given the award be¬ 
cause of his w'ork in connection w'ith the isolation 
of a master chemical in ragxveed poUen. The aw'ard, 
$500, W'as made dmong the recent commencement. 

Clinic for Headache Studies.—A clinic has been 
opened as part of the Chicago Medical School’s neu¬ 
rological clinic at Mt. Sinai Hospital at w’hich stud¬ 
ies W'ill be confined to the severe and persistent 
headache in an attempt to discover its possible re¬ 
lationship to the more severe forms of mental illness. 
Patients are referred to the clinic only from other 
departments of the hospital, after preliminan,' inter¬ 
view' in the neuropsychiatric department of the 
Medical School. After neurological, psychiatric, and 
physiological tests, they are enrolled in the head¬ 
ache clinic for study and treatment or other tj'pe 
of therapy needed to fit the diagnostic impression. 
Dr. Louis S. Schlan heads the project. The clinic, 
made possible by a grant from Sandoz Pharmaceu¬ 
tical Company, w'ill be held Monday mornings from 
9:30 to noon. 

IOWA 

State Academy of General Practice Meeting.—The 
ninth annual meeting of the low'a Chapter of the 
American Academy of General Practice w’ill be held 
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Sept. 22-24 at the Sa^'e^■y Hotel, Des Moines. The 
program includes the following papers Iw out-of- 
state speakers: 

Tile Rclalionsliip of tlic GP (o ]nclii.slr}-, Dr. C])ar]e.s F. 
Sliook, rolcdo, Oliio. 

Tile Poslphlciiilie Syndrome, Dr. Gcza dc Takats, Cliicago. 
Reccnl Advancc.s in tl.c Etiology of Mild Rc-spiralory DE- 
cases, Dn 1 nomas G. Ward, Noire Dame University. 
JnOial Managoment of the Seriously Injured Patient, Dr. 
Claude R. Mitdicock, University of Minnesota, Minneap¬ 
olis. 

Diagnosis of Acute Internal Injuries, Dr. Daniel J. Moos, 
University of Minnesota. 

Surgical Treatment of \'aricose Veins and Stasis Ulcers Dr. 
Karl Lofgren, Mayo Clinic, Roclicster, Minn. 

Question and answer periods will follow the for¬ 
mal presentations. Luncheon speakers. Rev. Granger 
Westburg, Chicago, and i\Ir. ^^'alter L. Stewart, 
attorney at lau', Des i\'loines, will speak on “Prob¬ 
lems Related to Medicine and Religion,” and “Wills, 
Taxes, and Money,” rcsi5ecti\'el}'. The E. E, Shaw 
Memorial Lecture, “Forceps Delivery,” will be given 
by Dr, William C. Keettel, State University of Iowa, 
Iowa City. A panel discussion, “Obstetric Problems,” 
will be conducted the afternoon of Sept, 24 with 
Dr. Keettel as moderator. Entertainment includes 
the annual banquet, Sept. 23. A .special ladies’ pro¬ 
gram is planned. 

NE^V YORK 

Conference on Animal Diseases and Health,—“An¬ 
imal Diseases and Human Health” was the subject 
of a joint conference of the New York Academy of 
Sciences and the Communicable Disease Center in 
New York City, recently. The center is a division of 
the Bureau of State Services, Public Health Service, 
U. S. Department of Health, Education, and Wel¬ 
fare, with headquarters in Atlanta, Ga. 

Tlie conference provided a 10-year progress re¬ 
port on the zoonoses. Diseases such as psittacosis, 
brucellosis, cat scratch fever, rabies, anthrax and 
encephalitis were reviewed. 

Ollier diseases were discussed from the stand¬ 
point of possible relationship to similar conditions 
in man, such as pulmonary adenomatosis, which is 
reported to have been decimating sheep flocks in 
many parts of the world and has several factors in 
common with lung cancer in humans. For inforrna- 
tion write Medical and Pharmaceutical Information 
Bureau, Inc., 115 East 69th St., New York City. 

New York City 

Tumor Transplantation Techniques.—A three-day 
session on the techniques and problems associated 
with the heterologous transplantation of human tu- 


J.A.M.A., Scpi. 14 ^ i9~ 


lU .. 

mors will be held Oct. 8-10, at the Sloan-Kettenng 
Institute. Besides the lectures, personal opportunity 
to work wth various transplantable human tumors 
and a variety of animal hosts as well as embryonated 
eggs rvill be available. Tissue cultures derived from 


the transplantable human neoplasms will also L 
demonstrated. TOe value of thefe tumors , Z 
research programs will be discussed. -ITie sessk 
will be given by Drs. H. Tookn, David Kamofsh 
Alice Moore, George Woolley, J. Harris, and other 
ass^iates. For information wTite Helene W Toolan 
Ih.D Sloan-Kettering Institute, 410 East 68thSt 
New York City. There will be no cliarge. 

OREGON 

General Practice Meeting in Portland.-The lOth 
annual meeting of the Oregon Academy of General 
Practice will be held Sept. 26-27 at the Multnomah 
Hotel, Portland. Luncheon panel discussions mil 
be held at noon on botli days. The program includes 
tile following topics by out-of-state speakers: 

Certain Aspects of the Control of Inflammatory Conditions 
in the Urinarj- Tract, Dr. Ian Thompson, Ann Arbor, Mich. 
Tlie Problem of Adenomyosis, Dr. Ralph C. Benson, San 
Francisco. 

Fats, Cholesterol and Atherosclerosis, Dr. Nonnan JolliSe, 
New York Citi'. 

Common Errors in Diagnosis of Early Cancer, Dr. N. Fred¬ 
erick Hicken, Salt Lake City. 

Technical exhibits are arranged. Guest speaker 
at the annual banquet, Sept. 26, will be Dr, John S. 
DeTar, Milan, Mich. For Information write Mrs. 
Anna Payne, Executive Secretary, Oregon Academy 
of General Practice, 4942 N. E. Thirty-Fourtli Ave., 
Portland 11, Ore. 

PENNSYLVANIA 

State Medical Society' Meeting.—The 107th annual 
session of the Medical Society of the State of 
Pennsylvania ivill be held Sept. 17-21 at the 
Penn-Sheraton Hotel, Pittsburgh. Panel discussions 
and moderators to be presented at the general 
sessions include tire following: Hyperthyroidism, 
Dr. Isidor S. Ravdin, Philadelphia; Resistant Hos¬ 
pital Infections, Dr. Russel B. Roth, Erie; Use and 
Misuse of tlie Hospital Bed, Dr. Samuel P. Harbi- 
son, Pittsburgh; Diagnosis and Treatment of Early 
Heart Failure, Dr. Wendell B. Gordon, Pittsburgh; 
and Common Precancerous Lesions, Dr. John W. 
Shirer, Pittsburgh. The following papers will be 
presented by out-of-state speakers: 

Peptic Ulcer, Dr. Keitli S. Crimson, Durham, N. C. 
Hypnosis and Its Medical Indications, Dr. William S. Kroger, 

Evanston, Ill. i i 

Drug Addiction. Dr. Guy H. Williams, Cleveland. 

Cardiac Surgery', Dr. Alfred Blalock, Baltimore. 

Carcinoma of the Colon, Dr. Richard K. Gilchnsh Chicago. 
The Clinical Spectrum of Py’ebneplixitis, Dr. George . 
Schreiner, Wasliington, D. C. 

Question and answer periods will follow the 
formal presentations. Scientifle and technical exhi ■ 
its are planned. Entertainment includes a go j 
tournament and dinner, Sept. 16. A 
program has been arranged. For fformabon ^vn 
Dr. Harold B. Gardner, 230 State St., Harrisburg, Pa. 
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GENERAL 

Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
tlie United States, its territories and possessions in 
the weeks ended as indicated: 


Area 

Kew England States 

Maine . 

New Hampshire . 

Vermont . 

Massachusetts . 

Rhode Island.. 

Connecticut . 

Middle Atlantic States 

XeTT Tork.. 

New Jersey .. 

Pennsylvania .. 

East Xorth Central States 

Ohio . 

Indiana .. 

lUinois .. 

Michigan . 

Wisconsin . 

West Xorth Central States 

Minnesota . 

Iowa . 

Missouri . 

Xorth Dakota. 

South Dakota .. 

Xebraska . 

Kansac. 

South Atlantic States 

Delaware. 

Maryland . 

District of Columbia 

Virginia. 

West Virginia. 

Xorth Carolina. 

South Carolina . 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee. 

Alabama . 

Mississippi . 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 


Aug. 1”, 1937 Aug. 18, 
^ 1956 

Paralytic Total Total 

Type Cases Cases 



... 

9 


1 

7 


5 

43 


5 

12 


3 


s 

17 

33 

9 

19 

34 

0 

20 

im 

5 

47 

62 

1 

32 

33 



o 

16 


s 

52 

4 

10 

21 



2 


4 

3 


3 

7 


5 

12 


1 

. 2 

5 7 

.. 2 13 

..2 7 

4 23 23 

.. 4 U 

6 e 13 

IS 


5 7 15 

7 14 

..2 3 

2 5 13 


1 3 13 

2 6 3-7 

1 a 10 

6 21 45 


Winners of Ophthalmolog}’Fellowships.—Fi\'e addi¬ 
tional physicians who are beginning their residency 
training in ophthahnolog}" have been announced as 
the 1957 winners of fellowships prorlded b}’ the 
Ophthalmology Scholarship Fund of the Guild of 
Prescription Opticians of America, Inc. Each fellow 
rwll receir^e $1,800 paid in monthy stipends over the 
three years of residenc}’' training. This year s fellow¬ 
ship recipients and the institution in which each 
\rill sers'e his residency are: Dr. Donald P. Tucker, 
of Erie, at Massachusetts Eye and Ear Infirmary', 
Boston; Dr. Milton Boniuk, of Glace Bay, Nova 
Scotia, Canada, at Wills Eye Hospital, Philadelphia; 
Dr. Henry' T. Edmondson Jr., of Piner’iew, Ga., at 
the Medical College of Georgia, Augusta; Dr. John 
A. Emerson, of Delray' Beach, Fla., at Northwestern 
University' Medical School, Chicago; and Dr. 
George K. Edwards, of Sudbury', Ontario, at Roy'al 
Victoria Hospital, Montreal. 

CORRECTION 

Micrococcic Infections.—In the article “Micrococcic 
(Staphy'lococcic) Infections in a General Hospital,” 
in the Aug. 17 issue of The Journal, pages 1733- 
1739, the first sentence in the last paragraph of the 
summary' should have read “Most of the micrococcic 
infections which appeared during hospitalization or 
shortly' after discharge were probably the result of 
cross-infection within the hospital.” As printed, the 
w'ord “probably'” w'as inadr'ertenth' omitted. 
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BOAEDS OF MEDICAL EXAyHNEBS 

Auab.vma; Examination. Montgomerj-, June 17-19. Sec.. Dr. 
D. G. Gill, State Ofiice Building, Montgomeij’ 4. 

Ahizo.n-a: ' Examination and Reciprociitj. Phoeniv, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Securit}- Bldg., 
Phoenix. 


Mountain States 

Montana . 

Idabo . 

Wyoming . 

Colorado . 

Xew Mexico. 

Arizona . 

Utah . 

Nevada . 

Pacific States 

Washington .. 

Oregon. 

California . 

Territories and Possessions 

Alaska . 

Hawaii .. 

Puerto Rico. 

Total . 


3 

1 

11 

C 

6 


1 


17 

7 

65 


4 


So 


4 

S23 


1 

1 


S96 


Arkansas;® Examination and Reciprocitij. Little Rock, Xov, 
7. Sec., Dr. Joe \^erser, Harrisburg. 

Cauforma: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, Nov. 16: Oral and 
Clinical for Foreign Graduates. San Francisco, Nov. 17. 
Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 
Colorado:® Reciprocity. Denver, Oct. S. Examination. 
Denver, Dec. 3-4. Exec. Sec., Mrs. Beulah H. Hudgens, 
71o Republic Bldg., Denver 2. 

Connecticut:® Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St, New Haven. 
Homeopathic. Examination. Derby, Sept 10. Sec., Dr. 
Donald A. Daris, Derby. 

Delaware: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. AIcDaiiiel, Professional 
Bldg., Dover. 
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Diotiict or Columdia:*’ Rcciprocitij. Wnsliington, Sept 9 
Ewnm-HflO-o,, Washington, Nov. 12-13. Deputy Director, 
Mr. Paul Foley, 1740 Massachu.sctts Avc., N.W Wash¬ 
ington, D. C. 

FtouiOA:® ExamiuotUm. Miami, Nov. 24-26. See. Dr. 

Homer L. Pearson, 901 N.W. 17th St., Miami 36.’ 
Geohoia: Exawitwfion. Atlanta, Oct. 8-9. RcdprocUij. At¬ 
lanta, Oel. 10. See., Mr. Cecil L. Clifton, 111 State 
Capitol, Atlanta 3. 

InAHo: Examinatiou and Reciprocity. Boise, Jan. 13-15. Ex. 

See., Mr. Armancl L. Hinl, 364 Sonna Bldg., Boise. 
Iowa:® Examination. Des Moines, Dec. 2-4. Exec, Sec., 
Mr. Donald \^ Saf, State Office Building, Des Moines 19.’ 
Kentucky: Examination. Louisville, Dec. 9-11. Sec,, Dr. 

Russell E. Teague, 620 South Third St., Louisville 2, 
Maine: Examination. Portland, Nov. 12-14. Reciprocity 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 192 
State St., Portland. 

Mahyeano: Reciprocity. Baltimore, Septemher. Examina¬ 
tion. B;dtimore, Dee. 10-13. Sec., Dr. Franlc K. Morris, 
1211 Cathedral St., Baltimore. 

Massachusetts; Examination. Boston, Jan. 14-17. Sec., Dr. 

Robert C. Cochrane, 37 State House, Boston. 

Michigan:® Examination. Lan.sing, Oct. 9-11. Exec. Sec., Dr. 

E. C. Swanson, IIS Stevens T. Mason Bldg., Lansing 8. 
Mi.vnf_sota;” Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. 11. Magney, 230 Lowrj- Medical 
Arts Bldg., St. Paul 2. 

Mississiri'i: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Whitfield, Old Capi¬ 
tol, Jackson 113. 

Mo.ntana: Examination and Reciprocity. Helena, Oct. 1-2. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
Neuiuska:® Examination. Omaha, June. Sec., Mr. Husted 
K. Wat-son, Room 1009, State Capitol Bldg., Lincoln 9. 
Nexv Ha.mi’Shihe: Examination and Reciprocity. Concord, 
Sept. 11-13. Sec., Dr. Jolm S. Wheeler, 107 State House, 
Concord. 

New Jf.usey; Examination. Trenton, Oct. 15-18. Sec., Dr. 

Patrick H. Corrigan, 28 W. State St., Trenton. 

New Mexico:® Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace 
Avc., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

North Carolina: Endorsement. Morehead City, Oct. 12. 
Asst. Sec., Mrs. Louise J. McNeill, 716 Professional Bldg., 
Raleigh. 

North D akota: Examination. Grand Forks, Jan. 9-12. Reci¬ 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Ohio: Endorsement. Columbus, Oct. 1. Examination. Co¬ 
lumbus, Dec. 17-19. Sec., Dr. H. M. Platter. 21 W. 
Broad St., Columbus 15. 

Oklahoma: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 BranifF Bldg., Oklahoma City. 
Oregon:’ Reciprocity and Endorsement. Portland, Oct. 3-5. 
Examination. Portland, January. Exec. Sec., Mr. Howard 
1. Bobbitt, 609 Failing Bldg., Portland. 

Rhooe Isi.ANn:® Examination. Providence, Oct. 3-4. Ad¬ 
ministrator of Professional Regulation, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

South Carolina: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. JarA’cy, Jr., 1329 Blanding St., Columbia. 

South Dakota:® Examination. Sioux Falls, Jan. 21-^. 
Exec. See., Mr. John C. Foster, 300 First National Bank 

Bldg., Sioux Falls. 


J.A.M.A., Sept. 14 ,1957 


Tennessee:® Examination. Memphis, Sent 25 - 9 fi Coa u. 

H. ,W. Qualls. 1635 ExehangeW Mmphl s 
Te^as; Examnation and Reciprocity. Fort Worth, Dec. 

S Wok J. 

Utah: Examination. Sait Lake City, July 9-11. Director, Mt 
Frank E. Lec.s, 324 State Capitol Bldg., Salt Lake City L 
\ircinia; Reciprocity. Richmond, Dec. 4. Examinatm 
Richmond, Dec. 5-7. Address: Office of the Secretan-, 
631 First St., S.W., Roanoke, 

Washington:® Examination. Seattle, Jan. 13-15. Sec Mr 
Thomas A, Carter, Capitol Bldg., Olympia. 

West Virginia: Reciprocity. Charleston, Oct. 7. Exmm- 
tion. Charleston, January. Sec., Dr. Newman H. Dyer 
State Office Bldg., No. 3, Charleston 5. 

Wisconsin:® Reciprocity. Madison, Oct. 18. Examinatm. 
Madison, January, Sec,, Dr. Thomas W. Tormey, Jr., 1140 
State Office Bldg., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne, Sept 
30, See., Dr. Franklin D. Yoder, State Office Bldg., 
Cheyenne. 

Al.aska:® On application in Anchorage and Juneau. Sec., 
Dr. IV. M. VVJiitehead, 172 South Franklin St, Juneau, 
Guam: Subiect to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Haavah: Examination. Honolulu, Jan. 13-14. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St, Honolulu. 

Vincis IsLASDS; Examination. St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

.Arizona; Examination, Tucson, Sept 17. Reciprocilij, 
Tucson, Sept. 19. Sec., Mr. Herman E, Bateman, Univer¬ 
sity of Arizona, Tucson. 

Arkansas: Examination. Little Rock, Oct. 7-8. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of Ar¬ 
kansas, Fayettei'ille. 

Connecticut: Examination. New Haven, Oct. 12. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 
Haven 10. 

District of Columbia: Examination. Washington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Wasliington, D. C. 

Florica: Examination. Gainesville, Nov. 9. Sec., Mr. M, W. 

Emmel, Box 340, University of Florida, Gainesville. 
Iowa: Examination and Reciprocity. Des Moines, Oct 8. 

Sec., Dr. Elmer IV. Hertel, Waverly. 

Michigan: Examination. Ann Arbor and Detroit, Oct, 11-12. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ai'e., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 1-2. Sec., Dr. 
Raymond N. Bieter, 105 Millard Hall, University 0 ! 
Minnesota, Minneapolis 14. 

New Mexico; Reciprocity. Santa Fe, Sept. 29. Examination. 
Santa Fe, Oct, 20. Sec., Mrs. Marguerite Cantrell, Box 
1522, Santa Fe. 

Oklahoma: Examination. Oklalioma City, Sept. 27-28. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 
South Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E. 15th St., Yankton. 
Tennessee: Examination. Memphis Sept 25-26. Sec., Dr. 

O. W, Hyman, 62 South Dunlap St., Mempius 3. 

Texas: Examination. Austin, October Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Madison, Sept. ^ ^ e/ 

Sc 7 Sec., Mr. William H. Barber, 621 Ransom SL 

Ripon. 


"Basic Science Certificate required. 
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GOVERNMENT SERVICES 


AIR FORCE 

Hospital Accreditation Program.—At the close of 
tlie 1957 fiscal year, the Air Force has 45 hospitals 
which are accredited by the Joint Commission on 
Accreditation of Hospitals—11 within the United 
States and 4 overseas. During the period of Jan. 1 
tlirough June 30, 1957, several of these hospitals 
underwent a periodic resun'e}' for an additional 
three years of accreditation and none of these failed 
to maintain their accreditation. 


.4RMY 

New Student Dietitian Program.—Tlie chief of the 
Army Medical Specialist Corps has announced a 
new .4rm)' Student Dietitian Program for u'omen 
students of home economics. Under this program, 
which will become effective for tlie 1957 fall school 
term, students receive over S200 a montli through 
tlieir last year or two years of college education. 

IVhile completing the requirements for a bache¬ 
lors degree under tliis program, students are en¬ 
listed in the IVomen’s Army Corps Resen'e. On 
graduarion tlie students are commissioned as second 
lieutenants in the Army Medical Specialists Corps 
uath the opportunih' to participate in the Army 
dietetic internship. The completion of these two 
educational programs enables students to be pro¬ 
fessionally qualified as hospital dietitians. 

Obligator}' active duty sen'ice as a commissioned 
officer in tlie Army Medical Specialist Corps for 
students who participate in these combined pro¬ 
grams depends on the amount of time spent in col¬ 
lege under the .Arm\'’s sponsorship. If 12 months or 
less are spent in a civilian institution, 24 months 
active serr’ice as a commissioned officer are re¬ 
quired; if over 12 montlis, but not more than 24 
months, are sponsored in a college, 36 months on 
active duri’ are required by the Arm}'. 

Additional information may be obtained from the 
Surgeon General’s Office, Ztepartment of the Army, 
Washington 25, D. C., Attention: Personnel Dhd- 
sion. 


NA\T 

Dr. Karsner Honored_Dr. Hov'ard T. Karsner, 

medical research ad\'isor to the surgeon general, was 
elected honorar}' president of the International So- 
ciet}' for Geographic Patholog}' at the sivth confer¬ 
ence of the societ}' in Paris, Jub' 9 through 11. Tliis 
nongovernmental group aims to study the relations 
which might e.rist between diseases and the geo¬ 
graphical areas in which they occur. 


^^TERANS .ADAHNISTRATION 

Rehabilitation of Paraplegics.—A pamphlet, entitled 
"Occupations of Paraplegic Veterans of World 
War n and Korea”—the first major study ever at¬ 
tempted of the work e.\:perience of paral}'zed vet¬ 
erans—is now available through the U. S. Govern¬ 
ment Printing Office in Washington, D. C., at 35 
cents a copy. The Veterans Administration toU use 
it in counseling and planning the vocational re¬ 
habilitation training of disabled veterans. It also 
should be useful to all in the field of rehabilitation 
and employment of the handicapped, as well as to 
the handicapped themselves. In a foreword Harvey 
V. Higley called die study “a I'ii'id demonstration 
of the resiliency of man, of his tremendous abil- 
ih' to adapt his life to the limitations of a severe 
physical handicap. . . . Abilit}' is not confined to 
the able bodied. The disabled, too, can contrib¬ 
ute to America, if onb' the}' are gb'en the oppor- 
tunit}’ to do so.” 

Personal.—Dr. John J. Blasko, former Connecticut 
commissioner of mental health, has been appointed 
cliief of the VA psychiatn' div'ision in the Psychiatry 
and Neurolog}' Sen'ice, IVashington, D. C., succeed¬ 
ing Dr. Stewart T. Ginsberg, who left to become 
commissioner of mental health for Indiana. Dr. 
Blasko, who sen'ed as chief of psychiatric training 
at the VA Central Office from March, 1952, to May, 
1954, is certified in psychiatr}' b}' the American 
Board of Psychiatr}' and Neurolog}'. 

PUBLIC HEALTH SER\T:CE 

Grants for Training Health Workers,—The Public 
Health Sen'ice announced on July 19 the award of 
grants and awards totaling 81,020,143 to 230 persons, 
including physicians, engineers, health educators, 
laborator}' workers, dentists, and members of other 
health professions who will enter colleges and uni¬ 
versities this fall for a }'ear of training in public 
health aspects of their professions. Grants totaling 
$919,878 also were made to 44 colleges and univer¬ 
sities offering public health nursing courses and to 
11 schools of public health to assist in the training of 
students whom the schools select. 

This is the second year that public health train¬ 
ing funds have been available from the federal gov¬ 
ernment. Last year, under a one million dollar 
appropriation, the traineeship grants and awards 
financed the training of 364 public health work¬ 
ers. The purpose is to help relieve the acute 
personnel shortages in state and local health agen¬ 
cies. In selecting trainees, consideration is given 
to the professional categories in which personnel 
shortages are most acute, the age of the candi¬ 
dates, their prewous training and e.vperience, and 
other factors which will increase the supply of 
young, well-trained workers. 
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DEATH 



Tonne}', Frederick Oscar, Ciiicago; borti in Vinton, 
Iowa. March 7, ISSl; Illinois Medical College, 
Chicago, 1909; director of laboratories and research 
for the Chicago Health Department from 1909 to 
1931, when he became assistant commissioner in 
charge of laboratories, ser\'ing until 1938; medical 
officer. Federal Trade Commission, Washington, 
D. C., 1938-1939; served as director of the City- 
CounU' Health Department, Escanaba, Delta 
County, Mich., state health officer for Nortliern 
Illinois. District number 2, comprising Lake, Mc- 
Henr}', and Boone counties with offices at Wood- 
stock and Waukegan, Ilk, city-county health officer, 
Mansfield, Richland Count}', Ohio, medical di¬ 
rector. Shclby-Effingham Bi-county Department of 
Health, Shelbyville, Ilk, and health officer, Victoria 
and Cameron Counties, Tc.vas; on the staff of the 
Ra\'enswood Hospital, where he died July 11, aged 
76, of bilateral pyelonephritis. 

Zillcssen, Frederick Otto ^ Philadelphia; born in 
Passaic, N. J., Sept. 16, 1902; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1926; cer¬ 
tified by the National Board of Medical E.vaminers; 
specialist certified bj' the American Board of Pa- 
tbohgy; member of the College of American 
Pathologists; founding fellow of the American So- 
ciet}' of Clinical Pathologists; fellow of the Amer¬ 
ican College of Physicians; past-president of the 
Pennsylvania Association of Clinical Pathologists; 
formerly vice-president of the Northampton County 
Medical Society; served as fellow in pathology at 
the Mayo Foundation, Rochester, Minn.; from 1931 
to 1947 pathologist and pathological consultant at 
Easton (Pa.) Hospital, Warren Hospital, Phillips- 
bnrg, N. J., and Monroe County General Hospital, 
East Stroudsburg; director of laboratories at Jeanes 
Hospital; died June 1, aged 54, of coronary athero¬ 
sclerosis. 

Brockman, James Manning ^ Memphis, Tenn.; born 
in Chattanooga Aug. 9, 1903; University of Tennes¬ 
see College of Medicine, Memphis, 1928; assistant 
professor of obstetrics and gynecology at his alma 
mater; specialist certified by the American Board of 
Obstetrics and Gynecology; member of the South¬ 
eastern Surgical Congress and the Endocrine So¬ 
ciety; fellow of the American College of Surgeons 
and the International College of Surgeons; veteran 
of World War II; on the courtesy staff. Baptist 
Memorial Hospital; consultant in gynecology, St. 
Joseph Hospital and Le Bonheur Childrens Hos¬ 
pital; attending gynecologist, John Gaston Hos¬ 
pital; attending gynecologist and chairman ot the 


Indic-itos Member of llic Amcric.nii Mwlicnl Assocmfion. 


department of gynecology, Methodist Hospital 
where he died June 17, aged 53, of ventricular 
tioniiation and coronary arteriosclerosis. 


Webb, Walter Duval ® Colonel, U. S. Army, retired 

Mankato, Minn., June 
15,1872; Columbia University College of Physicians 
and Surgeons, New York City, 1895; veteran of the 
Spamsh-American War and World War I; entered 
the medical corps of the U. S. Army in 1900; n 
tired with the rank of major in January, 190£ 
returned to active duty from February, 1917, t 
September, 1918; retired with the rank of colone 
under the Act of June 21, 1930; returned to acfiv 
duty in December, 1940, to August, 1946; durin 
World War II head of the medical department fc 
Selective Service in the State of Florida; life merr 
ber of the American College of Surgeons; former! 
on the facult)' of Georgetown University School c 
Medicine in Washington, D. C.; died June 12, age 
84, of coronary heart disease. 


Parsons, Frederick William, New York City; bor 
in Buffalo Nov. 13, 1875; University of Buffal 
School of Medicine, 1901; an associate member c 
the American Medical Association; specialist cert 
fied by the American Board of Psychiatry an 
Neurology; fellow of the American Psychiatric As 
sociation; member of the Association for Eesearc 
in Nervous and Mental Disease; for many year 
state commissioner of mental hygiene; entered th 
state hospital service in 1902 as a member of tli 
staff of the Hudson River State Hospital in Pough 
keepsie, where he remained until 1919, when h 
was appointed superintendent of the Buffalo Stat 
Hospital; veteran of World War I; died in th 
French Hospital July 5, aged 81, of arteriosclerotii 
heart disease and cerebral thrombosis. 


Burch, Frank Earl ® Two Harbors, Minn.; born ii 
Menominee, Wis., March 27, 1876; University o 
Minnesota College of Medicine and Surgery, Min 
neapolis, 1897; professor emeritus of ophthalmolog; 
and otolaryngology at the University of Minne 
sota Medical School; specialist certified by thi 
American Board of Ophthalmology; member am 
past-president of the American Academy of Oph 
thalmology and Otolaryngology; member of thf 
American Ophthalmological Society; fellow of m 
American College of Surgeons; veteran of Work 
War I; served on the staff of the Charles T. Millei 
Hospital in St. Paul; died in Duluth, Mmn., July 
aged 81, of arteriosclerotic heart disease. 

Willson, Prentiss ® Venice, Fla.; born i” 

N Y Aug 2 1882; Georgetown University Scho 
S' lieSe. Washington, D. C., 1905t fonnerly 
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practiced in Washington, D. C., where he was on 
tlie faculty of his alma mater, and on the staffs of 
the Georgeto\%m University Hospital and the Co¬ 
lumbia Hospital for Women and Ljnng In Asyliun; 
veteran of ^^^orld War I; past-president of the Med¬ 
ical Society of tlie District of Columbia; George¬ 
town Clinical Society, the Chnico-Pathological So¬ 
ciety, and the ^^^ashington Gjmecological Society; 
specialist certified by the American Board of Ob¬ 
stetrics and C^Tiecology; died June 25, aged 74, of 
cerebral hemorrhage. 

Wolfe, Stanley George ® Slmeveport, La.; bom in 
Shreveport No-\'. 6,1905; University of Te.xas School 
of Medicine, Galveston, 1932; speciahst certified 
by tlie American Board of Pediatrics; member of 
the American Academy of Pediatrics; fellow of the 
American College of Physicians; past-president of 
the Louisiana State Society; formerly wee-president 
of the Tri-State Medical Society; serx'ed as chief of 
pediatrics serwee at Confederate Memorial Med¬ 
ical Center, and on the staffs of tlie Highland Hos¬ 
pital, Nortli Louisiana Sanitarium, and T. E. Schum- 
pert Memorial Sanitarium; died in Philadelphia 
June 22, aged 51. 

Thornton, Lawson ® Atlanta, Ga.; Johns Hopkins 
University School of Medicine, Baltimore, 1910; 
specialist certified by the American Board of Or¬ 
thopaedic Surger)'; member of the American 
Orthopaedic Association and the American Acad¬ 
emy of Orthopaedic Surgeons; fellow of the Amer¬ 
ican College of Surgeons; veteran of World War I; 
on the staffs of Piedmont Hospital, St. Joseph’s 
Infirmary, and Grady Hospital; died June 26, aged 
73, of cerebral hemorrhage. 

Van Leuven, Buell Hitchcock, Empire, Mich.; De¬ 
troit College of Medicine and Surgery, 1915; fel¬ 
low of the American College of Physicians; at one 
time mayor of Petoskey, Mich., director of the 
Grand Traverse County (Mich.) Health Depart¬ 
ment, and consultant for the state department of 
vocational rehabilitation; formerly member of the 
staff of James Decker Munson Hospital, Traverse 
City, where he died June 18, aged 69, of myocardial 
infarction and arteriosclerotic heart disease. 

Amovitz, Emanuel Morris ® Granite City, Ill.; St. 
Louis University School of Medicine, 1924; veteran 
of World War I; on the staffs of the Missouri Bap¬ 
tist Hospital, St. Louis, and St. Elizabeth Hospital, 
where he died July 8, aged 60, of uremia, nephro¬ 
sclerosis and osteomyelitis of the vertebrae. 

Atkinson, Newell Wrigley, Alice, Texas; Univer¬ 
sity of Texas School of Medicine, Galveston, 1898; 
died July 5, aged 81. 

Bacon, Otis Guy ® Frederick, Okla.; University of 
Louiswlle (Ky.) Medical Department, 1907; veteran 
of World War I; died July 6, aged 76, of intestinal 
obstruction. 


Baskett, Roy Frederick * Texarkana, Ark.; Wash¬ 
ington University School of Medicine, St. Louis, 
1924; veteran of World War I; on the staff of St. 
Michael’s Hospital; died May 19, aged 58, of cere¬ 
bral hemorrhage. 

Brady, Charles Joseph ® Lake Geneva, Wis.; Uni¬ 
versity of Wisconsin Medical School, Madison, 
1934; veteran of World War II; died in the Lake¬ 
land Hospital, Elkhom, July 11, aged 53. 

Brady, Thomas S. ® Bayonne, N. J.; Fordliam Uni¬ 
versity School of Medicine, New York City, 1919; 
serv'ed as Hudson County' assistant medical ex¬ 
aminer; on the staff of the Bayonne Hospital; died 
July 6, aged 59. 

Branon, Antliony William ® Old Saybrook, Conn.; 
Jefferson Medical College of Philadelphia, 1913; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; an honorary' member of the 
staff, Hartford (Conn.) Hospital; member of the 
Chamber of Commerce and the Rotary' Club; died 
July 3, aged 69, of coronarj' disease and arterio¬ 
sclerosis. 

Brow'n, Harr}’ Abed, Lehman, Pa.; Medico-Chi- 
rurgical College of Philadelphia, 1903; an associate 
member of the American Medical Association; 
served as deputy' coroner of Lehman and Lake 
toy’nships; on the staff of the Nesbitt Memorial 
Hospital; for many years treasmrer of die school 
board; died June 12, aged 79, of cancer of head 
of the pancreas. 

Brow’n, ^^^illiam Riley ® Ogden, Utah; University 
of Ilhnois College of Medicine, Chicago, 1913; fel¬ 
low of the American College of Surgeons; veteran 
of World War I; associated wth Dee and St. Bene¬ 
dict’s hospitals; died June 7, aged 68, of myocardial 
infarction and arteriosclerotic heart disease. 

Broiraell, Clifford White, Sussex, N. J.; Long Island 
College Hospital, Brookl}'n, 1910; serv'ed as presi¬ 
dent of the Alexander Linn Hospital; died in the 
Orange (N. J.) Memorial Hospital June 15, aged 71. 

Bundy, Erv\’m Stillman, Southington, Conn.; Uni¬ 
versity' of Vermont College of Medicine, Burling¬ 
ton, 1913; school physician for many years; died in 
the Bradley Memorial Hospital July .3, aged 68. 

Burnside, Raymond Alexander ® Des Moines, Iowa; 
State University of Iowa College of Medicine, Iowa 
City, 1923; on the staffs of the Mercy and Lutheran 
hospitals; died June 23, aged 65. 

Calhoun, Hazen Albert Jr. ® Higganum, Conn.; 
Tufts College Medical School, Boston, 1934; vet¬ 
eran of World War II; died in Watertown, Mass., 
June 7, aged 50, of coronary' thrombosis. 
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CaniJccr, Chiuk's Tobias Jr., pciry, Fia.; Adanta 
Mecljcal College, 1914^ \'eieran of ^Vor}d War I; 
(lied June 13, aged 67. 

Chadwick, Siizminc IhonxviKc, N. Y.; Cornell 
Univeisity Medical College, New York City, 1948; 
certified by (he National Board of Medical Ex¬ 
aminers; on Ibe stalls of tlie Lawrence Hospital in 
Bronxvillc and the White Plains (N. Y.) Hospital, 
where she died June 27, aged 34, of Laennec’s 
cirrhosis. 

Cheshrongh, Phrania, Atlanta, Ga.; Ensworlh Med¬ 
ical College, St. Joseph, Mo., 1899; for many years 
practiced in \lfillonghby, Ohio; died July 6, aged 
86, of sopUccmhi and arterioselcrosis. 

Chcsnult, James II. 3- j-]ol Springs National Park, 
Ark.; Johns Hopkins University School of Medi¬ 
cine, Babimorc, 1907; past-president of the Gar¬ 
land County Medical Society; past-chairman of St. 
Josephs Hospital staff on which lie served for many 
years; died June S, aged 77, of acute coronary 
occlusion. 

Chronik, Joseph B., Dunedin, Fla,; Temple Uni¬ 
versity School of Medicine, Philadelphia, 1921; for 
many years practiced in Columbus, Ohio; died 
near Chillicothe, Ohio, June 19, aged 62, in an 
automobile accident. 

Churcli, Lee O., Pelahatchie, Miss.; Illinois Med¬ 
ical College, Chicago, 190S; veteran of the Spanish- 
American War; died in the Veterans Administration 
Hospital, Jackson, June 26, aged 80. 


Sept. 14^ jgjj 

Coolt, Neman Lyle * Cape Girardeau, Mo.- U. 
feison Medical College of Philadelphia, 1933 -’sup 
ciahst certified by the American Board of Am.-; 
thcsiology; member of the American Sodefi- of 
Anesthesiologists; veteran of World War II- on th 
stafis of St. Francis and South East Missouri lios- 
pitals; died June 26, aged 50. 


Corrigan, John Francis ® Cleveland; Westers Be- 
serve University School of Medicine, Cleveland, 
1913; fellow of the American College of Surgeons! 
for many years on the staff of St. Alexis Hospital, 
where he died June 24, aged 68, of myocardial 
infarction. 


Cox, Ernest Flarper ® Cleveland; Western Besen-e 
University Medical Department, Cleveland, 1905; 
fellow of tlie American College of Surgeons; on the 
staff of the Women’s Hospital; died June 9, aged 78. 

Cojmc, Douglas Ruthven ® Detroit; University of 
Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1924; member of the American Academy 
of General Practice; died in the Ford Hospital 
June 1, aged 58. 

Cramer, Bay D,, Philadelphia; Hahnemann Med¬ 
ical College and Hospital of Philadelphia, 1936; 
died in the Germantown Hospital June 16, aged 45, 

Crawford, Clyde Houston, Bartlett, Texas; Univer¬ 
sity of Nashville (Tenn.) Medical Department, 
1903; served as cit}’ health officer; died in Carlsbad, 
N. M., June 21, aged 77, of arteriosclerotic heart 
disease. 


Ciampolini, Ettorc, New Haven, Conn.; Boston 
University School of Medicine, 1916; died in the 
Littleton (N. I-I.) Hospital June 27, aged SO. 

Clark, Earl Finley ® Belle Plaine, Kan.; University 
of Kansas School of Medicine, Kansas City, 1910; 
past-president of the Sumner County Medical So¬ 
ciety; a veteran of World Wbar I; died in the Vet¬ 
erans Administration Hospital, Wichita, June 2, 
aged 77. 

Cobb, Elliott Cunningham, Davenport, Iowa; Uni¬ 
versity of Nebraska College of Medicine, Omaha, 
1913;'feUow of the American College of Surgeons; 
past-president of the Woodbury County Medical 
Society, veteran of World War I; died June 10, 
aged 69, of cancer of the stomach. 

Cooke, Grady Carlyle, Morehead City, N. C.; Uni¬ 
versity of Maryland School of Medicine and Col¬ 
lege of Physicians and Surgeons, Baltimore, 1919; 
specialist cerliricd by the American Boai-d of Sur¬ 
gery; member of the Medical Society of the State 
of North Carolina; fellow of the American College 
of Surgeons; formctly practiced in Winston-Salem; 
on the staff of the Morehead City Hospital, where 
he died July 7, aged 63. 


Daniel, James Wallace ® Claxton, Ga.; Atlanta 
Medical College, 1S94; served as state senator and 
as chau'man of the county board of health; died 
June 25, aged S3, of coronary tlirombosis. 


Daniels, Frank Marion Jr. ® Greenville, S, C.; 
Medical College of Georgia, Augusta, 1932; mem¬ 
ber of the American Academy of General Practice-, 
associated witlr the St. Francis Hospital and the 
Greenville General Hospital, where he died June 
2T, aged 49, of heart failure. 

Olson, William Paul, Los Angeles] University of 
Minnesota College of Medicine and Surgery, Min¬ 
neapolis, 1909; died April 16, aged 70, of cerebral 
hemorrhage. 

Packard, Lawrence Ralph, Whitehall, Mont.; North¬ 
western University Medical School, Chicagty 19w. 
an associate member of the American Medic^ As¬ 
sociation; served as mayor; died july 1, aged bU, 
of diabetes mellitus and myocarditis. 


, Robert Edward ® Greensboro N- C.; Um 
:y of Pennsylvania School of Medicm^ Pta 
lia 1921; died in the Wesley Long Hospifai 
23, aged 61, of myocardial insufSciency. 
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Phaneuf, Josephat Stanislas PoUcarp ® Brockton, 
Mass.; College of Physicians and Surgeons, Boston, 
1913; died June 30, aged 69, of cerebral embolism 
and auricular fibrillation. 

Pinson, Jacob Da^^d ® Philadelphia; Universit}' of 
Penns 3 'lvania School of Medicine, Philadelphia, 
1924; specialist certified bj" the American Board of 
Pediatrics; member of the American Academj’' of 
Pediatrics; on the staff of the Albert Einstein Med¬ 
ical Center, Nortliem Division; died in Ventnor, 
N. J., July 4, aged 59, of acute coronarj' occlusion. 

Porter, George B., Latlirop, Mo.; University' Med¬ 
ical College of Kansas City', Mo., 1900, died in the 
Memorial Hospital, Corpus Christi, Texas, May' 11, 
aged 80, of adenocarcinoma of the lung. 

Proctor, Benona Jones, Los Angeles; Rush Medical 
College, Chicago, 1926; died in Newhall, Calif., 
June 28, aged 59, of coronary' occlusion. 

Rainsford, Laurence Frederick, MOiite Plains, N. Y.; 
Columbia University' College of Phy'sicians and 
Surgeons, New York City', 1909; died in the White 
Plains Hospital July' 4, aged 76, of my'ocardial in¬ 
farction and coronary sclerosis. 

Reitzel, Claude Everett, High Point, N. C.; Atlanta 
College of Phy'sicians and Surgeons, 1902; member 
of the Medical Society' of tlie State of North Caro¬ 
lina; on the staff of the High Point Memorial Hos¬ 
pital, where he died June 19, aged 77, of my'ocardial 
infarction and arteriosclerosis. 

Rhud}', George Garland ® Roanoke, Va.; Medical 
College of Virginia, Richmond, 1915; died near 
Strasburg, Colo., June 20, aged 68. 

Ross, Horace B. ® Del Rio, Te.xas, Atlanta Medical 
College, 1895; serv'ed as city' and county' health 
ofiicer; formerly associated wth the U. S. Pubhc 
Health Service; on the staff of the Del Rio Hos¬ 
pital; died June 10, aged 88, of arteriosclerosis. 

Ross, Howard Albertus, Longview, Texas; Univer¬ 
sity' of Te.xas School of Medicine, Galveston, 1909; 
serv'ed on the Carthage and Longview school 
boards; died June 26, aged 77, of hy'pertensive 
heart disease. 

Roth, Irving R. ® New York Citx': Long Island Col¬ 
lege Hospital, Brookly'n, 1917; specialist certified 
by the American Board of Internal Medicine; mem¬ 
ber of tlie American College of Gastroenterology'; 
formerly on the faculty' of the New York Poly'chnic 
Medical School and Hospital; consulting cardiolo¬ 
gist at the Mount Sinai Hospital and the U. S. 
Pubhc Health Serx'ice; died June 25, aged 71, of 
cerebral vascular accident. 

Rothkugel, Paul R., Philadelphia; I^Iedico-Chirur- 
gical College of Pliiladelphia, 1908; long time dis¬ 
trict medical supervisor xvith the board of educa¬ 


tion; associated w'ith Je%x'ish Hospital, now the 
Northern Dmsion of Einstein Medical Center; died 
in the Norristow'n (Pa.) State Hospital Jrme 20, 
aged 70, of arteriosclerosis. 

Rouse, Benjamin H., Le Roy', Kan.; Loyola Uni¬ 
versity' School of Medicine, Chicago, 1919; on the 
staff of the Coffey' County' Hospital, Burlington, 
where he died June 25, aged 70, of coronary' dis¬ 
ease. 

Salwn, Monte ® Beverly' Hills, Calif.; Jefferson 
Medical College of Philadelphia, 1928; died June 
IS, aged 54, of nephritis. 

Schwabland, Wilh'am Tecumseh, Los Angeles; Sioux 
City' (Iowa) CoUege of Medicine, 1901; died June 
20, aged SO. 

Shack, Dax'id N., Newark, N. J.; Baltimore Medical 
College, 1910; serx'ed on the New Jersey' Compen¬ 
sation Board and the city' board of health; on the 
courtesy' staff of the Beth Israel Hospital; died July' 
5, aged 71, of cerebral hemorrhage. 

Shapiro, Robert, New York City'; University' and 
Beller'ue Hospital Medical CoUege, New York City', 
1915; member of the Medical Society' of the State 
of New York; died June 19, aged 64, of coronary 
disease. 

Shea, WiUiam Edward, San Francisco; George 
Washington University' School of Medicine, Wash¬ 
ington, D. C., 1905; veteran of World War I and 
received from Gen. John J. Pershing a special 
medal for his serx'ices; on the staff of St. Mary'’s 
Hospital; died June 25, aged 76, of coronary' oc¬ 
clusion and arteriosclerosis. 

Sisson, Sanford S., Jacksonx'iUe, Fla.; Kentucky' 
University' Medical Department, LouisviUe, 1902; 
died June 19, aged 79, of pulmonary' congestion 
and cardiac failiue. 

Strickler, Mary E. Ranson, Burlingame, Cahf.; Uni¬ 
versity' of Minnesota CoUege of Medicine and Sur¬ 
gery', Minneapolis, 1898; for many' years practiced 
in Sleepy' Eye, Minn.; died June 21, aged 84, of 
heart faUure. 

Smith, E. Florence Stir, Newark, Ohio; Laura 
Memorial Woman’s Medical CoUege, Cincinnati, 
1901; Eclectic Medical Institute, Cincinnati, 1904; 
died June 27, aged 86. 

Steimis, James H. ® Mathiston, Miss.; Memphis 
(Tenn.) Hospital Medical CoUege, 1898; died June 
26, aged 84, of cerebral hemorrhage. 

Stewart, Vida Odessa, AnguiUa, Miss.; Medical De¬ 
partment of Tulane University' of Louisiana, New 
Orleans, 1907; died June 27, aged 73. 
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BRAZIL 

FiUly Infihration of the Liver After Porlocaval 
Anastomosis.—Porlocav'a] anastomosis is performed 
in the tioalmcnl of patients with hepatic cirrhosis, 
hut it ma\' cause some alterations in tlie pliysioiogy 
of the liver. Some of lliese alterations are”not yet 
well unclerstood. as. for instance, the fattv infiltra¬ 
tion of the organ and its incapacity for parenchymal 
I cgenei ation. In order to diminish these nndcsirahlc 
effects arterialization of the liver at the time of 
portocaval anastomosis lias becji proj)oscd. Gofii 
and Gonsalves (Bee. paulisfa mcd. 50:317, 1957) 
reported a stud}’ of 30 dogs divided into three 
groups: the 13 animals of the first group were sub- 
jcctcc] to simple portocuval iwustoinosis; the 7 of 
the secojid group to j5ortocaval anastomosis and 
aortoportal anastomosis; and the remaining 10 were 
used as controls. The degree of deposition of fat in 
the liver was studied in the three groups of dogs by 
histological examination and by the total amount of 
fatty acids in the liver. The authors concluded that 
terminolateral portocaval anastomosis permits a 
variable amount of fatty infiltration in the liver. 
The combining of aortoportal shunt and termino¬ 
lateral portoca\'aI anastomosis helps to diminish die 
frequency of the occurrence of the fatt\’ infiltration 
of the liver. 

Mast Cells.—The pos.sible participation of mast cells 
in the pathogene.s-is of such disorders as tln ombosis, 
atherosclerosis, and hemorrhage led Dr. Paulo 
S. Lacaz and co-workers (Rev. hrasil. cir. 33:1, 
1957) to study the functions attributed to these 
cells, namely, production of heparin, histamine, and 
hyaluronic acid. For this study they develojred an 
original technique in which a mast cell increase was 
obtained in the liver of rats, an organ in which 
normally there are few if any such cells. This aim 
was achieved by subjecting lots of white rats to the 
inhalation of carbon tetrachloride during four 
months, five days in succession in each week. The 
liver of these Vats (and in a second group of 
animals also the connective tissue) was examined 
at the end of each of the four months of poisoning. 
Immediately after the .sacrifice of the animal the 
liver was taken nut and studied by means of: (1) 
histochcmical examinations; (2) extraction of hepa¬ 
rin- (3) extraction of histamine; (4) bioassay of 
heparin (anticoagulant effect); and (5) bioassay 
of histamine. 

The i«-ms in Uh-s*' iHIrr.-: arc conlritnilcd by rcRuIar corrciipondents 
in tin- v;\riou< foreign cmmUics. 


The techniques adopted in tlie several phases d 
the investigation were also used for tlie study of 
the liver and lungs of oxen and dogs. The authors 
concluded that the hypertrophic hepatitis of rats 
due to carbon tetrachloride poisoning produced a 
marked increase in the amount of heparin and hista¬ 
mine derived from the presence of a large quantity 
of mast cells. This investigation confinns the sus¬ 
pected relation between mast cells and the produc¬ 
tion of heparin and histamine. On the other hand 
tire production of hy'aluronic acid by mast cells was 
not corroborated bj' this investigation. 


Amebic Lesions of the Li\'er.~If amebic hepatic 
necrosis represents a clearly' recognized clinical 
picture, the same is not true of acute and chronic 
amebic hepatitis. Da Silva and Torres (0 Hospital 
51:663, 1957) reported an analy'sis of 725 autopsy 
protocols and found only one case of confirmed 
amebic abscess of the liver. Searching for other 
amebic lesions of tire liver-, tlrey' studied the records 
of 82 patients suffering from amebiasis, but no 
reference was found of any clinical picture, past or 
present, that suggested the possibility' of some form 
of amebic hepatitis. To have a uniform criterion for 
the diagnosis of amebiasis, the authors deckled to 
include in their study only' the cases (40) whose 
diagnosis was established by the presence of cysts 
of Entamoeba histolytica in the stools. For all these 
40 cases tlie records included the results of several 
liver function tests, a complete blood count, a sedi¬ 
mentation rate, a roentgenogram of the chest, a 
complement-fixation test for amebiasis, and a needle 
biopsy of the liver. 

In 7 of these 40 cases the disease had begun two 


ears before the patient’s hospital admission, and on 
dmission the patient was having an acute exacerba- 
on. In the rest of the patients the disease was 
bronic, having begun at least five years earlier, 
'he ages of the patients varied from 21 to 54 years. 
n only' IS of these patients was some other hepatic 
ise-ase. such as schistosomiasis, viral hepatitis, pro- 
ein deficiency', sy'philis, or malaria, not found, ho 
pecific changes directly related to amebiasis could 
>e demonstrated. The mild lesions observed corre- 
ponding to the designation of acute amebre hepak 
is were related eitlier to the absorption of bactenal 
rroducts through the damaged intestine or to some 
mtritional deficiency coexistent with parasiUc intec- 
ion or caused by it. A histological picture of a ru 
imebic hepatitis could not be found, even in ca^ 
rssociated with some degree of hepatic enlarg 
md tenderness. 
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INDIA 

Threatened Abortion.—N. Kishore and co-workers 
(/. Ohst. & Gynec. India 7:4 [June] 1957) stated 
that there should be little or no comification of cells 
in the vaginal smears of pregnant women who are 
progressing normally and that most of these cells 
should be basophilic. The vaginal smear can be 
used to detect changes in tlie cjdology in patients 
with threatened abortion, to determine the mini¬ 
mum degree of comification that would cause inevi¬ 
table abortion, to leam whether tlie degree of 
comification can in any way be correlated \%ath the 
clinical findings and the obstetric historj' of such 
patients, to predict the ultimate outcome on the 
basis of these changes, to assess the accuracy of 
such predictions, and to suggest a line of treatment 
to be adopted on the basis of these changes. One 
himdred patients with threatened abortion were 
thus studied. The results were correlated ndth flie 
obstetric historj'. It was found that the prognosis 
was best in the group "’ho had smears resembling 
those of normal pregnancy. The prognosis in the 
group ndth up to 30% comified cells was fair. Those 
with 31 to 60% comified cells had a poor prognosis, 
and it was worst in those "dtlr over 60% comified 
cells. The obstetric historj' was of prognostic im¬ 
portance in tliose in whom the smears resembled 
those of normal pregnanc\' or had up to 30% comi¬ 
fied cells. The prognosis was good if these patients 
had a good obstetric liistorj' or were primigra\'ida. 
The history had no bearing in those witli smears 
shondng more than 30% comified cells. In these 
patients cytological interpretations were more ac¬ 
curate. The presence of 30% comified cells should 
be considered as the borderline below which a good 
prognosis may be given. Patients ndth 31 to 60% 
comification may be benefited by hormonal therapy. 
This method can be used to institute earlj" and ac¬ 
curate hormonal therapy and to follow tlie progress 
of the case. Predictions were correct in 87.8% 
of cases. 

Biopsies.—L. R. Sarin and co-workers 
(/. Indian M. A. 29:1 [July 1] 1957) stated that 
needle biopsy has been found useful in the diagnosis 
of diseases of the kidney, especiallj' when routine 
laboratorj’- investigations fail to show involvement 
of the kidney in such conditions as diabetic ne- 
pliropath)', systemic lupus erj'thematosus, and 
periarteritis nodosa. The authors determined the 
protlirombin time, bleeding time, and clotting time 
before performing the biopsy. Biopsies were done 
only on the right kidney and noth the patient in 
two positions, prone and sitting. Of 35 biopsies on 
34 patients, tissue suitable for histopathological 
e.xamination was obtained in 20. The tissue from a 
normal kidney is pink with red granules. In patients 
"dtli the nephrotic syndrome, tlie tissue is nearly 
white and translucent with no red granules. None 


of the patients had any serious reactions after the 
biopsy. All had local backache and transient micro¬ 
scopic hematuria. Of 12 conditions diagnosed 
clinically as nephrotic sjmdrome, 5 were foimd to 
be amyloidosis. The rest were found to be various 
stages of glomerulonephritis. In two young patients 
suffering from diabetes, diffuse intercapillar)' 
glomemlosclerosis was diagnosed. Although renal 
biopsy is a valuable adjunct in the diagnosis of 
renal disease, its scope is limited, as a satisfactor)' 
piece of kidney tissue is not obtained in ever)' case. 

Cardiac Disease and Pregnancy.—K. M. Masani 
(/. Ohst. & Gynec. India 7:4 [June] 1957) rex'iewed 
47 cases of cardiac disease associated with preg¬ 
nancy collected from a series of 22,8-35 full-term 
confinements. This gives an incidence of cardiac 
disease of 0.2%. In 41 patients the heart disease was 
of rheumatic origin, and in 6 it was congenital. In 
the entire series mitral stenosis was the commonest 
organic lesion, being present in 29 patients; 3 had 
mitral insufficiency; 8 had mitral stenosis "'ith 
insufficiency; and 2 had mitral stenosis wth aortic 
insufficiency. Mitral valve lesions alone or in com¬ 
bination wth other lesions accounted for all but 
one case of acquired valv'ular disease. Of the pa¬ 
tients with congenital heart disease, one had an 
interx'entricular septal defect, one had an inter- 
auricular septal defect, Rvo had botli, and in one the 
t)’pe of lesion could not be defined. Although the 
findings in this series showed that the incidence of 
severe decompensation increases with age and 
parit)', young primiparas with severe decompensa¬ 
tion were seen. 

Ten patients wth cardiac disease were below the 
age of 20 years, 5 being primiparas and 5 secundi¬ 
paras. One of these primiparas was seen for the first 
time during labor and died, wthout being deliv¬ 
ered, from pulmonar)' edema. The cardiac lesion of 
only one primipara was of class I (according to tlie 
classification of the American Heart Association, 
1945). In the entire series, 18 were of class I, 22 of 
class II, 3 of class III, and 4 of class Patients 
of class I had no S)'mptoms and were given a 
diagnosis by routine e.xamination. In the patients of 
class II dyspnea on e.xertion was tlie chief s)'mptom. 
Those of classes III and IV had dyspnea, orthopnea, 
cough, and edema. The management during preg¬ 
nancy was by rest, salt restriction, ammonium 
chloride mixture if edema was present, and mercu¬ 
rial diuretics or acetazolamide if the urinar)- output 
was diminished. Anemia was commonly associated 
and was treated by iron, liver, Htamin Bjo, and folic 
acid. All but two patients who required forceps 
delivered spontaneously. There were three deaths. 
One died, wtliout being delivered, of pulmonar)’ 
edema; one from cardiac failure eight hours after 
deliver)’; and one five days after deli\'er)'. 
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Health Program on “War Fooling.”—Two luinclrcd 
delegalc.s allcnding llic Rajkot and Ahnicdabad di- 
vi.sion puldic licaltli and rural .sanitation seminar 
rcconiniendcd to the government of Bombay that 
the health program in the stale be put on a “war 
footing.” The seminar recommended the delegation 
of powers to medical olliccrs to bu\’ drugs, medic¬ 
aments, and insecticides in times of emergencies. 
It also suggested that there should be day-to-day 
coordination of work between the health and de¬ 
velopmental departments in rural areas so that the 
medical department could continue its work even 
after its period of the dc\'clopmcntal program ended 
in a particular area. Tlie seminar recommended that 
a health coimmTtce for every \'illage in a develop¬ 
ment block be set up and made re.sponsiblc for sub- 
mi.ssion of a report to the primary health center on 
the occurrence of any communicable disease in the 
\illage. It also suggested that the department of 
health give adequate training to workers at the vil¬ 
lage level in first aid. The seminar also agreed on 
the suggestion to organize cleanliness drives in vil¬ 
lages for a week every year and to hold intervlllage 
competitions in rural sanitation. 

Aviation Mcdicinc.-The gov^ernnient has set up 
a school of aviation medicine at Bangalore. The 
school will concurrently run separate courses for 
Air Force medical officers, pilots, navigators, other 
personnel of the general duties branch, and anmen 
of tlie medical branch. Indian Air Force medical 
officers had hitherto to be sent abroad for this type 
of training. 


NEW ZEALAND 

Controlled Hypotension in Neurosurgery .-About 
00 % of the patients in whom controlled lypotension 

was induced with bexamethonium bromide and aug¬ 
mented first by posture and later by ' 

tive pressure to the legs failed to respond. It ap- 
peared that in these patients, after the 
clTect of hexamethonium hromide had been Ob 
S at least some of the blood vesse s ^e 

chlorpromaxine, Dihenzyline 

N-hen/yl-fi-chlorocthylamme hydroeWond ) ■ 

ohosrD benzyline is sever.al times more powe M 
o n. medcrassor Dibenamine. and much less 
Dil enzyline dissolved in propylene glycol and 

icidiaed 

pvon to 20 neurosurgical blood 

r°hrT\rsmailest effective total 
pressure m 01 uicm. 


amount was 25 mg., but most of the patients hadoO 
to 100 mg. In only four of these patients was the 
pulse rate, after hexamethonium therapy, under 100 
per minute. In many it was 140 to 160. Dibenzyline 
had no apparent effect on the pulse rate. Coulter 
concluded that the failure of large doses of hev 
amethonium to produce a useful degree of postural 
hypotension in a small proportion of patients is 
probably due to the presence of circulating epine¬ 
phrine and perhaps arterenol, causing a direct vaso¬ 
constriction and usually a tachycardia. The vaso¬ 
constriction but not the tachycardia can usually he 
abolished by the use of Dibenzyline. 


Adrenalectomy Follow-ups.—The population ol 
New Zealand is widely scattered in small towns far 
from the main city hospitals. According to Wood¬ 
ruff and co-vv'orkers (Australian 6- New Zealand]. 
Stirg. 26:297, 1957) total adrenalectomy for the 
palliativ'e treatment of disseminated cancer of the 
breast would not be feasible for patients living in 
rural areas owing to difficulties in assessing main¬ 
tenance. One of their patients, however, is taking 
a daily minimum maintenance dose of 0.3 mg. of 
fludrocortisone and 40 mg. of cortisone. Her clinical 
state is maintained from bweekly estimations of 
urinary sodium and potassium and of blood sugar 
levels. The patient has been instructed to collect 
and measure her urinary output on tlie relevant 
days and to mail a small sample labeled with the 
total volume to tlie Otago Medical School at Dun¬ 
edin. Blood specimens are obtained by a country' 
doctor and also sent to Dunedin. The results are 
referred to tlie country doctor. The procedure has 
been most satisfactory for both the patient and her 
medical advisors. 


gh-speed Dental Drin.-Selling dentistry to the 
■w Zealand public, with quicHy-decaying teetli, 
omises inestimable beneffts The 
,e has welcomed the new h.gh-speed dnll s^ch 
nainless. The secret of its success is me speed 
m which it revolves—about 250,000 rpm com- 
ied":S;^esrt speeds of 8.000 
ental researchers had known for 5'®”= 

'tarSrivenbyor^^^^^^ 
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to be established in Great Britain. Dental attention 
must be carried out continuously to be efiFective, 
Professor Wilkinson said, and he advocated the con¬ 
tinuation of state responsibility' up to the age of 21, 
when a person could be e.x'pected to seek treatment 
himself. He suggested that dental nursing should 
attract more young women, who are well suited 
for dealing with children, as it is a job which can 
be continued part time after marriage. 

Amendment of Law on Insanity'.—Power for a mag¬ 
istrate to order die confinement of a person who is 
not sane enough to plead when charged with a sum¬ 
mary or indictable offense is given in die Mental 
Healdi Amendment Bill that was introduced to the 
House of Representatives recendy. At present there 
is no pro\'ision for the case where a person is found 
by the magistrates court at the preliminary' hearing 
to be unfit to plead, or for the case of a summary' 
charge. Such confinement—the pleasure of the Min¬ 
ister of Justice—can be ordered only if a person is 
found by' a jury' to be insane so that he cannot plead. 
The bin also allows boards incorporated under the 
religious, charitable, and educational trusts to op¬ 
erate “short-stay'” homes for mentally retarded chil¬ 
dren. At present, diese homes can be operated only 
by incorporated societies. The period during which 
a child under the age of 18 years can stay in these 
homes is e.\tended from a ma-vimum of hvo months 
at any time to a period approved by the director 
of the mental hygiene diwsion of the Health De¬ 
partment. A proviso is that satisfactory' facilities for 
training must not be available in die locafity' where 
the child usually fives but are available either in or 
near the home. 

UNITED KINGDOM 

Mental Illness in Scodand.—The annual report of 
the Scottish Board of Gontrol reveals that in 1956 
the number of admissions to mental hospitals was 
10,147, compared with 9,168 in the pre\'ious y'ear. 
Some patients were admitted more than once, and, 
taking tiiis into consideration, die number of pa¬ 
tients actually admitted was 9,200. The number of 
voluntary' admissions rose to a record figure of 73% 
of the total admissions. The shortage of accommo¬ 
dations for mental defectives is still acute, in spite 
of die increased e.vpenditure on mental health by 
die National Health Serv'ice. The number of mental 
patients cared for in private dwellings has increased 
to 341. In 1956 there were 8 suicides and 55 acci¬ 
dental deaths in mental hospitals. The use of tran¬ 
quilizers has temporarily' improved many' psy'chotic 
patients, some of whom were returned home for 
short periods, but many' of them broke doira again 
and returned to the hospital. More patients are 
being treated by' the “open” method, wthout locked 
doors. IVeek-end leave is often permitted, and even 
suitable outside employ'ment is allowed. Occupa¬ 


tional therapy' is being used more, and greater use 
has been made of group psy'chotherapy and dis¬ 
cussions, recreation (games, music, and telewsion), 
and instructirn i"* useful crafts a’^d '■’omestic activi¬ 
ties. 

Drug Addiction.—Great Britain remains compara¬ 
tively free of addiction to drugs (chiefly narcotics) 
controlled by' the Dangerous Drugs Acts. The num¬ 
ber of knounn addicts in 1956 in the United King¬ 
dom was 333, according to the British government’s 
report to the United Nations. Among tlie addicts 
were 77 doctors, 2 dentists, and 20 nurses, or 30% 
of the total. Those addicted to morphine numbered 
176, to meperidine hy'drochloride 64, to heroin 53, 
to methadone 20, to phenadoxone 8, to cocaine 6. 
and to levorphanol tartrate 4. Apart from members 
of the medical and aUied professions, who have 
access to narcotics, no occupational group appears 
to be unusually' associated srith addiction, although 
a small but appreciable number of dance-band 
musicians are knou'n addicts. In 1956, 42 cases of 
addiction were reported; 3 of these were in recidi- 
rists. Opium smoking is rare and is practiced mostly 
by' Asiatics in seaports. Most of the traffic in mari¬ 
huana occurs in London. There were 103 conric- 
tions for dealing in or possessing tlie drug, 60% of 
them in London, the offenders being mostly of 
West African or M^est Indian origin. Since addiction 
is not a serious problem here, tliere are no state 
institutions for investigating the problem or for 
treatment, which is carried out in public hospitals 
and private nursing homes. In the home office an 
official record is kept of all known drug addicts. In 
1956, 54.2 kg. of opium and 114.1 kg. rf marihuana 
were seized. There were 157 prosecutions and 151 
conrictions for riolation of the narcotic laws. Near¬ 
ly' all those conricted for offenses involring manu¬ 
factured drugs were of European origin. Most 
addicts obtain drugs by' forged prescriptions or by 
getting supplies from more than one phy'sician. 

Health Serv'ice Reform Plan.—.A plan for a reformed 
Health Ser\'ice on the basis of personal insurance 
aided by' state subsidy', which could mean a net 
saving to the exchequer of 392 million dollars a y’ear, 
is being sponsored by' the Fellowship for Freedom in 
Medicine. It contains features adapted from the 
Austrafian sy'stem. Tlie main obj'ectives are to check 
the deterioration of the traditional high standards 
of medicine and to curb the ever-mounting cost to 
the taxpayer. The fellowship, which consists mainly 
of phy'sicians, was founded by the late Lord Horder. 
A schedule of standard benefits would be agreed on 
between the Ministry' of Health, the insurance com¬ 
panies, and the medical profession. The insurer 
would pay 60% of the benefit and the exchequer 
40%. The patient would pay the fees not covered 
by the terms of insurance. On the principle of the 
motorist’s “no claim” bonus, it is suggested that, as 
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an induccmcni lo patients not to make mmecessary 
clemancis, an insurance company niiglu offer certain 
extra Imncfits to patients whose elaims in a year did 
not exceed a certain sum. 

Tlic Bril is]) MccVwal Journal, Aug. 3, notes that 
according to die FeUnwship for Freedom in Medi¬ 
cine. the major faults of the National Health Serv¬ 
ice aio (1) the virtual abandonment of the insurance 
principle. (2) the policy of focusing the Service on 
the hospital lathcr than on the family physician, and 
(3) the wide.sprcad delusion among the public that 
their insurance payments cover the costs of the 
Service. The fellowship believes that the Health 
Sei\ice in its present form has a harmful effect on 
the practice of medicine and advocates a statc- 
subsidi'/.ed compulsory insurance of physicians’ and 
liospital fees by those in a position to pa\' for it and 
a free Health Service for all others. The effect of 
the proposals is to give the insured person and his 
dependents about 90? coverage against the costs of 
general practitioner and hospital treatment. The 
motive behind the .scheme is the laudable one of 
running a Service that places at least some direct 
re.sponsibility on the patient for his health. This aim 
is in line with the following recommendation made 
by the World Medical Association in 1952: “Any 
Social Security Scheme should contain elements that 
encourage self reliance and a sense of personal re- 
sponsibilit)'; and , . . any Social Securit)' Scheme 
should stress the obligation of the individual to 
make at least part of his contribution directly to the 
functioning and costs of the Scheme.” 


Rlieumatoid Arthritis.—The joint committee of the 
Medical Research Council and the Nuffield Foun¬ 


dation have reported the results of clinical trials de¬ 
signed to compare the effectiveness of cortisone 
with that of prednisone in the treatment of rheu¬ 
matoid arthritis. Sixty-eight patients who had been 
treated with cortisone for a year or more were 
divided into two groups, matched as far as possible 
for age. sex, duration of disease, and duration of 
cortisone therapy. One of each pair selected at 
random continued to receive cortisone. The other 
was changed to prednisone therapy, the dosage of 
which was commenced at one-third of the amount 
of cortisone the patient had been taking and sub¬ 
sequently adjusted so that the patient received the 
maximum benefit without side-effects. Both groups 
were followed up for a year. Clinical assessment 
was based on a judgment of the activity of the dis¬ 
ease and an evaluation of the patients general 
functional capacity. The strength of grip in each 
hand was measured, and laboratory tests weie 
made with respect to the sedimentation rate and 


hemoglobin level. . • „ 

Throughout the trial the patients remaining on 
cortisone tiierapy showed, on the average, no ma¬ 
terial change for better or worse, compared with 
their state in the previous year, but those getting 
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prednisone showed improvement in streneth o' 
grip sedimentation rate, hemoglobin level, anVeJ 
eral functional capacity and decreased disease act 
ity. After a year the disease was judged to beinactiu 
m hve of this group but in none of the pafetfs 
getting cortisone. The patients on prednisone tha- 
ap}' received the greatest benefit in the first thee 
months. Tlien, for the group as a whole, the bend) 
generally diminished thereafter, though it still re¬ 
mained, to a lesser degree, at the end of one year 
This partial loss of initial improvement may ha\e 
been due to the general reduction that occuired ia 
the dosage of prednisone during the course of (lie 
year. Altliougli the dosage was adjusted to obtain 
the maximum benefit and minimum of side-eSecls 
tlie latter did occur, particularly “moon face,” ivhicl! 
was more prevalent in the prednisone-treated than in 
the cortisone-treated group. The more favorable re¬ 
sults noted with prednisone might have been due, in 
part at least, to the use of a dosage that was relativel; 
high in comparison with the cortisone dosage. 


Salk Vaccine Gets into Britain,—Evidence is ac- 
cumulaHng that large quantities of Salk poliomye¬ 
litis vaccine are arriving in Great Britain from the 
United States, although no import licenses have 
been issued by the Ministry of Health. Fears have 
been expressed by physicians that this “smuggh’ng” 
is likely to become a matter of personal gain to un¬ 
scrupulous people. At the moment this vaccine is 
being sought mostly by parents seeking protection 
for their children. British production to date has 
been sufficient to vaccinate only one million of the 
six million children aged between two and nine. 
Many phy'sicians believe that the government should 
import enough vaccine to vaccinate children of all 
ages and any adults who so desire. The Ministry’s 
restriction of tlie importation of the vaccine is based 
on the Therapeutic Substances Act, which requires 
licensing by tlie Ministry. Although no such licenses 
have been granted, tire Ministry intimated that in 
certain circumstances the importation of small 
amounts would be authorized. These must be un¬ 
solicited gifts addressed to individuals. There must 
also be evidence that the vaccine is to be admin¬ 
istered by a physician who accepts full responsi¬ 
bility. Most of the vaccine entering the country is 
arriving because of a liberal interpretation by hot 
physicians and patients of the expression "unsolicit¬ 
ed gifts.” Some is being brought by returning trav- 


rhe Daily Telegraph stated drat all physicians 
ist know that Salk vaccine is being brought into 
eat Britain, but it is doubtful that anybody, m- 
iding the Minister of Health and the Postmas er 
meral, knows how much. Since tire J^asters r - 
I ting from faulty manufacture of va 
rlief are not likely to be repeated, no physios 
ing vaccine procured from dre United States nee 
ive any anxieties about dre results. 
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Paternity Tests: Admissibilify in Proceeding for 
Nonsupport.—The defendant was indicted for a fail¬ 
ure to prowde for the support of his ndfe and bvo 
minor children. His motion for a blood test under 
die prowsions of a 1954 law was reported m'thout 
decision to the Supreme Judicial Court of Massa¬ 
chusetts. 

The Commonwealth objected to the ordering of 
the blood test on tlie ground diat the law was not 
applicable to proceedings for nonsupport. The su¬ 
perior court submitted two specific questions to the 
Supreme Judicial Court: (1) whedier die prorisions 
of chapter 278, section 12A, are apphcable to pro¬ 
ceedings brought for nonsupport of minor children; 

(2) whether e.xpert testimonj' of blood tests, which 
show an e.xclusion, is admissible on die question of 
patemih' in criminal proceedings brought for non¬ 
support of minor children bom during u’edlock. 
Chapter 278, section 12A, prowdes: ‘Tn any pro¬ 
ceeding to determine the question of paternity, the 
court, on motion of the defendant, shall order the 
modier, her child and the defendant to submit to 
one or more blood grouping tests, to be made by 
a duly qualified physician or other duly qualified 
person, designated by the court, to determine 
whedier or not the defendant can be e,\cluded as 
being the father of the cliild. The results of such 
tests shall be admissible in evidence only in cases 
where definite e.xclusion of the defendant as such 
father has been established. If one of the parties 
refuses to comply uuth the order of the court rela¬ 
tive to such tests, such fact shall be admissible in 
evidence in such proceeding unless the court, for 
good cause, otheruuse orders.” 

In answer to the first question, die court held 
diat, since the indictment for nonsupport is not a 
“proceeding to determine the question of paternity” 
die statute does not authorize an order that the 
modier and children therein named submit to a 
blood grouping test. 

In answer to the second question, however, die 
Supreme Judicial Court held that e.vpert testimony 
of blood grouping tests showmg the definite ex¬ 
clusion of the defendant as the father of a child, 
die support of w'hom is the obj'ect of an indictment, 
is admissible if otheniuse competent. Continuing, 
the court said diat there is substantial authority to 
support the scientific reliability of blood grouping 
tests to prove biologically die impossibdity of pa¬ 
ternity. The court admitted diat there is a presump¬ 
tion of legitimacy in the case of a child bora in 
wedlock which can be overcome only by facts which 


prove beyond reasonable doubt that the husband 
could not have been the father. Proof of die im- 
potency of the husband or no access to his ulfe. 
for e.vample, are held to be sufficient. Since like 
certainty of proof appears obtainable through the 
definite exclusion of the husband’s paternity by the 
tests here under consideration, the court concluded, 
it follows that eridence derived from blood group¬ 
ing tests would warrant a finding beyond a reason¬ 
able doubt that the defendant is not the father of 
either child named in the indictment and would 
be admissible. 

The case was therefore remanded to the trial 
court for further proceedings in accordance m'tli 
such opimon.—Commonwealth v. Sfappen, 143 N.E. 
(2) 221 (Mass., 1957). 

Validity of Wife’s Consent to Electroshock Treat¬ 
ment for Husband.—Tliis was an action for damages 
against the insurer of a physician for inj'uries alleg¬ 
edly caused by the physician’s malpractice. From a 
j'udgment for defendant, the plaintiff appealed to the 
United States court of appeals for the Fifth Circuit. 

The insured physician, a psychiatrist, determined 
that the plaintiff needed some electroshock treat¬ 
ments. After baxing been informed of the possible 
hazards of such treatments, the plamtifFs wife con¬ 
sented to their administration to the plaintiff. The 
plaintiff, however, contends that administering the 
treatments without his consent deprived him of his 
freedom of contract and, therefore, of his liberty' 
without due process of law. The exidence shoxx'ed 
that tire plaintiff needed neuropsychiatric treatment. 
It also shoxx'ed, however, that his condition xx’as 
such, in the j'udgment of his phx'sician and his xx-ife, 
as to make it unxxuse and unsafe to require him to 
undergo the strain of discussing and considering the 
possible hazards inx'olx'ed in electroshock treatments 
and of making a decision as to xx’hether or not such 
treatments should be administered. The plaintiff’s 
xx'ife fully comprehended the situation and gave her 
consent to the treatments. 

The case, said the court, must be gox'emed by the 
principle that, before proceeding, a physician must 
acquaint a patient xxith the diagnosis and proposed 
treatment and obtain his consent, except that, xxhen 
the circumstances require it, someone properly act¬ 
ing for tire patient max' give the consent. In such 
instance, the consent of the xx’ife xxho full}- under¬ 
stands the need and the hazards is a x-alid, legal 
consent. It xvas, therefore, not error, concluded the 
court of appeals, for the trial court to charge that 
there xx-as a x-alid consent. Accordingly-, the j'udg¬ 
ment for the defendant x\-as affirmed. Lester v. 
Aetna Casualty i- Surety Company, 240 F. (2d) 676 
(C. A. 5,1957). 
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Atrial Fibrillation Following Mitral Valvulotomy: A 
Mudy of Its Clinical Characteristics anti Prcdisnosinc 
Factors. R. Heinz and H. Hiikgren. A. M. A. Arch 
Int. Med. 99:896-903 (Juno) 1957 [Chicago], 

1 lie most common postoperative complication in 
mitral valve surgery in patients with a normal sinus 
rln-thm is tlie occurrence of atrial fibrillation. Sixty- 
seven of the 144 patients studied had atrial fibrillation 
at tlie time of surgery. Of the 77 patients who had a 
normal sinus rliytlim prior to surgery, .36 (47%) de¬ 
veloped atrial fibrillation postoperatively. Atrial fibril- 
laHon appeared u’ithin the first 7 postoperative days 
in 92% of the 36 patients. Fibrillation appeared most 
frequently on the second postoperntive day, only 2 
patients beginning to fibrillate on the day of surgery. 
In the patients who developed atrial fibrillation post¬ 
operative]}’, no significant relationship between the 
ventricular rate or the day of onset of fibrillation and 
the age of the patient was noted. The onset of atrial 
fibrillation resulted in an increase of the venti-icular 
rate of 31 digitalized patients to a mean rate of 142, 
while 6 nondigitalized patients experienced a mean 
ventricular rate of 168. The patients with persistent 
sinus rhythm differ from the other 2 groups in being 
younger, but the difference between the i^ostoperative 
fibrillation and chronic fibrillation groups is not suf¬ 
ficient to be of any statistical significance. Of those 
patients e.xhibiting postoperative atrial fibrillation, 
28% gave a history of previous paroxysmal fibrillation, 
in contradistinction to those patients (5%) who main¬ 
tained a normal sinus rhythm. A relationship of mild 
or moderate mitral insufficiency to persistent atrial 
fibrillation does exist, although no correlation is readily 
apparent between the size of the left atrium and the 
incidence of either persistent or postoperative fibrilla¬ 
tion. Histological evidence of rheumatic carditis sup- 


The place of publication of the perioclic.ils appeans in bracket.s 
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ports the tenet that positive auricular biopsies a. 
tttore common in younger patients in whom the 
clence of fixed or postoperative fibrillation is lo«fr 
blowing of the ventricular rate after onset of atnV 
hbnllation was accomplished largely by the admte 
trahon of additional digitalis glycosides. None of (1:^ 
patients having atrial fibrillation preoperatively if- 
verted spontaneously to sinus rhythm postoperative!;, 
while 10 patients who fibrillated postoperatively dil 
have spontaneous return to sinus rhythm. Sinus rhvtliE 
restoration was successful in 16 patients (70%). wk 
recei\’ed an average of 2.5 Gm. of quinidine, whicfi 
was not given until the 7th or Stb postoperative da; 
in order to allow ample time for spontaneous conver¬ 
sion. Only 10 of the 36 patients who began to fibrillale 
postoperatively were not returned to sinus rhythm 
Quinidine, given postoperatively to IS patients \vk 
had atrial fibrillation preoperatively, resulted in sinm 
rliy’tlim restoration in 7 (39%). The factors predisposin: 
to fibrillation are the presence of associated mitral in¬ 
sufficiency, paroxysmal ab-ial fibrillation, and increas- 
ing age. There is no evidence to substantiate a de¬ 
crease in intracellular potassium as the cause of atria! 
fibrillation. 


Anemias of Hypophysial and Diencephalic Origin. 
J. Leprat. Presse med. 65:892-895 (May 11) 1957 (In 
French) [Paris], 


The hematological repercussions of diencephalic 
and hypophysial disorders have been the subject d 
intensive study in recent years. No convincing en- 
dence has been found to show that anemia may resa!'. 
directly from any diencephalic condition, without thf 
intervention of the pituitary body. Pituitary insuffi¬ 
ciency, however, is responsible for tbe most frequent 
and severe anemias of all those that are attributabh 
to an endocrine origin. The most significant factor in 
the production of the hy’popituitary anemias seems to 
be the anterior lobe of the pituitary body. Thus it fe' 
been shown that the anemia produced by hypopm- 
sectomy in experimental animals does not append 
when only the posterior and intermediate lobes are 

removed. , 

Anemia is almost constant in Sheehan s postpartu 
syndrome, and it is also common in patients 
certain hy’pophysial tumors (chromophobe adeno® 
and craniopharyngioma) and in 
other types of panhypopituitarism. HematolOci 
studies show that the anemia accompanyung a 
these conditions is usually microcytic and ^ 
chromic or normochromic during the f ^ 

its course. The decline in the red blood cells 
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parently due to hj’poplasia of the marrow, found in 
' most patients in association with fatt}^ infiltration of 
j' the marrow. Gastric achylia is also a common finding 
in these patients. Hormone therapy is the only method 
hv which the normal blood picture can be restored. A 
combination of th>Toid e.xtract wth testosterone and 
cortisone given in small doses is effective in some 
cases, but in others recourse must be had to cortico- 
' tropin, which seems to be the most active of the h\T)o- 
: physiaJ hormones in this connection. 

Experimental findings in h%Tpophysectomized ani- 
: mals strongly suggest the e.xistence of a specifically 
1 hematopoietic h\’pophysial principle, but whether this 
i new hormone, if it e.xists, acts directly at the le\'el of 
• the medullary' parenchyma or indirectly by means of 
more general metabolic changes is still a matter of 
speculation. Complex as this and the other problems 
connected wth hy'popituitary anemias are, their theo- 
' retical importance to hematologists and endocrinolo¬ 
gists is so great that they should be given further 
study. 

Asthmatic 'i^Tieezing: Compression of the Trachea 
and Major Bronchi as a Cause. E. Dekker and J. Groen. 
Lancet 1:1064-1068 (May 25) 1957 [London], 

It is commonly assumed that the tx'pical wheezing 
during the e.xpiratory phase of the asthmatic attack 
is produced by a stenosis of the smaller bronchi and 
bronchioli. Opinions differ regarding the cause of this 
stenosis. Some attribute it to a spasm of the bronchial 
and bronchiolar musculature; others, to a partial ob¬ 
struction by mucus, or edema and congestion of the 
bronchial mucosa, or both. The authors present exu- 
dence that it may be produced, at least partly, by a 
narrowing of the trachea and larger bronchi. They 
were able to confirm old observations that asthmatic 
patients and normal people can learn to wheeze at 
■will by imitating the ty'pical asthmatic e.xpiration. This 
voluntarily produced wheezing is indistinguishable 
from the spontaneous wheezing during asthmatic at¬ 
tacks. X-ray studies during this voluntary wheezing 
reveal, both in normal subjects and in asthmatic pa¬ 
tients, a considerable narrowing of the cervucal and 
thoracic trachea and of the main bronchi. The same 
narrowung was found in x-ray pictures taken during 
expiration in patients with spontaneous asthmatic at¬ 
tacks. 

In human lungs, obtained at autopsy, which were 
made to breathe under different pressure in a closed 
jar, an e.xpiratorx' pressrue of 1 cm. Hg or more pro¬ 
duced a considerable stenosis by a prolapse of the 
membranaceous part of the trachea and main bronchi 
into the lumen. It is postulated that a similar passive 
compression of tlie larger air passages, caused by the 
high intrathoracic expiratory' pressrue which asthmatic 
patients produce as a result of their pecuhar ty'pe of 
breathing, is an important factor in the production of 
the asthmatic bronchostenosis and of the e.xpiratory' 
wheezing which is so characteristic of this disease. 


These observations help indicate the mechanisms by 
which asthmatic attacks are brought about and by' 
which they' can disappear with breathing exercises. 

A 36-Year Study' of Diseases of the Chest on a Uni¬ 
versity Campus (Concluded). J. A. Myers, R. E. Boyn¬ 
ton and H. S. Diehl. Journal-Lancet 77:171-181 (May) 
1957 [Minneapolis]. 

In a prex'ious paper, an abstract of which appeared 
in The Journal (164:il54 [July 6] 1957), the authors 
reported on their experience xx’ith diseases of the chest 
studied at the clinic for the diagnosis and treatment 
of tuberculosis and other diseases of the chest at the 
University' of Minnesota student health serxice be- 
txx'een 1920 and 1956. They' had emphasized the magni¬ 
tude of the problem of clinical tuberculosis on the 
campus xx’hich led to adoption of successful methods 
for its control. The incidence of contagious tubercu¬ 
losis increases as people groxv older. Thus a tuber¬ 
culosis control program among faculty' and personnel 
members is exceedingly' important. Tuberculous pleu¬ 
risy' xx'ith effusion xx’as seen in 119 persons. Extra- 
thoracic tuberculosis inx'olxing bones, joints, Iddney'S, 
ly'mph nodes, and meninges has been obserx'ed in 61 
persons. 

There may be students or faculty' members on a 
campus xx'ith clim'cal and even contagious tubercu¬ 
losis who feel and appear xx'ell and are not discovered 
unless a detailed search is made for them. The best 
search consists of testing all xx'ith tuberculin and sub¬ 
jecting reactors to a complete examination, including 
roentgenograms of the chest. Ex'ery' student xx-ho re¬ 
acts characteristicallx' to the tuberculin test, either on 
entrance or xx'hile in school, should be apprised of the 
fact that multiple lesions exist in his body' and that 
they' contain fixing tubercle bacilli. He shoidd be in¬ 
formed that these organisms may' produce gross and 
clinical disease at any' time during the remainder of 
his fife. Hoxvex’er, such disease can usually' be detected 
before it has caused much destruction or spread to 
others and at a time xx'hen it can be treated success¬ 
fully'. Student health services can do much to help 
solx'e the serious problem of tuberculosis in nationM 
defense. 

Primary Carcinoma of Lixer: A Clinical Analysis of 
107 Cases. Chung Hsueh-Li and Ch’en Hao-Chu. 
Chinese M. J. 75:295-315 (April) 1957 (In English) 
[Peking]. 

Primary' carcinoma of the fix'er is rare among Euro¬ 
peans and Americans but common among Africans 
and Orientals. In the 14 y'ears from 1941 to 1954 the 
authors obserx'ed 217 patients xxith primary' carcinoma 
of the fix'er among 61,487 admitted to 2 Shanghai 
hospitals. This report is concerned xxith 107 of these 
patients in xx'hom the diagnosis xx’as x'erified by histo- 
pathological examination of biopsy specimens of the 
lix’er. The ages of the patients ranged from 10 months 
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to 66 yeans, but nearly 90% were between 31 and 60 
years of age; there were 100 male and 7 female pa¬ 
tients. The onset is insidious, .symptoms being absent 
oi \’ery slight during the carh' stage. A growing mass 
in the abdomen, with pain, impairment of appetite, 
loss of weiglit, and fever arc the visual symptoms dur¬ 
ing the late stage, when most of tlic patients reviewed 
licre were first seen. Many appeared ohronicallv ill 
and emaciated and a few were acutely ill. but in the 
others the general condition was fairly good. Enlarge¬ 
ment of the liver was noted in all but 2 of the pa¬ 
tients, in whom ascites vnade palpation difRcult. Tlie 
l)ordcr of tlve enlarged liver usually e.xtcnded 5 to 
10 cm. below tlic right costal margin, causing bulging 
of the right upper quadrant of the abdomen. The 
liver was usually firm and tender, with an irregular 
surface. The .spleen was palpable in 33 of the pa¬ 
tients. Forty patients had jaundice. The laboratory 
findings and the main clinical features arc discussed. 

Although a tentative diagnosis of carcinoma of the 
liver may be made from an analysis of the history 
and physical findings, definite diagnosis dei^ends ui?on 
the demonstration of cancer cells or neoplastic tissue. 
Tlve autliors investigated the merits of different diag¬ 
nostic methods, and show that, apart from laparotomy, 
liver puncture and biopsy or smear e.xamination for 
cancer cells with Wright’s stain is the most reliable 
metliod, despite the risk of internal hemorrhage. The 
liver specimen obtained by puncture and biopsy may 
be examined either in sections or by the simple smear 
method. Search for cancer cells in the peritoneal and 
pleural fluids was not of great diagnostic value, and 
liver-function tests usually did not give much help in 
•iagnosis. Resection was done in 1 of the patients, but 
jrrence soon followed and the patient died 6 
onths after operation. Two patients were treated 
witli nitrogen mustard, but no definite therapeutic 
effect was observed. So far there is no satisfactory 
metliod of treatment. The authors believe that im¬ 
provement in economic conditions, better nutrition, 
and proper treatment of gastrointestinal and hepatic 
disorders would aid the prophylaxis of carcinoma of 
the liver. 
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Leukaemia. R. B. Scott. Lancet 1:1053-1057 (May 25) 
1957 [London]. 

The incidence of leukemia is increasing, and, while 
more precise diagnosis may explain some of this in¬ 
crease, the author believes that it does not explain all 
of it. The nature of the leukemic process is now gen¬ 
erally held to be neoplastic; and, when cancer is 
defined in terms of dynamic cell behavior, there can 
he little cjuarrcl witli this view. It is undeniably a 
purposeless progressive uncoordinated cellular pro¬ 
liferation. The fundamental cause of leukemia is to 
he sought in the larger mystery of the cause of cancer. 
In coninienling on external factors in the pathogenesis 
of leukemia the author mentions the higher incidence 
among survivors in atomic bomb explosions, in those 


who liave received irradiation for ankylosing spend, 
htis or for thymic tiiinnrc or^rl 1 . 


litis or for thymic tumors, and among radiologits A 
genetic factor seems to be indicated by the ocmmi] 
report of several cases in one famil)'. Leukemia k 
a].so been observed in almost every species of animal 
Aciite leukemia is distinguished from the dironk 
form by the immaturity of the proliferating cells ad 
the rapidity of its course. Myeloblastic, bunphoblastic, 
and monocytic varieties are recognized, but the dis¬ 
tinction between the several primitive elements may 
be difficult, and refuge is often sought in the evasiw 
qualification of “stem cell.” There is, therefore, con- 
.siderable variation in the reported incidence of the 
different types. More males than females fall rictimto 
acute leukemia, an inequality due to the frequency 
of the lymphoblastic type in male children. The age- 
incidence of the 3 ^'arieties shows striking differences. 
Myeloblastic leukemia is spread evenly throughout 
the v'hole span of life; Ijonphoblastic is predominantly 
a disease of children; and monocytic affects mainly 
the middle-aged. The different cytological varieties 
seldom iDresent clear-cut clinical differences. The diag¬ 
nosis of acute leukemia is established by examining 
the blood and bone marrow. \Vhen the changes in the 
peripheral blood are inconclusive, the diagnosis is 
established by bone-marrow puncture, which will re¬ 
veal in almost every instance a replacement of the 
normal cells by myeloblasts, lymphoblasts, or primi¬ 
tive monocytes. The course of leukemia is so variable 
that figures of average duration have little meaning. 

The fundamental aim of treatment is to control the 
neoplastic process and restore normal cellular be¬ 
havior in the hemopoietic system, but symptomatic 
treatment must be considered. While blood trans¬ 
fusion has no place as a definitive means of treatment, 
it should be prescribed in quantities sufficient to main¬ 
tain a hemoglobin level of 9 Gm. per 100 ml. while 
attempts are made to conh-ol the leukemic process. 
The “specific” agents which may exert partial or com¬ 
plete, although never more than temporary, control 
over the leukemic process are the steroid drugs and 
certain antimetabolites. In the present series, in 81 
patients treated with blood hansfusion and anti¬ 
biotics alone the mean length of survival from the first 
symptom was 20.2 weeks, and in 63 who received in 
addition “specific” treatment, 21,7 weeks. These figures 
provide no cause for optimism, but the author has at 
present 6 patients in complete remission. It may be 
claimed that there are, at least, grounds for hope and 
encouragement in this recently acquired ability occa¬ 
sionally to bait for a while the formerly unrelenting 
malignant process known as acute leukemia. 


Clinicd Evnbation of 3 Anticoagulants » 
embolic Disease. ]. M, E. Neilson and A. W iM® 
Brit. M, J. 1:1214-1217 (May 25) 1957 [LondonJ. 

Of 361 patients with thromboembolic 


Or obi patienis wiui - . 

were Seated witli cyclocumarol 
with ethyl biscoumacetate (Tromexan e y 
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79 with phenindione. Patients given ethyl bis- 
icetate or phenindione received 10,000 to 15,000 
of heparin intravenously ever\’ 6 hours for the 
4 hours of anticoagulant therapy. Because of its 
r effect on the prothrombin time, those given 
;umarol received the same dosage of heparin 
6 hours for 48 hours. Cyclocumarol, ethyl bis- 
icetate, and phenindione were given by mouth 
ided doses at 2 p. m. and 10 p. m. Two doses of 
or 50 mg. of cyclocumarol on the first day were 
to be adequate for most patients. On the second 
doses of 12.5 or 25 mg. were most often neces- 
rhe daily maintenance dose varied from less than 
:o 50 mg. The usual initial dose of ethyl bis- 
icetate was 600 mg. followed 8 hours later by 
ditional dose of 600 mg. On the second day of 
ry, 2 doses of 300 mg. were most frequently used, 
otal amount given in the first 48 hours varied 
300 to 2,400 mg., and the daily maintenance dose 
1 from less tlian 150 to 1,200 mg. The most com- 
iose schedule of phenindione was 200 mg. di- 
into 2 doses on tlie first day. wdth 2 50-mg. doses 
; second day. The total dose given in the first 48 
varied from only 125 mg. to as much as 650 mg., 
re daily maintenance dose varied from less than 
375 mg. 

: following points of comparison were used: 1. A 
peutic degree of prolongation of the prothrombin 
,vas effected more quickly with phenindione than 
cyclocumarol. For all practical purposes, phen- 
re was as rapid in its action as ethyl biscoumace- 
2. Patients recehong cyclocumarol and ethyl 
rmacetate showed greater and more frequent 
ations in their prothrombin times during mainte- 
; therapy than did those receiving phenindione. 
e percentage incidence of hemorrhage was great- 
1 the patients treated with cyclocumarol. 4. In 
groups of patients the response of the prothrom- 
ime to vitamin K \vas the same, but in some 
nts recei\'ing the longer-acting drug, c)'clocu- 
I, the prothrombin time subsequently lengthened 
lecessitated repeated administration of the vita- 
These findings suggest that phenindione is a 
satisfactory and more easily controlled antico- 
nt than either ethyl biscoumacetate or cyclocu- 
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cal Indications in Cerebral Hemorrhage. J. Guil- 
3, R. Roge, G. Mazars and A. Pansini. Presse med. 
7-829 (May 1) 1957 (In French) [Paris]. 

o-thirds of patients wuth untreated acute cerebral 
rrhage die during the first w'eek. For this reason, 
lecessary to operate as early as possible, not only 
scial cases of hematoma at a late stage. Statistics 
ore than 10 years pro\’ide no accurate estimate of 
ercentage of patients saved through surger\\ In 
eginning the autliors treated surgically only sub¬ 


acute hemorrhages of pseudotumorous form, with a 
high rate of success. Later, the}' operated on patients 
with regard to the stage of their illness only. This 
included a series of cases usually considered hopeless. 
The complications of treatment and of systematic 
hibernation render more difiBcult evaluation of these 
data. The study of the series of 150 acute and severe 
vascular accidents treated surgicaRy by the authors 
shows that in 22 patients w'ith ischemic lesions there 
were 14 cures and in 128 w'ith cerebral hemorrhage 
there were 87 cures. Seventy-five per cent of the latter 
128 patients developed var^'ing sequelae, either mini¬ 
mal or w'ith unexpected functional recover}'. These 
data stress the importance of siuger}' in spontaneous 
cerebral hemorrhage, the treatment of which should 
be based on elimination of the hemorrhagic focus. This 
should be done as early as possible, before signs of 
severe involvement of the cerebral trunk appear. Time 
should not be wasted on nonsurgical treatment; post¬ 
ponement of the operation is no longer justifiable. Age 
and arterial hypertension are not contraindications; 
however, severe azotemic nephritis or diabetic acidosis 
worsen the prognosis. The indication for operation is 
based on clinical and electroencephalographic exami¬ 
nation and on arteriography and ventriculography as 
well. The operation is not serious in itself and consists 
in removing the clots and cerebral pulp through a nar¬ 
row incision. The elimination of chronic azotemia and 
diabetes, along with the decrease of postponement of 
surgery, raises the hope that in the future there w'ill 
be an increased rate of success or at least a decrease 
in mortality. 

Valvular Pulmonary Stenosis with Intact Ventricular 
Sephun: Glinical and Physiologic Response to Open 
Valvuloplasty. S. G. Blount Jr., J. van Elk, O. J. Bal- 
chum and H. Swan. Circulation 15:814-826 Qune) 1957 
[New York]. 

Thirty-eight patients with congenital vah'ular pul¬ 
monary' stenosis were operated on w'ith the aid of 
hypothermia and circulatory occlusion. The approach 
to the valve was transarterial, permitting plastic repair 
of the stenotic pulmonary valve wth unimpaired 
^rision and a dry' operative field. Clinical and physi¬ 
ological studies were carried out before and after the 
operation in 25 of the 38 patients, 14 female and 11 
male, between the ages of 1% and 33 years. Of the 25 
patients, 15 had an intact atrial septum and 10 had an 
associated functional or anatomic atrial defect. The 
first 3 patients were foUowed up for 3 to 3% years, 
while the other 22 \vere followed up for from a few 
months to 3 years. Two of the 38 patients operated on 
died postoperatively; one, a 7-month-old infant, died 
suddenly and une.xpectedly 12 hours after the opera¬ 
tion, and autopsy was not permitted; the other, a 
10-year-old boy, died 5 hours after the operation of a 
bleeding diathesis. This operative mortality of 5% 
compares favorably wth that in patients operated on 
by the blind transx'entricular approach. 



ISS 


MEDICAL LITERATURE ABSTRACTS 


The lesuhs oblaincc! in Ihc 25 patients were con- 
sidcicd superior to tliosc olitained in patients operated 
on l)y tiansvcnlricular approach. Only a minimal 
amount of actual ^'ah'e substance was removed in the 
fiist o patients, and no \'alve tissue was excised in the 
last 35 patients. Auscultatory c\'ideuce of insitfRcicncv 
of the pulmonary valve was occasional!)' noted. In the 
fiist 3 i^atients who ha'i'c been followed for a period 
of S’A years there has been no clinical nor j)hvsiologi- 
cal c\'idencc that this minimal degree of jmhnonary 
insufficicnc)’ is significant. The systolic pre.ssurc gra¬ 
dient between the right ventricle and the pulmonary 
artery was completely abolished in 17 of the 25 pa¬ 
tients. A residual pressure gradient of more than 20 
mm. Hg was present in the remaining 8 patients. The 
possibility e.vists that some valve cups, being fibrosed, 
were sufficiently rigid to obstruct blood flow in these 
patients, although adequate incisions had been made. 
Another e.vplanation would be that an infundibular 
stenosis was present lower in the ventricle, although 
no evidence of it was found on e.vploration of the sub¬ 
valvular area with the finger or with an instrument at 
the time of operation. The postoperative pressure trac¬ 
ings in 2 patients supported an additional explanation, 
namely, that obstruction to blood flow by the struc¬ 
tures of a Inpcrtrophicd outflow tract of the right 
ventricle, resulting from the valvular stenosis, may be 
the cause of a residual gradient in some patients. 

Slight to moderate pulmonary hypertension was 
obsen'ed postoperatively in 6 patients, although the 
pulmonary artery pressures were normal preoperative- 
ly. A definite e.vplanation for this postoperative phe¬ 
nomenon must await further investigation. 

Considerations on 200 Commissurotomies for Mitral 
Stenosis. G. CeccarelU and C. A. Carlon. Minerva car- 
dioangiol. 5:55-60 (March) (In Italian) 1957 [Turin, 
Italy], 

The authors report on the results obtained in 200 
patients subjected to mitral commissurotomy. Sevent)'- 
nine j)atients were male and 121 female. The lesion 
does not occur more frequently in women than in men. 
The larger number of women is due to tlie fact that 
it is easier to convince women regarding the necessity 
for and the benefit of operation. Four patients were 
below 9 years of age, 31 were 10 to 19 years old, 74 
were 20 to 29, 53 were 30 to 39, 38 were 40 to 49, and 
10 were 50 to 59. Stenosis was caused by rheumatic 
fever in 72 paHents, by local infection in 43, by articu¬ 
lar rheumatism and local infection in 49, by chorea in 
12, and by an unknown cause in the remaining 24. 
Sixtv patients had a good heart action, presenting a 
normal rhvthm and no myocardial lesions; (9 a 
fair heart'action, with arrhythmia and a mild myo¬ 
carditis; 69 had fibrillation and myocarditis. Seventy- 
four patients had a pure stenosis with fibrotic valvular 
(•dues- 64 had stenosis combined with mild insutti- 
cienev and fibrotic valvular edges; 43 had stenosis 
comb'ined with insufficiency and hard valvular edges, 
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which m some patients were calcified- 
a prevalent insufficiency. The patients wf -- 
heart, tachycardia, arrhythmia, or fibrillafe. 
treated with procainamide, digitalis, andquinit 
some time before they were subjected to the or.' 

A knife was used in 20% of the patients, 4, 
others were subjected to a commissurolysis w? 
finger. The lieart was reached through an incif 
the 4th left intercostal space. Very good lesoitit 
obtained in 87 patients. Sixty-five patients dn/ 
postoiierative insufficiency; 44 patients devd 
stenosis and insufficiency; 4 paHents died. Onep. 
died at the beginning of the anesthesia and r 
after the opening of the thoracic cavity. The ope 
is contraindicated while the disease causing fe 
nosis is still active and when roentgenologic ev 
tion demonstrates massive calcification. 

Treatment of Stone in the Common Bile Duct.] 
ford. Brit. M. J. 1:1202-1205 (May 25) 1957 [Loi 

A vertical, supraduodenal choledochoduodenc 
was performed on 12 men and 19 women betwe 
ages of 46 and 87 years with obstruction of th 
mon bile duct by stone or by biliary mud. Th 
was dilated in all 21 patients, and in most of i 
was thickened and rigid. Sixteen of the patiei 
had 1 or more previous operaHons on the bilia 
tern, but 5 patients had not been operated c 
viousl)'. One patient died of a massive puli 
embolus on the 4th day after the operation, 
other patients recovered, although their avera 
was 66 )'ears. Three of them died 15, 4, and S 
respectively, after the operation, apparently of 
Hons unassociated with it. There were no parti 
complicaHons in tlie postoperative period. In no 
the patients was there any apparent leakage a 
anastomosis. The freedom from symptoms 
prising; none of the paHents had jaundice or' 
Air was seen postoperatively in a large part ( 
biliary passages of several paHents. A barium me; 
seen to go into the ducts for a considerable dis 
but it soon came out. In one of the patients the 1 
tract was outlined by air in the postoperaHve 
genogram taken after a barium meal in the 
position. As soon as the patient was placed i 
supine position, the barium refluxed up the bile 
which appeared rather dilated. It might be adn 
to let the patients who have had a choledom 
denostomy not to lie down after a meal until suls 
Hme has elapsed to allow the stomach to empty 

A vertical, supraduodenal choledochoduodenfo 
is an operation which gives good results, with fre^ 
from symptoms afterwards. It is very valuable^ 
tients who have recurrent stones or biliary mu 
thickened, dilated common bile duct when p 
operations have been done. 
dochoduodenostomy is also t ^ 

any patient in whom the duct, in 
dilated from obstruction by stones, is 
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from chronic inflammation, e\'en though no pre- 
-; operation has been done. This operation is not 
;ed wlien the duct appears healthy, even though 
. ntains stones. 

■macological As}’stole in the Siu-gery of the 
-inguinated Heart: Experimental Research in Hy- 
,ermia. P. Goffrini, E. Zanella, E. Botti and A. 
..cchia. Chir. e pat. sper. 5:209-2-3.3 (March) 1957 
Italian) [Milan, Italy]. 

rug-induced as\'stoIe during operation on the e.v- 
'uinated heart was studied in 12 dogs weighing 
o 20 kg. each. Some dogs received an injection into 
bulb of the aorta of 1 cc. of 5% potassium chloride 
kilogram of bod)' weight. The bod)' temperature 
he dogs was reduced to 25 to 28 C. The injection 
sed arrest of the heart for a period of 6 to 12 
lutes. Fibrillation, which could not be checked by 
of the usual procedures, began as soon as the 
■ulation in the heart was restored. A second group 
animals were gi\'en injections of 25 to -35 mg. per 
)gram of body weight of potassium chloride. Con- 
:;tions of the heart were not arrested, and fibrilla- 
a developed immediatel)'. A tliird group of dogs 
eived the drug associated arith ph)'sical maneu\'ers 
reanimation. All dogs died because of an eventual 
est of the heart after a period of irreversible ven- 
:ular fibrillation. 

t second study was made in 17 dogs operated on 
3er general anesthesia Nrith barbiturates. Tire body 
iperature of tlie animals was reduced to 22 to 29 C. 
e dogs were gi\'en an injection into the bulb of the 
ta of 10 mg. per kilogram of bod)' weight of acetyl- 
orine. Asystole was maintained for a period of 
m 8 to 20 minutes. Cardiac systole could be restored 
thoiit any complications. Asystole was obtained 
thout marked depolarization. The authors think 
It aceh’lcholine prevents damage to the myocardium 
lich might result from biochemical and physical 
mage caused by ischemia, 

ccessful Treatment by Nephrectomy of H)'perten- 
n Resulting from Aorticorenal Embolus. P. W. 
>ne, J. B. McNally, J. W. Lord and others. New 
gland J. Med. 256:1076-1079 (June 6) 1957 [Boston]. 

In several well-documented cases of h)'pertension, 
stniction of the renal artery has been chronic due 
arteriosclerosis or thrombosis in the renal arter)' or 
the aorta adjacent to renal arterial orifices. Primary' 
atment is nephrectomy, resulting in prompt re- 
ssion of hypertensive S)'mptoms, aldiough equivocal 
ailts have been obtained after thromboendoarterec- 
ny of the aorta wth curettage of the renal artery 
bilateral arterial homografting of the renal arteries, 
e patient obsen-ed presented sy'mptoms of hy'per- 
ision and nonfunction of the left kidney 10 days 
er resection of a tlirombosed abdominal aorta. Hy'- 
rtension was supposed!)' due to embolization of a 


fragment of thrombus from the aorta into the artery' 
coincidental to curettage of the abdominal aorta at the 
level of the renal artery' orifices. An alternate sugges¬ 
tion is that occlusion of the same artery' is due to the 
occurrence of a complete thrombosis in the already 
partially occluded left renal artery' resulting from the 
20-minute period of aortic occlusion pro-ximal to the 
renal arteries. Hy'pertension was reduced immediately' 
follou'ing nephrectomy' and remained within normal 
ranges for 17 months commensurate wth functional 
improvement of the remaining kidney. 

Comparison of Side-effects After Partial Gastrectomy' 
and Vagotomy and Gastro-enterostomy'. H. T. Co.x. 
Brit. M. J. 1:1211-1214 (May 25) 1957 [London]. 

The side-effects in 100 patients who have had partial 
gastrectomy' for duodenal or anastomotic ulcer were 
compared wth the side-effects in 100 patients Awth 
duodenal ulcer treated by' s'agotomy and posterior 
gastroenterostomy'. Each ty'pe of operation was carried 
out in comparable and unselected cases. Of the 100 
patients subjected to partial gastrectomy. 8-3 had duo¬ 
denal ulcer and 17 had anastomotic ulcer after 
posterior gastroenterostomy' or pyloroplasty'. The aver¬ 
age time between the date of operation and that of 
the follow-up examination was 4 years and 5 months. 
No regurgitation or negligible regurgitation occurred 
in 95 patients. Fifty'-five patients were able to take a 
normal-sized mixed meal, and 45 were not able to do 
so. Thirty-five patients, 6 of the group of 55 and 29 of 
the group of 45, were deprived by partial gastrectomy 
of their ability to take a dessert. Dumping, i. e.. attacks 
consisting of vertigo, weakness, palpitation, and sweat¬ 
ing, occurred in 19 patients, and in 13 of these dump¬ 
ing was directly induced by milk, milk puddings, fatty' 
foods, eggs, chocolates, and pastries. In 3 of these 
patients, dumping was, in addition, produced by' a 
large meal. 

The average time of postoperative follow-up in the 
100 patients subjected to routine abdominal vagotomy 
and posterior gastroenterostomy wth the stoma in the 
py'loric antrum was 2 years and 9 months; 92 did not 
have regurgitation or had only negligible regurgita¬ 
tion. Se%'ent)'-seven patients were able to take a 
normal-sized nu.ved meal and 23 were not. Nine pa¬ 
tients, 1 of the group of 77 and 8 of the group of 23, 
were deprived by vagotomy and gastroenterostomy' 
of their ability' to take a dessert. Dumping occurred in 
12 patients, and in 6 of these dumping attacks bore a 
definite relation to meals, 2 hax'ing dumping after hot 
milk, 1 after “horlicks,” 1 slightly' after fatty' foods, 
and 1 after the midday meal irrespective of its nature; 
1 had 2 attacks a month, usually after breakfast. Selec¬ 
tive impairment of digestion after partial gastrectomy 
occurred in 30 who were not able to take milk, in 30 
not able to take milk puddings, in 25 not able to take 
fatty' foods, and in 20 not able to take eggs. Selective 
impairment of digestion after a vagotomy' and a pos¬ 
terior gastroenterostomy occurred in 7 who were not 
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pudcKngs, wilo weT^norablc^ respiration is initiated late 

and in 14 who were not able to take eggs. 
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Thcic is no materia] difFerence in tlie incidence of 
biliai}’ icgnigitation after a partial gastrectomy and 
tliat after a vagotomy and a gastroenterostomy; the 
incidence of dumping is less after vagotomy and’gas- 
troenlcroslomy. T he outstanding advantage of vagot¬ 
omy and gastroenterostomy over partial gash-ectoiny 
is in the nutrition of the patient; more patients take a 
normal-sized meal, more patients take a dessert, and 
fewer patients suffer from a selective impairment of 
digestion-and the difference in all 3 points is sub¬ 
stantial. 


NEUROLOGY 6c PSYCHIATRY 

Acid-Base Balance of Patients in the Respirator Be¬ 
cause of Respiratoiy Paralysis Due to Poliomyelitis. 
W. Droesc. H. Stollcv and H. Cailloud. German M. 
Month. 2:132-156 (May) 1957 (In English) [Stuttgart. 
Germany]. 

The acid-lja.se and water metabolism were measured 
in 5 patients with poliomyelitis with a purely spinal 
respiratory paralysis v'ithout severe complications, 
who were placed in a respirator. Fluid balance and 
blood carbon dioxide, oxygen, chloride, sodium, po¬ 
tassium, alkali reserve, and pH were determined. An 
ionogram was constructed from these data in each 
case. Ventilation and various measures of treatment 
were adjusted accordingly. In the first patient, a 21- 
year-old man, electrolyte and oxygen values illustrated 
the response in acid-base metabolism during the initial 
period when the patient was placed in the respirator. 
The electrolyte pattern in the second and third pa¬ 
tients, a 36-year-old man and a 27-year-old woman, 
served as examples of the response of the acid-base 
balance during the maintenance period of artificial 
respiration. The last 2 patients, a 14-year-old boy and 
a 24-year-old man, illustrated the problems connected 
with the "withdrawal” period when they were taken 
out and kept outside the respirator. 

The observations in these patients indicated that 
electrolyte and water balance in respiratory paralysis 
caused by poliomyelitis are affected even if there arc 
Tio complications. In the initial period of artificial res¬ 
piration the patient passes from respiratory acidosis to 
metabolic alkalosis. Any respiratory acidosis requires 
an increase of blood bicarbonate for restoration of 
acid-base balaircc. The increase of blood bicarbonate 
in respiratory acidosis is physiologically due to a de¬ 
crease of chlorides and organic acids. Respiratory 
acidosis in the initial perod of artificial respiration 
differs from the physiological reaction by 
ureater decrease of plasma chlorides than would cor¬ 
respond with the increase of bicarbonate. This hypo- 
chloremia runs parallel to a minimal elimination o 
chlorides in the urine. Depletion of chlorides occurs 


The loss of chlorides results from in^ed V 
hon of urinary chlorides before the initiation oh 
cial ventilation and coexisting respiratory acidoA 
addition, it is due to a more or less severe dir 
associated with inadequate food intake; as tliei 
ton concenti-ation in the blood remains nomn! 
anion deficit due to the decrease of chlorides mii* 
leveled off by the body through an increase in fte; 
radicle. During the maintenance period of artii 
respiration the patients are usually hyperventili' 
Not all difficulties are overcome by ai'oiding ch 
respiratory alkalosis and maintaining adequate \t 
lation. Febrile illness, myocarditis, and pulnici 
disease lead to an increase of carbon dioxide tea 
in the blood; in tliis way, without changing th,* 
and depth of respirator action, respiratory acidosis 
develop. This danger becomes greater the longer 
the more pronounced the lowering of bicarhonates 
respiratory alkalosis. A frequent error during their 
drawal period is to allow repeatedly die freqi 
alternation from respiratory alkalosis to acidosis, \ii 
is due to inadequate autoventilation of a patient,? 
h)q>erventi]ated in the respirator, is forced to dep 
too much on his own respiratory effort in the inten 
ing period outside the respirator. A character; 
metabolic disturbance may then develop into a t 
comitant metabolic and respiratory acidosis. 

Deviations from normal ventilation are unavoidi 
in patients with bulbar poliomyelitis when the)’ 
first artificially ventilated in die respirator, diir 
maintenance of aidificial ventilation, and when ht 
weaned from it. A large number of clinical sjuaptc 
is caused by a disturbed water or electrolyte balj: 
It is urged that, in addition to the customary coti' 
of clinical and respiratory features, acid-base i 
water balance be regularly determined. 

Recent Observations on Temporal Arteritis (willd 
sideration of the Literature Since 1949 and 2.' 
Observations). K. Panter. Deutsche Ztschr. Nen 
176:219-232 (No. 2) 1957 (In German) [Berlin]. 

Temporal aiteritis occurs in persons of advar 
age, showing a steep rise in incidence in person^ 
tween the ages of 55 and 60 and a peak around 
70th year of life. Histological studies on the o'‘ 
vascular system, as well as biopsies from various' 
cular regions, revealed temporal arteiitis to ’ 
systemic rather than a localized vascular disease. < 
arteritic process originally involves the tunica 
and for this reason it has been identified anatom-, 
as mesarteriitis granulomatosa gigantoceiluians^ ' 
classic clinical concept of temporal arteritis c u ‘ ' 
ized bv pulseless, hardened, tortuous, and e.\ 
painful temporal arteries accompanied by 
erythrocyte sedimentation rate ^ 

side cachexia has been greatly 
involvement o( other vascuta ''S'™ ^ , 1 ,. 

nized. These patients may hax^e gangren 
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emities and meningitic sjTnptoms, and some may 
, ecome blind without apparent involvement of the 
jmporal arteries. Involvement of the eyes is the most 
•equent complication of temporal arteritis; it occurs 
1 from .30 to 50% of the patients. 

The first of the 2 patients udth temporal arteritis 
/hose histories are described had miotic pupils and 
itosis of the left upper eyelid and, after about a year, 
eveloped an irreversible amaurosis and total atrophy 
f tlie optic nerv'e. The persistence of pain in the nech 
nd in the heart together vdth the accelerated erj^- 
oc\i:e sedimentation rate suggested tliat the occipital 
jid coronary, arteries were_im’olved im the_arteritic 
process. The second patient first presented signs of a 
•}Tnptomatic depression, and after that the arteritic 
process in the temporal arteries became e\adent. In 
"he course of the further deterioration the patient had 
i severe hepatitis witli retarded convalescence. Psy- 
:hological and neurological manifestations should 
dways be thoroughly investigated, because these may 
re brought on by seniliU' and cerebral sclerosis. The 
irteritic process probably often involves the cerebral 
.arteries. The morphology and tlie development of 
temporal arteritis is decisively influenced by arteri- 
'asclerosis. On the basis of the most recent observations 
temporal arteritis belongs to the group of rheumatic or 
' pararheumatic disorders. This concept is further cor¬ 
roborated by the striking therapeutic results obtained 
with corticoh'opin and cortisone. 

■Epidemiology of Poliomyelitis: Investigations in the 
Population of Basel and in Some Military Units of 
Savitzerland. E. Berger, J. Marti and B. von Desch- 
•wanden. Schweiz, med. Wchnschr. 87:589-593 (May 
18) 1957 (In German) [Basel, Switzerland]. 

Epidemiologic and serologic investigations and the 
demonstration of neutralizing virus antibodies were 
carried out in the Canton of Basel and in several mili- 
„tar)' units. The spread of poliomyelitis in Basel is 
j limited and slow. This is partly due to the relatively 
\high standard of living in the population, with a cor- 
; respondingly high degree of sanitation. A more fre- 
^ quent occurrence of \nrus neutralizing antibodies was 
found in families in whose living quarters bathing 

- facilities were not present. All 3 tjqies of pohomyehtis 
'\irus were completely absent in 2.3.5% of the age 
group 10 to 11, and only 17.6% possessed antibodies 
■against all 3 tj'pes. Poliomyelitis \drus type 1 was 
' found tlie most common infectious agent of polio- 
' myelitis in the age groups 0 to 2, 5 to 6, and 19 to 24. 

- The smaller distribution of virus tjqies 2 and 3 might 
I be of subsequent epidemiologic significance. The liigh 

contagiousness of the poliomyelitis virus observed in 
' the younger age groups and demonstrated by the 
. complement-fi.\ation test was also found in military 
units, in which a case of poliomyelitis occurred. The 
frequency of clinical compared wth inapparent infec¬ 
tion was very low, despite the high contagiousness of 
this disease. Half of the persons in the military units. 


consisting of 28, 105, and 280 men, respectively, were 
recently infected by poliomyelitis nttus, but only 3 
clinical cases occurred. Only 15% of 475 persons ^^’ifh- 
out any demonstrable contact in Basel city were re¬ 
cently infected, thus indicating the low inde.v of 
contagiousness and the easy transmission of the polio¬ 
myelitis virus in the population of a city. The inde.x of 
contagiousness of poliomyelitis for the year 1956 in 
Basel was 1:190 to 1:290. 

GYNECOLOGY & OBSTETRICS 

Cortisone and Specific Antibiotics for Resistant Pehdc 
Infections. A. Hurtig. Am. J. Obst. &: G}'nec. 73:118.3- 
1186 (June) 1957 [St. Louis]. 

Forty-five selected female patients wdth resistant 
pelvic inflammation were given combined treatment 
wadi anti-inflammatory adrenal cortical steroids and 
proved specific antibiotics. Twenty patients \%dth re¬ 
sistant gonorrheal cervicitis and recurrent salpingitis 
were completely cured. Ten of these were followed up 
for from over 3 to 6 years. In this group there were 5 
pregnancies, 1 of which, however, was ectopic. Some 
of these patients had been ill for 1 year or 2; relief of 
pain in aU was complete. The so-called chronic cer\'i- 
cih’s, which is really a subacute lesion, cleared com¬ 
pletely in all these patients. E.xceUent results were 
obtained in patients with chronic endocervicitis. MTien 
deformity, tear, h>'pertrophy, or Nabothian cyst or scar 
formation had occurred, temporar>' remissions only 
could be obtained. Twenty patients with postpartum, 
postabortal, or postcauterization pelvic cellulitis, wnth 
or without tubo-ovarian abscess, all had complete re¬ 
mission. The amount of residual damage by scar de¬ 
pended directly on the duration of the disease before 
combined treatment. Five patients vdth generalized 
peritonitis with intestinal obstruction were successfully 
treated. There were no deaths. Complications of 
steroid therapy occurred in many patients but sub¬ 
sided as the dosage was decreased. 

The combined use of cortisone and proved specific 
antibiotics will hasten ciure in patients with resistant 
pehic infections. The earlier this combined treatment 
is practiced, the less vdll be the final total tissue dam¬ 
age. The more acute the lesion, as indicated by cer\acal 
discharge, tender granulation tissue, fever, leukocyto¬ 
sis, and elevated sedimentation time, the more imme¬ 
diate and permanent are the benefits of such treatment. 
The lesions vuU not recur if therapy is adequate and 
is practiced early enough. The combined treatment is 
the method of choice for resistant gonorrheal lesions 
and early tubo-ovarian abscess after pehic cellulitis. 
Accessible abscesses should always be treated by early, 
adequate smrgical drainage. Once scar tissue has been 
laid dovm, the combined treatment is of no value. 
Repetition and confirmation under similar conditions 
by other workers is recommended. Until that time, 
treatment should be considered e.xperimental and used 
only under the most careful supervision. 
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Eiiclomeb io.sis in lljc Vjiginnl Scar Following Hyster¬ 
otomy for Therapeutic Abortion: Report on 100 Cases. 
T. Gottlieb. Acta obst. ct gyncc. scanclinav. 30:194-208 
(No. 2) 1957 (In English) [Stockholm]. 

Tile author reports on 100 women with endometri¬ 
osis in the paginal scar after hysterotomy for thera¬ 
peutic abortion. Tlie endometriosis did not cause 
discomfoi t in 2S patients. Sixty-one of the remaining 
72 patients had dj'smenorrhea, 30 had dysuria. and 32 
had dysparcunia. As a rule these symptoms were not 
noticed until some x'cars after the hysterotomy, and 
only 3 patients felt discomfort in the first year after 
the operation. Vaginal speculum examination did not 
reveal bluish c\sts on the front of the cervix in 58 
patients, but oue or more tender nodes or infilhates 
^^'el•e palpable on the site of tlie scar or in its vicinity 
in these patients. Moderate digital pressure in palpat¬ 
ing this area of infiltration reproduced the abdominal 
pain which had caused consultation witli the gynecolo¬ 
gist. Of 6/ patients who were checked for this symp¬ 
tom, 65 had it. Cystoscopy revealed that the infiltration 
had spread to the urinary bladder in 12 patients. 

Fourteen patients with severe symptoms and wide¬ 
spread lesions were operated on. Ten of these became 
free from symptoms, 2 had recurrences, 1 was operated 
on too recently for evaluation, and 1 died after the 
operation. Twenty-five patients were given local treat¬ 
ment with androgenic hormone in microcrystalline 
suspension; 50 mg. of a proprietary preparation of 
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ahon therapy a diagnosis of ovarian ends* 
was made in 38, a diagnosis of endometriosis 
roc ovagmal septum in 83, and a diagnosis .1*' 
metnosis in different places of the body such as- 
"gilt groin, labium majus, and’ umbilicu 
-b. 1 he diagnosis in 84 patients was confirmed ei*' 
liistologically or by clinical findings. 

Sixty-nine of these 84 patients were subjects 
and objectively free from S)'mptoms or were 
improved after irradiation therapy. Fifteen patir 
were therapeutic failures. The menstrual period- 
appeared after a period of amenorrhea of \ 
length in 55 patients, and a permanent amenorrl 
resulted in 19. In the remaining 10 patients anienonl 
had resulted from a previous hysterectomy before I 
institution of the irradiation tlierapy. Encouragingt 
suits were obtained with direct application of rai. 
to the lesion through die vagina in a few patients w 
endometriosis in the scar after vaginal hysterotoi 
performed for therapeutic abortion. The reported d 
justify' die use of irradiation therapy on a larger sc 
than has liidierto been done in the treatment of 
dents with endometriosis in whom surcical inten 
tion presents difficuldes. 

Succinylclioline Drip in Cesarean Section. P. Kol 
and K. F. Schve. Acta obst. et gymec. scanclinav. 
233-249 (No. 2) 1957 (In Englisli) [Stockholm]. 

The cases of 137 women delivered in 1952 


testosterone propionate was injected monthly into the 
palpable lesion 8 to 10 day's before the menstrual 
period for 3 to 5 inenstual cycles. Eighteen of the 25 
patients became free from symptoms. The most natural 
explanation of endometriosi.s in the scar after hyster- 
otoniv for therapeud’e abortion seems to be the trans¬ 
plantation of groups of cells from the clecidualh' 
transformed endometrium. Although there are many 
women in whom endometriosis in the vaginal scar after 
hysterotomy causes little or no discomfort, endometri¬ 
osis must be regarded as a serious complication to 
which due attention should be paid when considering 
whedier or not to perform therapeutic abortion by 
hysterotomy. 

Tlic Value of Irradiation Tlierapy in the Treatment of 
EndomclTiosis. A. Brosset. Acta obst. et. gynec. 
.scanclinav. 30:209-225 (No. 2) 1957 (In English) [Stock¬ 
holm], 

The hospital records of 101 women with endomedi- 
osis treated by irradiation in the gynecologic depart¬ 
ment of the Radiumhemmel in Stockholm were 
studied. Ninety-seven were treated by conservative 
irradiation and 4 by x-ray sterilization. Conservative 
irradiation Iherapv consisted either of x-ray treatmen 
with small doses of 100 or 150 r delivered to the lesion 
from 2 or more portals and repeated once or severa 
limes or iu appUcaliou of radium directly to the lesion 
through the vagina. 01 the 97 with conservative irracti- 


cesarean section with the aid of pure nitrous o\ 
etlier anesthesia were compared with those of 
women delivered in 1954 by cesarean section wtli 
aid of anesthesia produced by a succiny'lcholine 
(2 per mille in dextrose solution) combined 
nitrous oxide and oxygen in a ratio of 3:1. Comp 
tions during anesthesia such as excitation, cyan 
secretion of mucus, and vomiting ocurred in 46.6 
the patients given etlier anesthesia as compare 
21.1% in those given succiny'lcholine anesthesia. 1 
orrhage, pneumonia, thromboembolism, and infe 
occurred in 46 patients, and hysterectomy' was 
formed in 3 patients after ether anesthesia, a 
incidence of 35.6% of postoperative complicat 
hemorrhage, pneumonia, thromboembolism, and 
fection occurred in 32 patients (19.9%) after succ 
choline anesthesia, and hysterectomy had not lia 
be performed in any of these patients. Serious 1 
asphy'xia occurred iu 8.5% and mild fetal aspb)V 
3.6% as a result of ether anesthesia, while the eo 
sponding figures for succiny'lcholine anesthesia v 
0.77 and 2% respectively. The corrected infant nioi 
ity rate was 0.8% in the group with ether anestft 
against no infant mortality in the group with siicci 


ine anesthesia. . . . 

iccinylcholine drip combined with adnnn 
itrous oxide appeals to be an ideal 
ithesia in women subjected to ‘ j | 
imal working conditions may be proiidec 
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geon by this method, and tlie mother is exposed to 

- linimal strain. Apparently succinylcholine does not 
■ a rule pass into tlie fetus in sufficient amounts to 

■ iduce asphjTcia. Nor is the contractibility of the 
rus obserx'ed to be influenced by the anesthetic. 
' e method produces rapid induction, in about 3 
autes, and the patient is awake at the end of the 

- eration. Succinylcholine may be used as an anes- 
>tic agent in all b^Des of cesarean section, regardless 

" . indications. 

... 'nital Endometriosis and Pregnancy. J. C. Ahumada, 
L. Sardi and L. A. Arrighi. Obstet. ginec. latino- 
. ler. lo:15-26 (Jan.-Feb.) 1957 (In Spanish) [Buenos 
res, Argentina]. 

Pregnancy rarely occms in women witli genital 
.dometriosis. Four hundred sLxU'-five patients wth 
“nital endometriosis were observed during a period 
27 years in a Maternity’ Hospital of Buenos Aires. 

- - -egnancy occurred in 17 patients. Five patients of 
-11 vdth internal uterine endometriosis became preg- 
-int. Pregnancy was intrauterine in 4 and ectopic 

ntramural) in 1. Perforation of the walls occurred in 
of the patients with intrauterine pregnancy as a 
^ ,‘sult of therapeutic curettage. Pregnancy did not 
:cur in any of the 90 patients wdth ovarian or external 
"eritoneal endometriosis. Ectopic tubal pregnancy 
ccurred in 12 of 50 patients wdtli tubal endometriosis. 
In the remaining 103 patients endometriosis was 
—resent in structures rarely involved by this process 
: nd in which pregnancy does not as a rule occur. The 
' uthors make the following conclusions: 1. Internal 
terine endometriosis weakens the uterine walls dur- 

- ig pregnancy, predisposing the uterus to spontaneous 
j (upture or to perforation during therapeutic curettage. 
^ 1. Internal uterine endometriosis may cause dystocia, 
[-it may also cause a severe atony, hemorrhage, and 
,.3-3ther severe complications. 3. Ovarian or external 
^peritoneal endometriosis prevents the occurrence of 
ir/c^regnancy. 4. Tubal endometriosis is a frequent cause 
xpf tubal pregnancy. Endometriosis located in struc- 
,j^(Ures which are rarely involved by this condition pre- 
^ .'ents, as a rule, the occurrence of pregnancy. 
-Regardless of the site of endometriosis, pregnancy 
-elicits a decidual reaction which stimulates the growili 
1 ef tlie endometrial lesions. The reaction subsides when 
,-pregnancy is near full term. It is so marked as to simu¬ 
late in some cases malignant proliferation of local 

' tissue. 

The Nature and Origin of the Mammotrophic Agent 
Present in Human Female Urine. G. Hadfield. Lancet 
1:1058-1061 (May 25) 1957 [London]. 

The urine of normal premenopausal women, when 
injected into weanling males of certain strains of 
albino mice, induces growtli response in their primi- 
. tive mammarj' glands. The urine of 57% of normal 
postmenopausal women also contains this mammo¬ 


trophic agent. The-autlior cites experimental studies 
that suggest, but do not definitely prove, that the 
mammotrophic agent present in female mine is pitui¬ 
tary' prolactin. Preoperative tests were carried out on 
7 patients with metastatic breast cancer in whom 
hy'pophysectomy was under consideration. The mine 
of 3 patients was found to be mammotrophic, and 
hy'pophysectomy in these was followed by regression 
of grow'th in the tumor and its metastases. No regres¬ 
sion followed the operation in the remaining 4 patients, 
whose urine failed to produce a mammary' response in 
intact male weanling mice of a strain knou'n to be 
sensitive both to urinary' mammotrophin and to pro¬ 
lactin. These results suggest that an estimation of the 
mammotrophic potency' of the urine, by' prowding 
information regarding the mammotrophic function of 
the hy'pophysis, might be of assistance in the selection 
of patients wth breast cancer likely' to benefit from 
hy'pophy'sectomy'. Such a test, however, carries serious 
clinical implications, and it would be unjustifiable to 
advocate its use until more is knou'n about the organ 
of origin of the mammotrophin in human urine. The 
investigations reported here were designed to solve 
this problem. 

Experimental e%'idence was produced supporting 
the conclusion that human female urine contains 
pituitary' prolactin at concentrations vary'ing from 0.01 
to 0.25 I. U. per milliliter. It is suggested that an esti¬ 
mation of urinary prolactin may materially' assist in 
the selection of ffiose patients wth metastatic breast 
cancer who are likely to benefit from hypophy'sectomy'. 
It is also suggested that, for the bioassay' of prolactin 
in human urine, potent urinary extracts (which can be 
preserx'ed indefinitely') should be injected into hypo- 
phy'sectomlzed male weanling mice of the Strong AoG 
strain. 


PEDIATRICS 

Aortic Stenosis in Yoimg Persons. E. W. Sprensen and 
A. Tryggeseth. Tidsskr. norske Ifegefor. 77:386-388 
(May 1) 1957 (In Norwegian) [Oslo]. 

Aortic stenosis in y'ounger persons has usually' been 
considered a rheumatic disease, but it is now believed 
that a congenital form e.xists. The disease is marked 
by' a slow stage v'ith few or no subjective sy'mptoms. 
In recent years roentgenologic cardiac-aortic signs 
have been described which strongly support the diag¬ 
nosis. In 6 of 14 children wth congenital pure aortic 
stenosis Kjellberg and his associates found a localized 
distention in the suprabulbar segment of the ascend¬ 
ing aorta, and in aU cases there were increased pulsa¬ 
tions in tlie ascending aorta, especially definite in the 
suprabulbar segment. As the patients grow older, cal¬ 
cifications in the valves are seen roentgenologically'. 
Four cases of aortic stenosis in young persons ad¬ 
mitted to Rogaland Hospital during the last y'ear are 
described. The prognosis is imfavorable in cases of 
grave congenital aortic stenosis which give subjective 
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syinplonis in carl)' childhood. Progressive cardiac 
laihire, bacterial endocarditis, and sudden death may 
super\'ene. Patients witli milder congenital aortic ste¬ 
nosis without symptoms in childhood can reach a higli 
age, even though in most cases there is slow nrocres- 


- . -- progres 

Sion of tile stenosis and now and then a mild degree 
of insufiicienc)'. 

A Study of Acute Respiratory Disease in Infancy. W. 
C. Taylor and C. H. Read. ]. Pcdial. 50:679-689 (lime) 
•1957 (St. Louis]. 

One Jiundrcd infants of ic.ss than 3 years of age 
were studied during 2 6-monlh periods throughout the 
M'inler months of 1953-1954 and 1954-1955. They all 
suffered from respiratory infections sufficiently severe 
to require ho.spitah'zation. Tiic)' were divided into 5 
equal groups: the 1st group was given 0.1 Gm. sulfa¬ 
methazine per pound per day; the 2nd 30,000 I. U. 
dipenicillin G dibenzvlethylene diamine in addition to 
0.1 Gm. of sulfamethazine per pound per day; the 3rd 
10 mg. of chlortetrac.vcline per pound per day; the 4th 
10 mg. of o.vytetracycline per pound per day; and the 
5th 10 mg. of tetracycline per pound per day. No sig¬ 
nificant differences between the 5 groups were ob¬ 
served when failure rate, temperature response, and 
duration of ho.spitalization n'ere compared. Minor toxic 
effects such as diarrhea, vomiting, and skin rashes were 
seen more frequently in the 3rd, 4th, and 5th groups. 
Sulfamethazine and sulfamethazine plus penicillin 
were more effective in iiatients with pneumococcic 
infections than broad-spectrum antibiotics. 

Rheumatic Fever; Prevention of Recurrence with Peni- 
’llin Given Orally. B. Dowd and H. Walsh. M. J. 
.Australia 1:598-602 (Ma)' 4) 1957 [Sydney, Australia]. 

Penicillin G was gi^'en continuously by mouth for an 
average period of 22 months to 46 boys and 40 girls 
with rheumatic fe^'er. Of the 86 children, 68 had had 
1 attack of rheumatic fever, 12 had had 2 attacks, 5 
had had 3 attacks, and 1 had had 1 attack when they 
first received penicillin. One tablet consisting of 100,- 
000 units of crystalline penicillin G with 135 mg. of 
cane sugar was given 3 times daily half an houi befoie 
a meal. A control group of 166 children with rheumatic 
fever did not receive penicillin by mouth, but some of 
them were given 0.5 Gm. of sulfadiazine twice a day 
for varying periods after their 1st, 2nd, 3rd, or 4th 
attack. Comparison of the 2 groups showed a sig¬ 
nificant reduction of the recurrence rate m the peni¬ 
cillin group. No side-effects were observed. No infec¬ 
tion was caused by penicillin-resist-ant organisms. It 
was not possible to assess the value of pemcilhn m the 
prevention of cardiac damage m the rheumatic chi - 
dren. Prophylactic treatment against streptococcic ii - 
fcelion should be given to all children with rheumabc 
fever or solitary chorea to prevent recurrence Pmph)- 
laxis .should he continued throughout childhood and 
adolescence and probably for longei. 


J.A.M.A., Sepl. 14^ i; 

Corticotropin (ACTH) Therapy of Nephroll. L 
drome m Children: I. Clinical Results and Effect 
Proteinuria in 106 Instances. F. U. Mateer F 
W epnd, L. Greenman and others. A. M A l V 
Child. 93:591-603 (June) 1957 [Chicago]. ' 

Seventy-two children, 45 boys and 27 girls wiftf 
nephrotic syndrome, 60 of whom had d’epecd- 
edema or anasarca, were given 106 courses of (te- 
ment witli corticotropin (ACTH). Patients withlnu- 
tension, azotemia, and morphologic elements werer 
excluded. Corticotropin in amounts of WO rag, a: 
occasionally 200 mg. in divided doses was given 
for 4 weeks, usually without interruption, and d 
patients were maintained on diets containing 2 (o 
mEq. of sodium and 150 mEq. of potassium anclwf] 
given penicillin or other antibiotics propli)']actica!l 
supplementary iron, and vitamins. A remission resiife 
in 57 of the 68 children who are still living. The9wl 
failed to respond at least once included 3 piii.': 
with chronic azotemia. Forty-eight patients were fi 
lou'ed up for 1 year or longer, and 30 of tliese \v( 
followed up for- 2 to 7 years. 

Within this period there have been 4 deaths, nc 
of whicli occurred during corticotropin tlierapy: 
patient died with terminal uremia, in 2 others bn 
chopneumonia was present at death together « 
moderate azotemia and endocardial sclerosis in 
death resulted from septicemia caused by .Microcoo 
(Staphylococcus) pyogenes var. aui-eus and assoui 
with purpura in the 4tb. Twenty patients had 1 
more recurrences after an initial satisfactory respo: 
and 18 were again well after r-etreatment. Of the 
living cliildren 50 are known to he entirely u'ell al 
1 or more courses of treatment and 7 others were 
tirely well Avhen last seen, but follow-up within 
past 6 montlrs to 1 )'’ear was not possible. Serious a 
plications of corticotropin therapy included infectv 
personality change, and transient steroid diabe 
Systolic and diastolic hypertension usually apper 
during treaPnent and may well have been a deci 
factor in the occurrence of convulsions in 6 patie 
The mortality figures to date suggest that ther 
modification of the underlying course of the dist 
in addition to control of the symptoms and signs,} 
vided one keeps in mind the custom in many sk 
collected from the literature of excluding “nepliril 
patients. Only adequate follow-up will detemi 
however, whether chronic nephritis may still i 
velop in patients whose nephrotic syndrome resob 

Corticotropin (ACTH) Therapy of Nepliiotic Sy* 
in Children! II. Liiboratorj' Finding m 100 M™ 
T. S. Danorvski, F. A. Weigand, L. Gr«ntnan a 
oihers. A. M. A. J. Dis. Child. 93:60MW 
[Chicago]. 

The authors report alterations 
elements of the blood, in serum 
and in urinary 


and blood soiuff 

uic uiuuva, ... - 17 i-ptosleroit 

cy reducing substances and- 
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.)re, during, and after 106 courses of corticotropin 
apy in 72 children with the nephrotic syuidrome 
ise clinical results have been described in the pre- 
.jig paper. The leukocj^e count in peripheral blood 
to an average of 12,000 to 13,000 per cubic milli- 
er during the 2nd, 3rd, and 4th weeks of therapy, 
ohing values as high as 28,000 without erident in¬ 
ion; during this same period the average per- 
tage of pohnnorphonuclear ceUs increased to 72 
n a pretreatment range of 56, vdth indi^^dual 
jes as high as 96%; the metamyelocytes increased 
number while the Ijonphccj^es fell. Pretherapy 
ues were attained within 1 w’eek of the termination 
corticotropin administration. About 25% of the pre- 
atment w'hole blood nonprotein nitrogen concen- 
tions w'ere above 40 mg. per 100 cc., pointing to 
presence of a moderate degree of renal failure. By 
■ third w'eek of therapy all values had decreased to 
b thaw 5Q vQg. par lOQ ca. daspita tha iwaraasad witio- 
a load w'hich accompanies corticotropin administra- 
n. After completion of tlie course only scattered 
;ht elevations of the nonprotein nitrogen level were 
:orded. 

The fasting blood sugar levels increased during 
:rapy and decreased to the pretreatment values at 
: completion of the course. Concentrations above 
i mg. per 100 cc. w'ere recorded in only 2 patients. 
1 of these the blood sugar level of 370 mg. per 100 
and the presence of persistent glucosuria without 
tonuria during tlie 4th w'eek of treatment pointed 
the presence of steroid diabetes, which disappeared 
completion of the course of corticotropin. The ex- 
;tion of unidentified reducing substances in urine 
creased during therapy. Hj'poalbuminemia present 
var 3 'ing degree in most but not all of the patients 
is gradually replaced by normal serum albumin 
lues beginning during the second week of treatment; 
casional patients also show’ed marked lowering of 
e serum globulin values wdiich disappeared during 
^rticotropin administration. Hypercholesterolemia 
.as present in most patients; though the elevations of 
.lolesterol concentrations w'ere almost always associ- 
'.ed with hj’poalbuminemia, the reverse was not true, 
tetherapy decreases in serum total carbon dioxide 
ontent and rises in serum potassium level could not 
Iwaj's be related to renal failure as reflected by azo- 
•imia; during corticotropin treatment, the serum po- 
issium and chloride levels fell w^hile the serum total 
arbon dioxide content rose. This pattern of hj'po- 
otassemia-hypochloremia-alkalosis occurred despite 
larked restriction of sodium intake. 

The tendency to pretherapj' hj^onatremia w’as not 
hvaj’s associated with hj^percholesterolemia, pointing 
0 the existence of hjpo-osmolarit}', undue w'ater re- 
ention, or a new’ steady state as tlie probable causa- 
ion. Though precorticotropin h)'pocalcemia disap- 
leared during treatment as the serum albumin level 
use, the serum calcium levels w’ere not ahvaj's low’ in 
latients witli h)’poalbuminemia. This suggests binding 
ly globulins or alteration in the phj'sical properties 


of albumin resulting in their precipitation as glob¬ 
ulins. Corticotropin produced a low’ering of serum 
inorganic phosphorus levels which disappeared at com¬ 
pletion of therapy. Though the excretion of 17-keto- 
steroids usually rose, equally good clinical responses 
to corticotropin were obserx’ed in patients w’ho did 
not show’ this change. 

UROLOGY 

The Use of Radioactive Gold Grains in the Treatment 
of Bladder Growths. J. G. Y’ates-Bell and C. Q. Hen- 
riques. Brit. J. Urol. 29:97-111 (June) 1957 [Edinbirrgh]. 

The majority’ of bladder tumors are radiosensitive, 
and the best results are obtained in cases in w’hich 
some form of irradiation is used as an adjunct to sur- 
ger>’. At Kings College Hospital total cystectom}’ is 
reserved for severe paprUomatosis, for extensive car¬ 
cinomas in situations w’here irradiation might result 
in fistula formation, and as a palliative in cases of 
persistent hemorrhage or pain. Partial cj’stectomx' 
gives such bad results that it has ordinarily no place 
in the treatment of bladder tumors. The improvement 
in transurethral technique has led to the removal of 
small malignant grow’ths by endoscopic resection, but 
for the larger neoplasms resection by the suprapubic 
route remains the operation of choice. Such resections 
should, w’henever possible, be accompanied by in¬ 
terstitial radiotherapy. The development of numerous 
radioactive isotopes in recent years has led to the 
adoption of other sources of interstitial irradiation. In 
1951 a repeater gun w’as introduced w’hose object w’as 
to implant small radioactive sources into body tissues 
w'ith precision. Radioactive gold grains implanted w’itli 
this gun are now' being used for all interstitial irradia¬ 
tion of bladder tumors at this hospital, and a method 
has been derised w'hereb}' tlie grains maj’ be im¬ 
planted by suprapubic puncture or by transurethral 
and per vaginal puncture. Thus interstitial irradiation 
can be provided for the smaller bladder neoplasms. 
The isotope used is Au '®®, and tlie grains, which are 
cylindrical in shape, measure appro.ximateh’ 0.5 mm. 
diameter by 2 mm. in lengtli and are screened w'ith 
0.1 mm. Pt. The specific activity of each grain at the 
time of implantation is 4.5 me., and the isotope half- 
life is 2.7 days. The dose given to the tumor should be 
between 6,000 and 7,500 r. The gold grains are acti¬ 
vated in the atomic pile. 

All grow'ths should be resected by diathermy be¬ 
fore gold grains are implanted, the aim being to leave 
a tumor base not more than 1 cm. thick. Three dif¬ 
ferent methods of implanting the grains w’ere used: 
insertion by suprapubic puncture in 12 patients; per 
urethram and per vaginam in 7 W’omen, 5 of w'hom 
had advanced grow'ths; and by suprapubic cj’Stotomy 
in 31 patients. Suprapubic cx’stotomj' should still be 
used for the larger grow’ths, but the smaller ones may 
be treated by suprapubic punctiue in the male and 
transurethral and per vaginal implant in the female. 
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or not, and relief may often be provided for hopeless 
cases. The object is not to replace open operation by 
closed methods but to widen the field of interstitial 
radiotherapy to include the small early growths at one 
end and the larger inoperable growths at the other, 
aiming in the first case at a cure and in the second at 
palliation. ^ 

c* 

/• 

Renal Artery Aneurysm: Report of 12 Cases, Two 
Treated By Excision of the Aneurysm and Repair of 
Renal Artery. E. F. Poutasse. J. Urol. 77:697-708 fMay) 
1957 [Baltimore]. 

Renal artery aneurysm is probably more common 
than autopsy or clinical reports indicate. Findings on 
12 additional patients, observed since 1952, are pre¬ 
sented. Aortography now {provides the urologist witli 
an accurate means of diagnosis of renal artery 
aneurysm and, with modern techniques of arterial 
surgery, many cases will be recognized and treated 
successfully. Seven of the 12 patients reported had a 
saccular aneurysm (one had multiple saccular micro- 
ancurysms associated with partial stenosis of the renal 
artery), 3 had poststenotic or jet aneurysms in asso¬ 
ciation with hypertension, 1 had a fusiform aneurysm 
in association with a hypernephroma, and 1 had a 
large arteriovenous aneurysm. Aortography is a valu¬ 
able means of establishing the diagnosis of aneurysm 
and of differentiating calcified arteriosclerotic plaques 
within the wall of the renal artery. Aortography has 
also proved of value in the demonstration of unusual 
noncalcified types of renal artery aneurysm in hj^per- 
tensive patients. E.vcision of the aneurysm and repair 
of the renal artery were performed in 2 of the patients 
having congenital saccular aneurysm; postoperatively, 
normal renal function was demonstrated in each. It 
is believed that large, s^miptomatic aneurysms, espe- 
ciallv in hypertensive patients, should be ti'eated by 
excision or nephrectomy, whether calcified or not. 
Small, asymptomatic, calcified aneurysms in nonhyper¬ 
tensive patients probably can be followed without 
sureical treatment. 


PATHOLOGY 

Adrenal Lesions in Acute Mcningococcemia. J. B. 
Thomison and J. L. Shapiro. A. M. A. Arch. Path. 
03:527-531 (June) 1957 [Chicago]. 

Autopsies were performed in 27 patients whose 
deaths had resulted from acute mcningococcemia. Ot 
the 27 patients, 6 were not older than 1 year, 15 were 
between the ages of 1 and 19 years and 6 were be¬ 
tween the ages of 20 and 54 years. The authors repoit 
is concerned only with the adrenal c|?‘Wges obseived 
in these patients. Tlie adrenals of 4 of the -7 patients 
were much increased in size, and on microscopic ex- 

amination the more or less f 

cortex by massive hemorrhagic necrosis was observ . 


gradually migrated outward until the entire^' 
was heinorrhagic. The medulla was characters 
spared. The adrenals of 10 patients showeUa'- 
small areas of hemorrhagic necrosis, which ww'.' 
dated with thrombosis of the sinusoids or h 
vessels in 5. Two of these patients showed de 
which was estimated to be almost as great 
caused by massive hemorrhage. The 3 zones. 
fasciculata, glomerulosa, and reticularis, tendedt 
uniformly involved. Most of the patients widi-, 
patchy tyqoe of necrosis also showed extensive tol 
degeneration, and 9 other patients showed tab 
degeneration alone. In contrast to massive k 
rhage, tubular degeneration begins in the zona; 
merulosa and is more marked here, gradually mci 
inward. The remaining 4 patients showed only mt 
tubular degeneration and loss of cortical lipids. 
The patients with massive hemorrhagic necrosis t 
not older than 2% years, and all of them died wit 
the first 24 hours. It appears very likely that no pab 
survives bilateral massive hemorrhagic necrosis oi 
adrenal, which tends to occur early in-the count 
meningococcemia. The results of these anatomic 
ies as well as the clinical course of surviving paiit 
suggest that adrenal lesions other than massive ki 
rhage are reversible, with complete restoration 
adrenal cortical function. Although acute meningoi 
cemia may occur at any age, it is much comraonfi 
young persons, particularly infants. 


RADIOLOGY 

Stratigraphy in the Investigation for Mitral Calcif- 
tion. E. Rizzetto and G. Sablich. Minerva it' 
48:1223-1227 (April 11) 1957 (In Italian) [Turin, Ita.' 

Body section roentgenography (stratigraphy) was [ 
formed by tlie autliors on 3 patients, 1 male ai 
female, 28, 23, and 48 years old respectively, j 
were to be subjected to a mitral commissurot 
Roentgenologic examination in the frontal and ia' 
projections did not show the presence of intraa^ 
calcification. Calcareous shadows were observed 
tNveen the 10th and 16th plane by means of anlt 
posterior stratigraphy and between the 5th am. 
plane by means of laterolateral strati^pk 
shadow the size of a peanut was observed in 
and third patients and a shadow approximafeik 
size of a small nut was observed in the second pa- 
The density of the shadow was always marked 
always uniform in the different planes. The st-v 
was observed in all patients on the left o ^ ® 
line; it appeared at the center of fte 
laterolateral projeclion. ; 

were on the annulus or on fte ™ ™ ® ^ 
not be determined. The authors “ 

Hons of the annulus or of tlra vaW« edg» 
conh-aindication to mitral coramisur y 


are* 
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Management of the Patient with Headache. By Pern' S. 
lacNeal, M.D., F.A.C.P., Assistant Professor of Clinical 4 
.ledicine, Jefferson Medical College, Philadelphia, Bernard jt 
. Alpers, M.D., Sc.D., F.A.C.P., Professor and Head of 
lepartment of Neurology, Jefferson Medical College, and 
Vilh'am R. O’Brien, M.D., F.A.P.A., Head of Department of 
’sj’chiatiy, Pennsj'K'ania Hospital, Philadelphia. Cloth. S3.30. 

’p. 145. Lea & Febiger, 600 S. Washington Sq., Philadelphia 
1,1937. 

It is surprising how much of interest and help 
las been gatliered behveen die covers of this 
luthoritative book. It is true tliat headache is a 
iiTnptom and not a disease, but this is an over- 
limplification, since we are so often confronted 
}y the question: A symptom of what? The pa¬ 
rent comes to his physician for relief, and, if 
his is not quickly fortlicoming, he makes tlie 
•ounds of waiting rooms until he gets it. Hence, 
hagnosis is important but is often elusive and 
ndeterminate. Classification of headache is also 
lifficult, for the causes are many and varied. We 
nust keep in mind the possibility of such or¬ 
ganic diseases as brain tumor or meningitis which 
nay be irreversible or even fatal. An error in judg¬ 
ment here may castigate a practitioner for life. 
Since the headache is almost entirely subjective, 
especially in its beginning, we can get little help 
From laboratory" tests. Even roentgenograms are 
usually negative, but we may have to use them to 
satisfy the relatives or friends. Migraine is one of 
the severest t)"pes. These authors say that most 
patients can be helped by medication, chiefly deriva¬ 
tives of ergot. Much space is given to this dictum 
concerning usage and expected results. 

Chapter 5 is, perhaps, the most important in the 
book, since it deals ndth differential diagnosis and 
treatment. Chapter 6 describes diagnostic tech¬ 
niques witli detailed suggestions for history' taking 
and the phy'sical examination. The authors seldom 
use spind tap, which they think is useless in all 
functional cases and may' be indeterminate. They' 
warn that, if during the procedine the respiration 
becomes changed, it is well to have a 10-cc. sy'ringe 
ready with normal saline solution for immediate 
injection into the spinal canal. 

Handbuch der Orthopadie in vier Biinden. Herausgegeben 
von Prof. Dr. G. Hohmann, Prof. Dr. M. Hackenbroch, 
Direktor der Ortliopadischen Universitatsklinik Koln, und 
Prof. Dr. K. Lindemann, Direktor der Ortliopadischen Uni¬ 
versitatsklinik Heidelberg-Schlierbach. Band I; Allgeineine 
Orthopadie. Bearbeitet \’on C. Bischofberger et al. Cloth. 


These book reviews have been prepared by competent authonties 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


I7S marks; .542.40. Pp. 1186, with 632 Illustrations. Georg 
Thieme Verlag, Herdweg 63, (14a) Stuttgart N, West 
Germany; [Intercontinental Medical Book Corporation, 381 
Fourth Ave., New York 16], 1957, 

About 23 authors have contributed to this vol¬ 
ume, the first in a series of four, that n't!! constitute 
an orthopedic ency'clopedia rather than a hand¬ 
book. The book is well organized, and some chap¬ 
ters make delightful reading. This volume starts 
with an interesting chapter on the history' of ortho¬ 
pedic surgery'. Weill’s chapters entitled Congen¬ 
ital Diseases of tlie Skeletal Sy'stem and Other 
Bone Diseases are outstanding. Unfortunately', 
they' are practically' devoid of illustrations, espe¬ 
cially’ in the part dealing wth benign tumors. While 
this volume furnishes a thorough theoretical back¬ 
ground and should stimulate thought, therapy’ has 
been neglected. Most chapters are presented in a 
clear and understandable manner. The chapter on 
metabolic diseases and that on osteoporosis due to 
trauma (Sudeck’s atrophy) (here called dy'strophy') 
deseiv'e particular mention. Unhappily', one of the 
chapters deals with vegetative derailment (Ent- 
gleisung), a term unknown in English literature. 
The chapter on the fundamentals of orthopedic 
surgery' is conspicuously redundant. The chapter 
on hereditary' developmental disturbances is excel¬ 
lent. All in all, the material in this volume is good. 

Principles of Epidemiology. By Ian Taylor, M.D., 
M.R.C.P., D.P.H., Principal -Medical Officer (Epidemiologj’), 
London County Council, London, and John Knowelden, 
Lecturer, Department of Medical Statistics and Epidemiol¬ 
ogy, London School of Hygiene and Tropical Medicine, 
London. Cloth. .59. Pp. 300, with 26 illustrations. Little, 
Brown & Company, 34 Beacon St., Boston 6, 1957. 

Ever since the publication of Stallybrass’ book, 
which never u’ent bey'ond the first edition, there 
has been a real need for a textbook on epidemi¬ 
ology'. The present v'olume, uTitten by' t\\'o highly 
competent English authors, goes a long way tow'ard 
filling this gap. Purporting to deal wth the prin¬ 
ciples of epidemiology', it contains a clear and at 
times somewhat simplified e.xposition of funda¬ 
mental concepts. Though dealing chiefly with the 
infectious diseases, adequate attention is given to 
the application of epidemiological principles to the 
study of noninfectious conditions, especially to the 
degenerative diseases. The book is a most welcome 
addition that should find a place in the libraries of 
workers in preventive medicine and public health. 
It is unfortunate, however, that tlie publishers have 
set the price so high. 
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queries and minor notes 
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POSSIBLE ALLEBGY TO TUNA 

To niK Emron:—Recently a baby ingested a small 
anioitnf of tuna tehich was apparently spoiled. Two 
days afterward he broke out with an urticaria-like 
rash. This was accompanied by edema of hands, 
feet, and eyelids, and the tiriicarial lesions became 
hemorrhagic. The child was treated ivith antihista¬ 
mines and cortisone and made a rapid recovery. 
Could the fish which he ate produce the symptoms 
of allergy? F. R. Crouch, M,D., Farmington, Mo. 

This inquiry lias been referred to two consultants, 
uTiosc respective replies foJJow'.-Eo. 

AxswKn,—Tl)e edematous, urticarial nature of this 
response suggests that it is primarily allergic in origin, 
but it is rather unlikely that an allergic reaction of this 
degree of severity should hav'e been delayed two days. 
There is a possibility that tliis may have been an acute 
allergic response to a more recent exposure, 

Although urticarial responses may be on the basis of 
food allergy, bacterial allergy, or other causes, there 
is insufficient evidence here to establish causation. 
More data as to the nature of the spoilage would have 
been helpful. As either uncontaminated or contam¬ 
inated tuna might have caused the reaction, one can 
only suggest a move to rule out the possibility of sensi¬ 
tivity to tuna. This could be answered by the trial inges¬ 
tion of a small portion of freshly opened canned tuna. 

A.xsweh.— Tuna fish, spoiled or unspoiled, could pro¬ 
duce the condition described. The symptoms are those 
of angioneurotic edema due to food allergy. Although 
(he onset of symptoms was delayed, the prompt re¬ 
sponse to treatment with antihistamines and cortisone 
supports this interpretation of the manifestation. 

In relatively rare instances fish is the offending and 
provocative factor in allergy. The published reports 
do not list tuna as an allergen, but there is no reason 
to exclude this animal product because it has not been 
described. As a rule it is difficult to discover the offend¬ 
ing food by means of skin tests. It seems certain that 
tuna, whether raw, cooked, or canned, fresh or spoiled, 
could produce the condition described in an allergic 
child. The query stales that the tuna was “apparently 
spoiled” but does not state whether it was canned in 
the United Slates. Neither does it state how soon after 


•1 !»■ oMwi-jy litTc piihliUictl bnvc l)een prepared by competent nuthontics. 
'Uh-j do not, liowever, represent tlio opinions of nny medical or other organi- 
r.,tio.i specifically so stated in the reply. Anonymous comm^ 
and ipi(-ri.") on postal cards cannot be answered. Every' le t 
the ssritet'. mmv and address, but these svill be omitted on request. 


opening of the can the product was consumed ’ 
soon me content was e.vamined, or how the snei' 
was determined. Only by means of delicate ct 
tests can spoilage be detected. The qualify of- 
control programs in force, either by specially tia- 
cannery personnel or by outside official inspecton 
canned products, makes tlie likelihood of spoiled! 
being canned and sold extremely remote. 


PRENATAL EFFECT ON CHILD 
OF MOTHER TAKING THYROID 
To THE Editor:— A 3-month-old girl has a mi' 
exophthalmos. The most important point in ffej 
natal history is that the mother took B to 2 ge 
(0.10 to 0.13 Cm.) of thyroid daily throughout 
pregnancy for weight control Could the th/ 
medication have any causal relationship to Ik 
ophthalmos of the baby? What should be ihcjif 
management for this condition? 

N. W. Nemiroff, M.D., OradeW, N.l 


Answer.— Exophthalmos has been observed in 
fants born of exophthalmic mothers. This maybci 
to exophthalmos-producing substance secreted bj 
maternal pituitary. If this hypothesis is true, th: 
must be assumed that this substance was secretfi 
excessive amounts and also crossed the placental! 
rier into the fetal circulation. Thyroid-stimulatingl 
mone apparently does not cross the placental ban 
and there is no experimental evidence at this t 
that exophthalmos-producing substance does. H 
ever, if the latter substance did cross the placf 
barrier, then one would also have to assume thai 
motlrer had some type of thyroid disturbance. 

It is stated tliat the motlier received V-k to 2gf. 
of desiccated thyroid diroughout her pregnane) 
weight control. Normally, during pregnancy, them 
er has a mild degree of hyperdiyroidism, amli 
possible that in this particular case the condition f 
hypothyroid, even Brough the mother received!! 
roid therapy. It is therefore conceivable that her; 
tuitary was hyperactive and that excessive seen!- 
of exophthalmos-producing substance occurred. I 
other possibility is that, if the mother had a li}'P- 
roid condition, insufficient thyroxin passed the 
into the fetal circulation, and the infants own | 
tary secreted an excessive amount of exophoia®- 
producing substance. ,, 

It is not stated whether the mother had e.\op 
nios or whether she had evidence of hyperthyicn® 
This information might be enlightening becaus 
genital hyperthyroidism has been reported 
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T\rn of th)Toto.\ic, as well as hj’pothjToid, mothers. 
^ addition to e.xophthalmos, most of these infants 
hibit goiter and other signs of hyperthyToidism. 
Dwever, KejTies (J. Obst. 6- Gynaec. Brit. Emp. 59: 
3, 1952) reported tlie case of an infant with con- 
nital exophthalmos, witliout any signs of to.xicity, 
irn of a mother who had a thyroidectomy for thyro- 
xicosis. The motlier developed progressive e-xoph- 
-ralmos postoperatively and gave birth to this infant 
le )'ear later. Ke>'nes adds: “Here, therefore, we see 
.’lother example of a hormone transmitted through 
'• e placental circulation, though this time it is the 

- yrotropic hormone acting only on the infants orbits 
' a clinical curiosity tliat has seldom, if ever, been 

rserved before.” 

It is assumed that the infant has been observed 

- T possible local causes for exophthalmos, namely, 
-imors, inflammatory disease, and congenital malfor- 
'lation of the skull. If she is normal in all other re- 

■ rects, observation should be carried out for several 
lonths for possible spontaneous recession of the exoph- 
lahnos and for signs of goiter and/or other clinical 
/idence of thyroid disturbance. Then thyroid func- 
on studies should be considered, including uptake 

■f radioiodine protein-bound radioiodine, and 

• erum protein-boimd iodine; possible chromatographic 
oidy of the plasma for thj’roid hormone and precur- 
"ors might be undertaken. If these studies are not 
Tactical, and there is no evidence of hyperthyroidism, 
. he infant should be treated \vith desiccated thyroid, 
"s to % grain (8 to 30 mg.) daily, depending on her 
mlerance. 

,',OSS OF TOOTH ENAMEL 
f.’o THE Editor:— A woman, 84 years old, is losing the 
enamel of her teeth, which are becoming discolored 
and painful. She is the mother of two children, aged 

■ 5 and 2 years, and has no significant history or symp¬ 
toms. She wore an orthodontic brace on her teeth 
when she was a child. What can be done for her? 

Louis Gold, M.D., Lido Beach, L. I., N. Y. 

t Ansiver.— Discoloration and loss of tooth enamel 
c:a an adult is usually of local emdronmental origin, 
jHiing to the materials which contact the teeth. The 
cnain nocuous agents in tliis regard are usually (1) 
c^xcessive intake of lemon or other foods containing 
-dtric or malic acid, (2) use of excessive amounts of 
'jefined starches, e. g., hard candies, cough drops, 
^;andy-coated chewing gum, sugar in coffee or tea, or 
-weetened, acidified carbonated beverages, or (3) 
ucid gastric regurgitation. Many other factors, such 
-IS change in pH or buffering ability of the saliva due 
.10 emotional tension, excessive drjdng from radiation 
involving the salivarj' glands or from mouth breathing, 
improper or inefficient tooth-brushing techniques, may 
be involved. In studjdng dietary^ intake, it is much 
better to have the patient keep a dietary diary' for a 
full week rather than to rely on office questioning of 
"tile patient. 


TREATMENT OF ONYCHOMYCOSIS 
To THE Editor:— A patient has onychomycosis of the 
right hand which has been present for several years 
and is resistant to x-ray therapy. Scrapings of the 
nails have verified the diagnosis. There has been no 
improvement in the clinical state. Would further 
avenues of investigation and treatment be advisable? 

J. Allen Marshall, M.D., Lawrence, Kan. 

Ansxx'er.— The treatment of onychomy'cosis is highly' 
unsatisfactory' because the primary' site of infection is 
imder the nail plate. Daily' scraping of the nail fol¬ 
lowed by' the application of fungicidal preparations 
may be effective when the inv'olvement is limited to 
the distal portion of the nails. If only' one or two nails 
are involved and if there is no chronic fungous infec¬ 
tion of the hand, surgical ax'ulsion of the affected nails 
should be attempted even though this procedure may' 
frequently fail. 

FUNGOUS INFECTION OF THE VAGINA 
To the Editor:—a 44-year-old woman has had a yeast 
infection in the vagina for approximately eight 
months. She had a supravaginal hysterectomy for 
leiomyoma several years ago. Treatment produces a 
temporary relief of symptoms, but the infection in¬ 
variably recurs. The husband’s prostatic secretions 
have been checked, but there is no contributory 
evidence. This patient has received Mycostatin oral¬ 
ly, in addition to therapy with methylrosaniline 
chloride (Gentian Violet). Good results were ob¬ 
tained by cleansing the vagina with Septisol about 
three times a week. The patient will remain well for 
approxirnately two loeeks; then the irritation will 
recur just as before. What is the best treatment for 
this condition and how may permanent relief be 
obtained? 

Alfred H. Hathcock, M.D., Fayettesville, Ark. 

Ansx^'er.— The case, as described, lacks certain in¬ 
formation which might be helpful for a more specific 
answer. In the first place, the infection is most prob¬ 
ably' not a y'east infection. Actually' the true y'easts do 
not produce disease. It is assumed that the fungus is 
Candida (Monilia) albicans. It is assumed that the 
diagnosis is made on the clinical appearance of tlie 
vagina or by' finding the mycelia in a wet preparation. 
Culture methods are not reliable means for tlie estab¬ 
lishment of the diagnosis of these organisms. 

The use of detergent and soap preparations is not 
significantly therapeutic for mycotic infections. Hus¬ 
bands are most unhkely to harbor these organisms in 
the upper urinary' or genital tract, but tlie husband 
witli a prepuce, and especially' if he is a diabetic, may 
have a my'cotic balanitis and thus repeatedly' reinfect 
his xHfe. 

Some postmenopausal women taking excessive 
amounts of estrogens may produce a vaginal mucosa 
lieawly laden w-ith gly'cogen-like material and hence 
be likely candidates for vaginal my'cosis. Diabetics 
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quehies and 

with umisnaJI)' higli blood sitgar levels may also be 
predisposed to vaginal mycosis. Even thougli tlie urine 
may he normal on the reduction test, it may be de¬ 
sirable to do a glucosc-tolcrance test to exclude dia- 
l)ctcs. As )'ct there is no proved virtue in treating the 
gastrointestinal tract, for many people carr>' these 
organisms in this s^^stem. The fungi are found on some 
foods, and tlicrcfore a temporary exclusion from the 
gastiointcslinal tract is llic most that could be ex¬ 
pected. Aci-jc!, dispensed in a metal tube like a lubri- 
caling jelly, may be applied each night for a period of 
tw’o to tlirce weeks. (Use of melhylrosaniline cliloridc 
ma\' produce a chemical burn in an occasional patient.) 
Good results are to be anticipated, unle.ss the patient 
has uncontrolled diabetes or unless .she continues to 
recei\e e.vcessiw amounts of estrogens if they arc be- 
ing gi\-en. The withdrawal of estrogens u'ill aid in the 
treatment of a \agina! mj'cosis. 

NOMENCL.mmE INTERPRETATION 
OF INTERNAL URETHROTOMY 
To TiiK Ennon;—IF/ie/ comfitutes a proper defniifion 
of the iiroh^ic siir^iail procedure known as internal 
urclhrotomij? Conlrovcrsij now centers about the 
propriety of labeling the procedure in which the 
contracted female bladder neck is slowly, but none¬ 
theless forcibly, dilated to 45 F. in caliber with the 
expandin'' Kolhnann dilator as an internal urethrot¬ 
omy. This procedure is belieced by some local 
urolo<’isls to be a superior substitute for iranstirethral 
resection of the bladder neck in the female and is 
certainly not considered by them to constitute simple 
dilation of the bladder neck, since a dehiscence of 
the urethra and the bladder neck is to some degree 
effected. A member of the hospital audit committee 
states that an internal urethrotomy constitutes an 
actual cutting operation with a knife or an electro¬ 
tome, while those who favor using the term to 
describe the procedure ask the question: How sharp 
must the knife he, and are not the four blades of the 
Kallmann dilator in effect separate knives producing 
a similar result.^ M.D., Texas. 

ANSWi:ii.-The Kollmann dilator is a flexible urethral 
dilating instrument, invented a number of years ago. 

It is not considered to be a urethrotome. This instru¬ 
ment, by its passage, docs cause a dehiscence or a 
breaking down of the fibers of a stricture of the 
urethra, and the procedure is coded in the Standard 
Nomenclature of Disea.ses and Operations as 740-840, 
Dilation of urethra by passage of sound.” In order to 
diiferenUale this procedure from other somewhat 
similar procedures in which other types of sounds are 
used to dilate a stricture of the urethra, it is suggested 
that "Kollmann” be incorporated as part of the state¬ 
ment of the operative procedure by including this term 
within parenthesis. The Standard Nomenclature ot 
Diseases and Operations does not consider the use or 
a KoUmann dilator as the equi\'alent of an internal 
urethrotomy. 
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BY^mE generated 

To THE Editob:-A patient says that she is “dmr 
and actually sparks with electricity. She rets th 
ts like an electrical sensation that starts in herC 
and goes to her feet and sometimes up to herml 
I Ins has been a real problem to her in that ska- 
not go to the movies because the seats feelchm! 
Furthermore, she finds walking difficult; it 
when she ivallis on the beach without shoes il 
there is no problem. She has done a lot of cx^ct. 
menting on her own and finds that it mah t 
difference whether she wears all cotton oramixla. 
of cotton, rayon, orlon, etc. Lately, when she k 
gone walking, she has wrapped some loire arotin^i 
walking stick, and this has given her more comfot, 
Are there any suggestions for the care of such i 
patient? Martin Karr, M.D., San Mateo, Calif, 


.AiVsn'ER.—It is doubtful whetlier a properly placM 
ammeter would reveal any significant difference in 
electrical charge generated by different human bodies 
Depending on \mriations in temperature and humidih 
most persons suffer from shocks and see sparks wki 
touching an automobile door or upon removing nyk 
pajamas. Just as one person tolerates pain less stoical!: 
than another, it is likely that tliis patient has a lowei^ 
tolerance to electrical shocks. Tranquilizers might rafc 
this threshold. From the physical side, cotton cluui.. 
may not be the entire answer, but they would con 
tribute more to the patients comfort than wouldnylo: 
or similar fabrics. All-leatlier slioes, that is, those witi 
out any rubber or plastic in them, should be beneficia' 


FERRIC CHLORIDE TEST ON URINE 


To THE Editor:— Recent/i/ in a case of phemjlpyruii. 
oligophrenia in a 3~ijcar-old child the ferric chloric 
test on the urine was strongly positive, and the son 
reaction has also been noticed in cases of leaked 
What other medical conditions produce a posilk 
ferric chloride test, and ichat is the mechanism u 
coIvedF 

A. Zaccaria ]r., M.D., Corpus Christi, Texas. 


Answer. —^The ferric chloride reaction is positively 
anv conditions. In cases of phenylpyruvic oligop^ 
la the addition of 5% ferric chloride solution to d 
fine produces a dark-green color, A similar reaction t 
len in cases of thiamine deficiency with excess qusn- 
ties of pyruvic acid in the urine. A transient blue cr 
reen color (Schiff’s reaction) is also seen in diepra- 
rce of alkapton bodies (e. g., homogentisic aai 
ith 2% ferric chloride solution. Pheno denvat; 
ive an amethyst color with 10% ferric chlor,* * 
on. This consultant is not familiar witli any such « 
ons in leukemia. The mechanism “ Pf,* 

bly the oxidation of the pheno and/or p> 

■he ferric ion acts as tlie 

oing, is itself reduced {gain of an electron 

:s positive valence) to the ferrous ion. 
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'T'One should be specific in speaking of tlie ferric 
oride test, for many compounds can be oxidized by 
) reagent. Gerbardt’s test for acetoacetic (diacetic) 
d in urine is based on tlie production of a cherrj'-red 
or wth 10% ferric chloride; a similar color is pro¬ 
ved by ^'arious interfering substances, such as sali¬ 
vates, antipyrines, acetophenetidins, phenols, bicar- 
nates, acetates, and cyanates. In certain chronic 
sting diseases melanin in tlie urine reacts ■u'itli 10% 
■ ric chloride to gh'e a gray precipitate which wall 
• Ti black after exposure to air. Tliis should not be 
mpared Mutli tlie precipitation of ferric phosphate 
len tlie ferric chloride is first added, before any 
lors are produced; tlie ferric phosphate is soluble 
: dilute acid. The Kelling test for lactic acid in gastric 
•ntents utilizes 10% ferric chloride iritli tlie produc- 
' in of a canarj'-yellow color; the presence of thio- 
anates will gii'e a more broiraish or reddish color, 
icently 5% ferric chloride solution has been used 
detect tlie presence of aminosahcyhc acid (used in 
"erapy of tuberculosis), resulting in a deep reddish- 
-•own color; a negative reaction is more significant, 
nee ketone bodies and salicylates also gii’e a positive 
'-•action. 

- REANESTHETIC MEDICATION FOR 
-■;inLDREN 

J_‘o THE Editor:— r/icre seems to be a difference of 
opinion among anesthetists and physicians as to the 
' correct dose of atropine preceding a tonsiUectomy in 
I children. What is the correct method for calcidating 
this dose, and how soon should it be administered 
: prior to anesthetization? 

John P. Gifford, M.D., Vero Beach, Fla. 

Answer.— The atropine should be given from a half- 

- lOur to a fraction of one hour prior to tlie time of in- 
•Tuction of anesdiesia. The chart, given below, is a 
/ough guide of the patient’s atropine requirements, 
j/dthough many tilings mai' cause tliis dosage schedule 
pO fluctuate, in general, tlie larger the body mass and 
.. lie more rigorous the child, the larger should be tlie 

lose of atropine. This chart is based on an average 

-veight factor. 

1 

. Premedication in Infants and Children 





Mor¬ 








phine 







Dem¬ 

Sul¬ 


Scopol¬ 

^eln 



Weight, 

erol, 

fate, 

Atropine, 

amine, 

butui. 

Seconal, 

.Igo 

Lb, 

Mg. 

Grains 

Grains 

Grains 

Grains 

Grain- 

'p to 2 mo. 

7-10 


Xonc 

1/400-1/300 

1/G50 



'-t mo. 

10-11 


None 

l/30f» 

1/450 

1/1-2 


,-C mo. 

14-lb 


2\one 

1/3O0 

1/450 

1/12-1/S 

1/4 

-■-12 mo. 

10-22 


None 

1/300 

1/450 

1/8 

l/4-3'<i 

• '2-lS mo. ... 

22-23 

12.5 

Xone 

1/250 

1/400 

1/8-1/4 

3/S-1/2 

xS-21 mo. ... 

23-27 

20 

1/72 

1/250 

1/400 

1/4 

3/8-1/2 

■1-3 IT. 

27-30 

20-25 

1/4S 

1/200 

1/300 

1/4-1/2 

3/8-3'4 

T3 yr. 

30-40 

2.5-30 

1/4S 

1/200 

1/300 

1/2 

3/4 

-IS yr. 

40-55 

30-40 

1/SC 

1/150 

1/150 

1/2 

3/4-1 

S-10 yr. 

55-05 

40-15 

1/24 

1/150 

1/150 

1/2-3/4 

3/4-1 

IMl yr. 

C5-S0 

45-50 

1/lS 

1/150 

1/150 

3/4-1 

1 

■n-n yr. 

SO-00 

ofLGO 

1/12 

1/100 

1/150 

1-11/2 

3/4-11/2 

■Idiilt . 

Over oo 

30-100 1/8-1/4 1/7.3 

1/150 

11/2 

11/2 






1/100 




INHERITED GENETIC DEFECT 
To THE Editor:—A 25-tyear-old married woman has 
congenital deformities of the hands and feet. These 
cottsist of short fourth and fifth metacarpal and 
metatarsal bones. These bones are 50% shorter than 
similar bones of the first three digits. The maternal 
grandfather, two maternal uncles, and the mother 
have similar defects. There is no history of any 
familial disorder in the husband’s family. The pa¬ 
tient is afraid to have children. She fears that her 
children may be born with even worse abnormali¬ 
ties. Her deformities are more marked than those of 
her mother or grandfather. What reassurance, if any, 
should the patient be given? 

Arthur M. Rogers, 2iI.D., Charlotte, N. C. 

Axsiver.— Tlie skeletal abnormality described in this 
patient is rather clearly due to tlie effect of a dominant 
gene. Accordingly, tlie trait may be e.xpected to appear 
in one form or anotlier in half of the patient’s children. 
There may be a considerable degree of variation in the 
expressivity' of tliese inherited skeletal abnormaUties. 
It is not possible to give the patient a clear prognosis 
concerning tlie possible range of manifestation in her 
children iritliout more detailed information tlian is 
supplied in the query'. Nei'ertheless, tliere is tlie real 
possibility' that an affected child might show a more 
severe degree of defect tlian is present in the motlier; 
tliere is, on tlie other hand, an approximately equally 
real possibility that the child might be less severely 
affected. 

TOXICm’ IN PLASTIC MANUFACTURE 
To THE Editor:— Zn a factory for the manufacture of 
polyester plastic resins, styrene and methyl ethyl 
keton (ilEK) peroxide (60%) are used. The ventila¬ 
tion is poor. Can the fumes of these chemicals be 
obnoxious to the lungs or the blood? 

Theodor Friedrichs, M.D., Astoria, N. Y. 

Ansm’er.— Sty'rene is not regarded as a highly' to.xic 
compound. However, both tlie liquid and its vapor in 
sufficient concentration are irritants to tlie ey'e and 
respiratory tract. Prolonged exposure to high vapor 
concentrations is capable of producing sy'stemic effects. 
The generally considered maximum allowable concen¬ 
tration for an eight-hour working day is thought to 
be 400 ppm by volume in air, according to the Ameri¬ 
can Standards .Association. The concentration 10,000 
ppm may' be fatal in 30 to 60 minutes because of 
respiratory' tract irritation. Some of the inhibitors 
which must be used to check poh'merization of stored 
or transported sty'rene may be toxic or irritaring to the 
skin, but iritli good personal hygiene and good ventila¬ 
tion styTene can certainly' be used without hazard. 

Metliyl ethyl ketone peroxide (60%) contains ap- 
pro.ximateh' 60% of this compound, and the balance 
is largely dimethy'l phthalate. There is little informa¬ 
tion available about it in the literature because, to 
date, it has not found iride usage commercially. Its 
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nunufaclvirer.s state that its acute oral LD,n for mice 
(the dosage whjcli will kill approximately iialf of the 
animals) is calcuhilcd to he 470 mg. per kilogram. 
Intraporjloncal toxicity was similarlv determined- it 
apparently x-aried Madely when the chemical was ad- 
mmislcrccl over seven successive days, but by this 
route the highest dose causing no fatalities was 65 mg 
per kilogram. No information is available as to its 
irritant properties on the .skin. However, it is known 
{hilt dinicUiyl ph{J)<)lafc is poorh' nlxsorbcd through 
the .skin. 


PROGRESSIVE LIPOMATOSIS 

To THU EniTOK:~/\ pniicnl, 26 ijcors old, has been dc- 
vchping netv dponias at the rate of three to four 
cvenj six nwnihs: they arc mainh/ about the trunk, 
shoulders, thighs, and calces. Biopsies have been 
done on these fatty tumors on several occasions, 
lias any recent advance been made in the treat¬ 
ment of progressive lipomatosis? 

M.D.. Pcnnsyhaiuo. 

Axswen.—Tliere are several types of lipomatosis, all 
of them progressive. There is no satisfactory metliod 
of treatment, and unless the lipomas become exces¬ 
sively large or undergo malignant change, it is best to 
leave them alone. 

POLYCYSTIC KIDNEY AND AORTIC STENOSIS 
To THE Eoiron-.—A 65-ycar-old man has an aortic 
stenosis which seems relatively "fight.” There is 
calcification of the valve on .x-ray examination. The 
patient also seems to have a definite mitral regurgi¬ 
tation. lie has been in grade 3 cardiac failure over 
the past year. Several cardiac surgeons have not 
considered him to be a suitable candidate for aoiiic 
commissurotomy. In addition, he has an unusual 
condition, namely, a huge left pohjcysiic kidney 
which extends to the pelvic rim and is readily 
palpable both anteriorly and posteriorly. Competent 
urologists have ascertained that there is no function 
in this left kidney but that the right kidney is normal 
in function and shows no evidence of having a poly¬ 
cystic ahnonnalily. The polycystic kidney at times 
i.v uwdcvdlchj painful atxd at tunes has bled. Would 
(he removal'of the left kidney and the subsequent 
abolition of its useless circulatory demands con¬ 
ceivably help the patient’s heart condition by the 
shunting of this blood into more useful channels? 

M.D., Washington. 

A.\.s\\'i:n.~Tlie jnoblem posed is that concerning the 
possible circulatory strain of a large polycystic kidney 
on a cardiovascular system with marginal reserve. 
True, a single polycystic kidnex’ is indeed rare, and this 
consultant is not aware of studios of circulation 
through such a diseased organ. However, angiograms 
in such cases have indicated that the blood supi% to 
such a polycystic kidney is indeed markedly dimm- 
islu'd, and it is probable that only a very small amount 
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of blood flows through .such an organ. FortlikT 
d IS doubtful that the removal of sLh an or^ " 
reduce cardiac demands by any appredabR 
It xxmuld appear tliat the indications for treatm ■ 
the polycystic kidney would not be altered k 
direction of indication for removal but rafc 
reverse, hx' the severe cardiac condition 
present. 


owivxvim AS A CONTRACEPIIt 

To THE Editor;-F or years a patient has hecn \ 
sodium chloride, 5-grain tablets, as a cotitracq 
with 1007o success. She wants to know ivheih 
use is harmful. M.D., Califm 


Axsxx'er.— A jelly containing sodium chloride 
concentration of 10% or 20% has been found i 
more spermatocidal in an in xdtro test than me 
the commercial contraceptive jellies or creams. ] 
x'aginal application of these jellies for sex^en days 
no evidence of irritation subjectix'ely or by spec 
e.vamination according to Gamble (J. A. M. A. 
1037-1041 [July 11] 1953). A saturated sodium 
ride solution (about 36%) introduced into tbev 
with a cotton wad for contraceptive purposes re; 
in no signs of irritation by speculum examinatior 

As the sodium chloride tablet, about xvhic 
inquiry is made, cannot produce a more-than-satv 
solution, the hannlessness of the tablet is supf 
by'’ the tests cited. Since die saturated solution ( 
mild discomfort for some users, a lesser concent 
is to be preferred for contraceptive use. A half-« 
ed solution (about 1S%) can readily be prepar 
adding an equal column of water to saturated s( 
chloride. 

The contraceptix'e effectiveness of sodium cli 
is supported by tire loxx'ered pregnancy rates of ^ 
of users in India and Pakistan. A 10% sodium cb 
solution W'as inserted into die vagina in a i 
sponge, cotton xx'ad, or pad or in a rice-jelly a, 
xvitb a syringe. Pregnancy' rates xvere decreased 
65 per 100 couples per year to 24. While diis w 
complete protection, it xvas approximately the 
as the rate of 22 found for others in similar group 
used diaphragm and jelly. Many of die pregn; 
may have resulted from omissions. A salt table! 
contraceptix'e, dierefore, appears noninjurious a 
least partially protectix'e. 


HASS IMMUNIZATIONS 
ro THE EDiTOR:-Hfls the American Medical 
iion adopted a policy concerning mass 

zations? ,, n v 

Loran C. Grubbs, M.D., Scotisblui, 

ANSWER.-It must be assumed diat infonuatioiv 
ceming A. M. A. policy regarding mass immon - 

refers to the Assoemtion’s position 

administration of poliomyelitis vaccin . 
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tement is tlie official action of tlie A. M. A. Board 
■ - Trustees at its meeting on Dec. 14, 1956; “The 
M. A. is in favor of encouraging tlie administration 
poliomyelitis vaccine to the public, and is in 
mpatli}' vdth the efforts of tliose who are endeavor- 
g to educate tlie public in its use. Tlie A. M. A. udll 
ad its efforts tlirough regular medical channels 
ward the encouragement of such use by the general 
-iblic.” 

'At no time has tliere been a specific policy position 
garding mass immunization. However, each count\' 
id state medical association has been encouraged 
develop the inoculation program which best suited 
local situation. In some areas local societies elected 
use tlie mass immunization technique, while in 
Jiers they preferred tliat tlie inoculations take place 
I tlie physicians’ offices. 


BEATMENT OF IMPOTENCE 
o THE Editor:—A patient in his late 40's complains of 
complete impotence. He states that he teas never too 
strong sexually, i. e., he has had oceasional impo¬ 
tence ever since he teas a young man. He noticed 

- that this condition really became serious after the 
age of 40, and it has progressed until now, for the 

- past three years, he has been unable to attain any 
erection whatsoever. This patient is a rather anxious 

' type, worries a lot, and does sedentary work. His 
blood pressure is about 180/115 mm. Hg, with no 
symptoms; except for a mild prostatitis he is in good 

- health. He was sent to an urologist, and prostate 

' massage was done biweekly for three months, but 

■ no improvement resulted. The patient states that 

- this condition has resulted in a strain in family re¬ 
lationships. He is going through the male climacteric, 

- but the administration of testosterone has not helped. 

‘ Is there any cure for impotence? Is the condition 

' temporary or permanent? yi,D., California. 


^ Answer.— The vast majority of men complaining of 
vOipotence have no physical abnormaliti’. This patient 
j no e.vception. His history follows the usual pattern, 
^ period of relatively normal potency followed by a 
gradual deeline. T.emporar)' remissions may occur, but 
,he trend is toward complete impotence. In such in- 
itances local treatment either to the prostate or to the 
iretlira has no beneficial effect. Administration of 
.estosterone is equally ineffectual. As a matter of fact, 
such treatment may actually do harm because it leads 
tlie patient along the wrong path toward a solution of 
fiis problem. Proper management consists of a com¬ 
plete and frank discussion of tlie entire problem, dur¬ 
ing which die patient should be made aware of die 
emotional aspects of normal libido and potency. If he 
gets a clear concept of that, he will understand more 
readily die modus operand! of liis premature se.xual 
decline. The futility of bodi local and hormone treat¬ 
ment should be emphasized. If diese measures fail, 
tlie patient should be referred to a competent ns\- 
cliiatrist. 


RECUIIRENT, NONSPECIFIC PAROUTIS 
To THE Editor:—A 27-year-old woman for the past 
several years has had swelling of the parotid and 
submandibular glands; this condition has occurred 
four times within the past year, apparently at the 
time of menses. The patient is afebrile; the upper 
respiratory passages are normal in appearance; and 
there is a mild associated depression and some dis¬ 
comfort caused by the “weight” of the glands, espe¬ 
cially in swallowing. The glands return to normal 
size in a few days. What is the name and what is 
the treatment of such a recurrent mumps-like 
disease? M.D., New York. 

Ansmter.— Recurrent, nonspecific parotitis is the 
name applied to the condition described. It is knowm 
diat increased actiinty of the salivary glands is many 
times associated 114111 menstruation. Edema of the 
ducts interfering iidth the free flow of saliva would 
cause swelling iinthout pain or fever. One author 
described a case which subsided during pregnancy but 
was again active iidth die resumption of menstruation. 
The use of one of the drugs given for dehydration in 
premenstrual edema may be of value. Allergic paro¬ 
titis must be ruled out in this situation. Tlie saliva is 
diick and ropy, iiddi plugs which contain many 
eosinophils. A histoiy' of allergic either indiiidual or 
familial, can usuaffy be ascertained. 

SUBLIMATION OF SEXUAL URGE 
To THE Editor:—W/ jflf medical means may be em¬ 
ployed to suppress the sexual desire? The question 
has arisen in connection with several patients who 
have utterly frigid tvives but are reluctant to seek 
extramarital adventures. Is not this conflict, which 
may have serious consequences, much more frequent 
than is usually realized? 

Walter Newman, AI.D., Springfield, Mass. 

Ansii'er.— This consultant knouts of no authentic re¬ 
ports on medical means to suppress the sexual urge. 
That many celibates are able to suppress the sex drive 
is a well-established fact. In the majority of cases, 
diis is accomplished by the process of sublimation, b}' 
which is meant the draining off of die libidinal urge 
into other channels that are emotionallj' satisf\4ng. 
Since the se.xual drive is primarily emotionally condi¬ 
tioned, it lends itself all the more readily to the process 
of sublimation. This method of finding an emotionally 
satisHang substitute is used consciously or uncon¬ 
sciously by many men and women who for one reason 
or another find it either impossible or undesirable to 
satisfy die se.xual drive in the normal or usual manner. 

The inquirer is correct in assuming diat the se.xual 
frustration produced in liis patients as a result of dieir 
ixTves’ frigidity and dieir ovn reluctance to seek 
satisfaction and release in e.xtramarital relationships 
may lead to serious consequences. However, before 
focusing attention on what treatment to prescribe for 
the husbands, it is important to remember diat frigidit)’’ 
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in w'oincn is an abnormal condition for whicli there is 
a cause and \\'hich frequently can be relieved by ap- 
propnate lbcrap>'. In a minority of cases, frigidity-iii 
U'omen may be due to pelvic pathology or to an 
endocrine disturbance, usually of a pluriglandular na¬ 
ture. In such instances, the nature of the pathological 
state or the disturbed function will indicate the type 
of theraiw that is needed. However, in the majority 
of ca.se.s of frigidit\' in women, the cau.se is p.sychogenic 
in origin; hence, psychotherapy is indicated. If the 
patient shoukl respond to this therapy, obviously the 
h\isbaiid s problem will be soh'cd. If, however, the 
\\’om 'n should not respond or refuses to submit to 
ps\-chotherap\', then the husband .should be ijistrncted 
how to .sublimate ])is sc.vnal dnh'cs. 


ARCUS SENILIS IN YOUNG PERSONS 
To TJU-; Emron:~W/ia/ is (he present opinion regard¬ 
ing, the prognostic significance of arcus senilis when 
ohseroed in young men or ivoincn? Is there a proved 
relationship between (his condition and premature 
aging or arteriosclerosis or even hypercholestcr- 

Illinois. 

AxswivU.—It is generally agreed that the substance 
responsible for the appearance of an arcus .senilis is 
cholesterol. In the elderl\' this is a degenerative i>roce.ss 
probably secondary to the obliteration of lirnbal ves¬ 
sels. How'cvei', it has been produced e.vperimentally 
in animals fed a diet rich in cholesterol. It has also 
been reported frequently in young adults with familial 
xanthomatosis and hypercholesteremia. A monocular, 
variety may occur after local injury to the eye. Al¬ 
though the bilateral appearance of an arcus in a young 
adult is not pathognomonic of premature aging, it 
es indicate the necessity for investigating the lipid 
clabolism and blood cholesterol of the patient. 

HYPERTRICHOSIS 

To run EniTon:—A patient, 18 years old, o ft. 9 in. 
(175 cm.) in height and weighing 150 lb. (6S kg.), 
complains of an e.xcessive growth of dark hair, 
which is increasing in amount on face and body, 
particularly the chest and back. She recently lost 
20 lb. (9 kg.) by dieting, but her chemical findings, 
pelvis, and general physical condition are normal. 
There has been no voice change or the development 
of other male characteristics. The patient has had 
electrolysis u.scd on her face but has made no head¬ 
way with (his treatment. How .should one proceed 
to treat this case, and what is the prognosis? 

M.D., Ohio. 

Axswi-a.-It should be recognized that there is a 
great variation in the normal hair growth in women. 
Hypertrichosis is often familial, and rarely is there a 
sign of a pathological condition. All evidence indicates 
that hair growth is controlled by the endocrine glands, 
such as the gonads, thyroid, anterior pituitary, and 
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adrenal cortex. Hirsutism has been known to tvr 
.ifter such diseases as mumps, encephala, ,J: 
•TOC multiple sclerosis. Certain drugs, sncliaiD^ 
and testosterone, may also produce transient hi" 
ism. It IS presumed that none of the latter were cr 
ative factors in this case, and it is presiimed also I 
tlie patient, like the great majority of women air 
with superfluous hair, has no demonstrable konao: 
affliction. If that is so, there is notliing to be doaei 
to treat the condition with electrolysis or diatkem: 
if the tliickness of the hairs warrants it. 


TREATMENT OF ICHTHYOSIS 

To THE Editoiv.—/ s any information available rchli: 
to the treatment of ichthyosis? Have ant/of if 
corticosteroids or injections of histamine beeiutr' 
and evaluated in the treatment of this disemd 
IV. F. Darkes, M.D., Orwigshurg ?it. 

Axsw'eh.— The treatment of ichthyosis is still iinsaii' 
factory; it consists of palliative measures, such as fc 
quent application of lubricants, use of nonim’tatii! 
soaps or soap substitutes and of bath-water softener 
ar'oidance of rough clothing and undue e.vposiirel 
cold weather, and maintenance of a proper degreec 
humidity in the home. No reports of the use of coit 
costeroids or histamines for ichtlp'osis are known, an 
there w'ould seem to be no rationale for their use. 


DECREASED CLOTTING TIME 
To THE Editor:—A 40-year-old man with rather hem 
responsibilities is being treated for hypertemi 
with reserpine, 0.25 mg. twice daily, and his com 
lion is adequately controlled thereby. He has 
rather short clotting time, Ic.ss than a minute fLi 
\Yhitc method). What significance, if any, can 
attached to this clotting lime? Does it india 
stress? Does it raise the probability of seriom r 
cular pathology, either causafivehj or as an indi 
tor? Alfred B. Mason, M.D., Concord, Calif 


Axswer.— It is most unlikel)' that either esseni 
hypertension per se, tlie administration of leserpii 
or “stress” might produce the extrcme shortening 
the coagulation time described. The incidence 
vascular thromboses has not been increased, but 
haps reduced, in hypertensive subjects treated mi 


reserpine. 

The clotting time of blood may he decidedly 
fluenced by technical factors, if the validity of 
accelerated coagulation reaction noted has been e 
tablished by carefully controlled studies, tfie pfc' 
bility of the presence of a thrombosing process i 
tendency must be considered. The use of 
, theiapy may be jmtified m some sucli c,.cu«»^ 
the decision in tliis regard being influenced b) 

clinical, as well as tlv Mioratory, features of fc- 


vidual case, 
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FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Influenza Vaccine Allocation Plan 

Immunization Limitations Under Medicare 
Program 

Air Force Medical Consultants Complete Tour 
Report on Dangers From Radiation 


ALLOCATION PLAN FOR 
INFLUENZA VACCLNE 

The government has worked out a voluntary' 
allocation program, similar to the one for the Salk 
poliomyelitis vaccine, for the equitable distribution 
of Asian influenza vaccine this fall and wdnter. 
Backing up a recommendation of the State and 
Territorial Healtli Officers, die Public Health Serv¬ 
ice announced that the si.\' manufacturers of the 
vaccine had accepted the allocation proposal and 
are shipping vaccine in conformit}' with it. 

Each state has been given a percentage figure 
based on die relationship of its population to the 
total population. On the important question of allo¬ 
cation to priority groups, Ae PHS again fell back 
on the health officers, w'ho several w'eeks preiiously 
had proposed that states and communities establish 
advisoty committees to recommend those w'ho could 
get the vaccine first. 

It has been suggested that first inoculations be 
given key personnel needed to proWde medical care 
and to maintain other essential services. The alloca¬ 
tion and priority plans also have been indorsed 
by the American Medical Association. 

In explaining the PHS position, PHS Deputy Sur¬ 
geon General Palmer Dearing declared: “Any one 
part of the nation is as \nilnerable as another to 
a possible influenza epidemic. A program giving 
each state and territory its fair share of the vaccine 
seems to be the most equitable w'ay of distributing 
the x’accine geographically throughout the countin'. 
As soon as supplies of the vaccine begin to catch up 
w'ith demand, the allocation sj'stem maj' no longer 
be necessar}'.” 

Manufacturers report w'eekly to die PHS the total 
amount of I'accine released for sale that w'eek and, 
on a state-by-state basis, the amount shipped to 
public agencies and to other purchasers. 

Tlie PHS w'ill maintain the data from the states 
and will recommend modifications in allocations if 
its appears that supplies are exceeding demand in 
some states. Tlie voluntary program does not apply 


to vaccine ahead)' shipped to fiU military' and civil¬ 
ian orders, but will apply to future civ'ifian ship¬ 
ments, including any federal purchases for non- 
military' personnel. 

The same day it annormced the allocation pro¬ 
gram (Sept. 5) die PHS disclosed the release of 
1,028,295 cc. of the v'accine, all for civih'an use. It 
w’as being allocated according to the agreed upon 
percentages. 

The PHS estimated that die release brought the 
total since Aug. 12, when the Asian influenza vac¬ 
cine first became available, to 3,705,770 cc. The 
new'est release included 300,030 cc. from Lederle 
Laboratories, 342,765 cc. from National Drug Com¬ 
pany, and 385,500 cc. produced bv' Merck Sharp & 
Dohme. 


INFLUENZA LXLMUNIZATION UNDER 
DEPENDENT MEDICAL CARE PROGRAM 

Under the military' dependent medical care pro¬ 
gram (Medicare) Asian influenza vaccine w’ill be 
administered at government e.xpense only in mili¬ 
tary' facilities. 

In oudining the procedure, die Army', w'hich is 
in charge of Medicare, laid dow’n diese rules: 

1. Except in military' facilities, patients w'ill not 
be given influenza vaccinations at government e.x¬ 
pense. 

2. In military' facilities, v'accinations will be given 
at die request of the dependent, after military' per¬ 
sonnel have been vaccinated. 

3. Because the State and Territorial Health Offi¬ 
cers do not recommend v'accinations at under 3 
months of age, v'accinations w’ill not be approved 
in maternity cases, although all other maternity 
expenses are included. 

Die announcement, by' Major Gen. Paul I. Robin¬ 
son, head of the Army's Office of Dependent Medi¬ 
cal Care, say's: 

“Immunization for this disease is a procedure 
normally' administered on an outpatient basis. Con¬ 
sequently', dependents, including those receiv'ing 
obstetrical and maternity care, w'ill not be eligible 
to receive influenza vaccine at Government e.xpense, 
e.xcept as may' be prowded for in medical facilities 
of the uniformed serv’ices. A recent resolution of 
the State and Territorial Health Officers indicates 
tliat immunization for infants under three (3) 
months of age is not recommended. Therefore, influ¬ 
enza vaccine for new’bom is not authorized at Gov- 
(Confinued on next page) 
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einment expense under paragraph 503cl (9\ i \ , 
the Joint Directive incwporaled S" thi i f 
foi payments of physicians.” 

RED CROSS ASKS SUPPORT FOR 
INFLUENZA VACCINE DRIVE 

The American Red Cross has asked its 3^ 
cliapters to give fu]l support to medical and pu’i 
liealth authontms in their plans for any influent 
epidemic. Red Cross President Alfred M.' Gruentliff 
said in a statement that most chapters have in oner 
ation programs whicli he has ashed be speeded 
up and incorporated into communit)' planning to 
meet the threat of an epidemic. He listed 4se 
hve ways in which local chapters can cooperate; 

1. Through assignment of professional nurses 
already enrolled b)' tlie Red Cross to serve where 
needed during the emergency. 

2. A continuous program 'of classes in care o! 
the sick and injured, a 14-hour home nursing course 
for training students in care of the ill at home, 

3. The new 40-hour course for \'oIunteer nurses' 
aides who are ti'ained to help doctors and nurses. 

4. The reservoir of persons trained in these 
courses. 

5. Enrollment of other trained Red Cross volun¬ 
teers to assist with community-wide plans for com¬ 
bating the epidemic. 

REPORT ON DANGERS FROM 
X-RAY EXPOSURE 

“All man-made radiation must be regarded as 
harmful to man from the genetic point of tuew," 
according to a group of World Health Organi 2 ation 
scientists who have completed a report on the 
effect of radiation on human heredit)'. 

The stud)' summarizes information on the subject 
and suggests lines for future research that promise 
to increase knowledge of the genetic effects of ioniz¬ 
ing radiations on man and his decendents. It says 
in part: "There are sti'ong grounds for beliering 
that most genetic effects are very closely additive 
so that a small amount of radiation received by 
a large group of individuals can do an appreciable 
amount of damage to the population as a whole.” 
The report makes these points: 

1. The genetic hazards of radiation from sources 
used in medicine, industry', commerce, and experi¬ 
mental science should not be underrated: Both 
as an approach to control and as providing basic 
background information, it is essential that metliods 
be found of recording exposures to individuals ant 
populations, hov'ever difficult this may pros'e. Tliere 
is reason to believe that radiation exposuie can jc 
much reduced; therefore, those in charge of sources 
of ionizing radiation should ahvay's ensure that 
there is adequate justification for exposing incm 

uals to doses, however small.” , , ./n 

2. An attempt should be made to deydop e« 
dent shielding of the gonads and in addition, 
every exposure the x-ray beam should, as far, 
practicable, be directed so diat a minimum of racii 
ation reaches the gonads. 

3. Manifold precautions b„t 

if nuclear energy is to be nianraee 

"only the future can show - '';’;,pect; 

can live up to its responsibilities in tl . P 
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In a special document dealing with the research. 
Dr. Pierre Dorolle, WHO’s deputy director general, 
cautions against using verj' high doses of x-rays 
in the peine region, explaining: 

“Tlie radiologist and tlie general practitioner 
alike wall not fail to appreciate tlie serious implica¬ 
tions of tlie recent warning of the UN committee, 
but it is to be hoped that they will be equally alive 
to otlier dangers, of which tlie scope and potentiali¬ 
ties have not as yet been adequately assessed. 
Among such dangers is the hazard of ex-posing 
early human embtyos to X-radiation. ... If occu¬ 
pational irradiation does not exceed tlie accepted 
permissible weekly dose, tliere is ver\' little reason 
to consider it a direct potential hazard to the em¬ 
bryo. The situation is different, however, for some 
tx'pes of medical application of X-rays.” 

TERCENTENARY OF HARVEY’S DEATH 

Tlie SOOtli anniversary of the death of WiUiam 
Han'ey, tlie English scientist who discoi'ered the 
principles goi'eming circulation of blood, was 
marked by special obsen-ances at the National In¬ 
stitutes of Health on Sept. 17. Sei'en speakers de¬ 
livered papers in a day-long si’iiiposium on Han'ey 
and tlie historical and contemporan- aspects of 
blood circulation. Tlie National Heart Institute and 
the National Librari- of .Medicine co-sponsored the 
program. 

Speakers were Prof. Charles D. O’Malley, Stan¬ 
ford University; Frederick G. Kilgour, Yale ^ledical 
Librar}'; Chauncey D. Leake, Ohio State University; 
Dr. Andre Coumand, College of Physicians and 
Surgeons, Columbia Universiti'; Dr. Theodore F. 
Hilbish, NIH; Dr. John H. Gibbon Jr., Jefferson 
Medical College; Dr. C. M’alton Lillehei, Unii'ersity 
of Minnesota. An e.vtensixe e.xhibit dei'oted to 
Harvey is on display at the Clinical Center at the 
NIH in Bethesda. 


ADVANCED TRAINEESHIPS FOR 
NEUROLOGICAL RESEARCH 

.4 new program of adi’anced traineeships for re¬ 
search scientists in neurological and sensorj' dis¬ 
orders has been announced by the National Insti¬ 
tute of Neurological Diseases and Blindness. The 
project is designed to encourage advanced training 
in clinical basic science areas such as neurochemis¬ 
try, neurophamiacology, neurophi'siolog)', or neuro¬ 
anatomy. 

Individual awards M’ill be made for not less than 
nine montlis or more than a }'ear, although awards 
are renewable and ma}' be continued for tliree 
years. Stipends which range from S.5,500 to 814,800 
a year are determined individualK' in accordance 
witli each applicant’s qualifications and training 
needs. Applicants must be U. S. citizens or have 
filed intent to become a citizen. The traineeships 
may be awarded for any institution in the U. S. or 
abroad qualified to gi\’e the training 

-Application fonns ma>' be obtained from the 
Chief, Extramural Programs Branch, National Insti¬ 
tute of Neurological Diseases and Blindness, Be¬ 
thesda 14. .\Id. 
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• short duration of toxicity if 
over-digitalization occurs 

‘LANOXIN’ TABLETS 

0.25 mg. scored (white) 

0.5 mg. scored (green) 

‘LANOXIN’ INJECTION 

0.5 mg. in 2 cc. (LM. or I.V.) 

‘LANOXIN’ ELIXIR PEDIATRIC 

0.05 mg. in 1 cc. 
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DIGOXIN 
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6,000 CLINICAL STUDIES 

Automatic data processing machines helped to 
speed the evaluation of clinical results from 
6,000 diabetics on Orinase.* Cases were evalu¬ 
ated on the basis of 29 criteria. 



two reasons 
for the 
growing use 

of Serpasil 

in everyday 
practice 



be considered 

first in hypertension 

Alone, reduces blood pressure, slowly and 
safely, in about 70 per cent of mild to moderate 
cases.* As a “primer,” Serpasil can advanta¬ 
geously be used to begin therapy, however 
severe the case, to adjust the patient to the 
physiologic setting of lower pressure. As a 
^‘background’' agent throughout other therapy, 
Serpasil permits lower dosage of more potent 
agents, thus minimizing side effects. Average 
Dose: two 0.25-mg. tablets daily for one week, 
then maintenance on 0.25 mg. or less a 

I. Co.n, J. P., McAlpme, J. C., and Boone. J. A.: d. Sooth Carotin. H. A. 51:417 
(Dec.) 1955. 


most effective agents 


One of the safest, least toxic and 
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THE PHYSICIAN’S ROLE IN AIR TRAVEL 

Lieut. Col. Frederick S. Spiegel (MC), U. S. Air Force 


a \^R 25 million revenue-paying passengers 
traveled on U. S. domestic airlines last year. 
The trend has been rising steadily, and fore¬ 
casts reveal an e^'en greater increase in the 
nber of air travelers in the next few years. 

.'ven today tliere are legions who har-e had no ex- 
ience uith filing. These people frequently approach 
ticket uindow with ill-concealed trepidation and 
nb die ramp into die airliner widi false gusto and 
vado. Anxieh' is harbored by many, from die tod- 
ig youngster to die timorous oldster. Since firing 
i new and mysterious ei'ent for them, a certain 
ount of fear is to be e.xpected. All too frequently, 
vei'er, die fear is out of proportion to the situation. 
3 trip becomes a nightmare. 

’hysicians can do much to allay these fears and re- 
3e some of the discomforts associated uith flying, 
p should be of ei'en greater usefulness in the role 
jadriser when queried concerning the saferi' and 
risabiliti'^ of traveling by air. Most of the time we 
nember the basic physiologi', I’ascular d}'namics, 
1 respiratory' meehanics, and are qualified to give 
ind medical adrice, a word of caution or a hearty' 
.issurance. However, tliere have been instances in 
l-iich, in retrospect we must admit, we are not on too 
3^n ground. It is in diese instances, I submit, that we 
-;5ist be better prepared to assist \rith adWce and 
pinion based upon fact, not fancy'. Several medical 
t^iools are now presenting courses in ariation medi- 
I .le and ariation phy'siology'. Tliese courses were made 
^art of the curriculum as a result of die identification 
tile need for diis instruction. Since we are well into 
e air age” and since air travel has grou'n so tre- 


Physicians must continue to contribute to the safety, 
efficiency, and comfort of air travel. Three principles help 
to determine whether a person is fit to fly as a passenger: 
there must be no interference with the supply of oxygen 
to his lungs, the mechanical expansion of gases in his 
body must be unobstructed, and he must not affect ad¬ 
versely the sensibilities, security, and health of his fellow 
passengers. The frequency of airsickness and ear trouble 
is 5 to 10 times as great in children under 5 years as in 
adults. A woman during the ninth month of gestation 
must present a certificate, signed by her physician, stating 
that she will not deliver for at least 72 hours. Antiemetics, 
nasal vasoconstrictors, and oxygen are effective in com- 
bai'ng nausea, preventing pain from ears and sinuses 
during descent, and alleviating true air hunger. Persons 
who have recently undergone enteric surgery must be 
considered carefully because of the effects of possible 
sudden decompression upon gases in the body. Aviation 
medicine has developed into a specialty, but prospective 
passengers generally turn to the physician in general 
practice. He must therefore be prepared to answer his 
patients' queries. 


mendously, it is incumbent upon all of us to become 
conversant \rith die medical and psy'chological prob¬ 
lems associated irith diis ty'pe of transportation. 

Tlie guiding principles of the air transport industry 
are safety', operating eflSciency', and passenger comfort. 
Safety' is the first consideration. Many' would-be pas¬ 
sengers remember the glaring headlines concerning an 
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airliner crash but are unaware of tlie millions upon 
millions of accident-free passenger miles floum each 
year The Civil Aeronautics Board through its agency, 

{ 1 C Civil Aeronautics Administration, maintains very 
close control over all airline operations, and, as a 
yesnU, the safety consciousness of the operators is para¬ 
mount. Safety takes precedence over all else. Safety 
dc\-icc.s, procedures, and maneuvers liavc reached a 
\’ery higli degree of dc\-c]opincnt and perfection, and 
pa.s'scngers fears in this area arc groundless. 

Tlie next principle is operating efficiency. This is 
closeh^ allied with safety, in that one of the chief 
methods of achie\-ing each is through extremely care¬ 
ful selection of airline personnel, both flight and kev 
ground employees. Opcruting costs can mount clis- 
asterously and efficicnc)- he grcatl)' impaired if selec¬ 
tion of personnel is haphaxard, tiim-o\'cr rates high, 
and replacements frequent. Further, hotli on the 
ground and in the air, errors are more frequent with 
individuals who are not physically fit or who are given 
tasks and responsibilities bc}'ond (heir capabilities. 

If prospccti\’c passengers were made aware of the very 
stringent medical and psychological requirements air¬ 
line personnel must meet and the continuous close 
supervision they must undergo, they would understand 
why air transport operations arc among the most effi¬ 
cient in industn.' today. 

Tlie third principle of airline operation, passenger 
comfort, is closely related to revenue production. Pas¬ 
sengers subjected to discomforts are unhappy and are 
poor salesmen for air travel. Also, an uncomfortable 
or depressed indi\'idual is more prone to physical 
sj'mptoms, e. g., air hunger, airsickmess, headache, or 
\'ertigo. Potential passengers should be assured of a 
pleasant and comfortable flight. 

The aeronautic engineer, in concert with the aviation 
physiologist, psychologist, and flight surgeon, has been 
successful in overcoming man}' of the features of air 
travel that formerly caused discomfort for passengers. 
Pressurization of the aircraft has reduced the incidence 
of air hunger and headache that result from the de¬ 
creased partial pressure of oxygen. Airsickness also 
has been reduced by pressurization, since the higher 
cniising altitudes are less turbulent. The occurrence of 
car and sinus troubles are now unusual in pressurized 
cabins. With acoustic “sealing” of the passenger com¬ 
partment, complaints referable to propeller and engine 
noise have been significantly lowered. Other factors 
in reducing illness and increasing comfort and security 
are the development and installation of reclining seats 
and efficient airborne air conditioning systems. The 
designing and production of dependable, stable, air¬ 
worthy passenger aircraft with markedly reduced vi¬ 
bration characteristics is very significant. 

Tlie specialtv of aviation medicine may be consid¬ 
ered to consist of three main disciplines. These are 
categorized into, first, preventive medicine and public 
liealth; second, occupational and industrial medicine; 
and, third, aviation physiology, aviation psychology, 
and clinical practice. A survey of conditions and com¬ 
plaints of common occurrence in passenger travel 


air travel-spiegel 
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reveals many instances when specific n 
these.flelds is tovaluabk. S 

requirement. ^ ‘^pointcj- 

Physical Fitness to Fly 

There are some medical conditions whidi 
caution and the exercising of certain precaubV 
pieclude development of unpleasant and 
serious complications. Three principles must bi 
uppermost in the physician s mind when detenu 
wliether an individual is physically, emotional! 
mentafl}' fit to fly. First, there can be no interfei, 
v'itli the supply of oxygen to the lungs. Ne.\t,meci 
cal e.\pansion of gases must be unobstructed. F 
one must always consider die effect that theiDilii;' 
\vill have on the sensibilities, security, and heal' 
his fellow passengers. 

Commercial air carriers cannot maintain a 
“screening service” or triage, per se. They have i 
siwcessfvUy utilized tlieir ticket sellers and fiigk 
tendants to scrutinize patrons prior to boarding I 
ing flight the attendant may request that an .liun’ 
be deplaned at the next stop, if such action is deei 
advisable in liis or the other passengers’ infwi 

Today, w'jth the development of large, well-equif 
and well-staffed medical centers and clinics, man\ 
lines operate trunk routes into these areas. As a re 
a great number of passengers bound for these d 
tions are, in reality', patients en route for diagnos 
treatment. Air travel is the fastest and, in mosi 
stances, the least fatiguing of any means of uaiisy 
tion. The referring piq'sician is frequently ] 
concerning the feasibility of traveling by air tc 
clinic, and as an authority' he must be able to 
accurate and pertinent adv'ice. He should knov 
example, that permission must be granted by 
public healtli officials before any person with a 
tagious or communicable disease may be tran>i« 
across state lines. The airlines are wary of acce 
persons in whom communicable diseases are suspf 
and some refuse entire!}'. Suspected pulmonar}’ii 
culosis is a case in point. There is always extan 
question of responsibility: if a state refuses toi 
the admission of a passenger with a communicali 
contagious disease, tlie carrier may be held finanf 
responsible for liis care and return to point of on 
Individuals iritli malodorous conditions, gross 
figurements, or other unpleasant characteristics v 
might offend fellow passengers should not be tr 
ported by public air carrier unless physical iso- 
can be assured. Epileptics are more prone to coni 
sive seizures when h}'poxic in aircraft. Dia e 
maintenance therapy may be carried only if rj® 
sulin and syringe are kept in their hand bag|: 
the passenger cabin widi them. Patien s v 
artificial pneumothorax should never be allowd 
soon after a refill; only after at l^east 10 da^ ^ 
the mediastinum fix'ed, should flight e 

Physicians generally agree that a worn® 
uncomplicated pregnancy is not sic‘ 
normal indmdual undergoing a normal ptysio . 
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ess. All airlines accept passengers during the 
ntli month of gestation and the majorit}' null trans- 
tliose in the eighth month. In order to be accepted 
ng the nintlr montli, however, tlie passenger must 
ent a certificate, signed by her physician, stating 
she ufill not deliver for at least 72 hours. ^^Tien- 
there is a question concerning premature labor 
her complications, a medical certificate is required 
: to enplaning. 

fants under 6 weeks of age are usually not trans- 
sd by commercial carriers unless tliere are ver>’ 
[mating circumstances. In tliis case a pediatrician s 
fication is requested, stating that the infant is 
tliy and phj'sically fit to fly. 
lildren are only fair air travelers. The incidence of 
ckness and ear trouble is greatest in tliose under 
ars, 5 to 10 times more frequent than in adults, 
increased susceptibility' to airsickness may be 
ed to position insecurity and apprehension. E.ar 
Dmfort is associated ufith tlie difiBculh' in teaching 
Iren to make tlie necessary' orophan'ngeal adjust- 
ts while descending. Wider employ'ment of pres- 
:ed aircraft has greatly' reduced tlie incidence of 
e disabilities in tlie young traveler. 

Medical Difficulties Encountered in Fly'ing 

le changes in barometric pressure which occur 
i changes in altitude are the basic reasons for ear 
:ulty'. In tlie normal ear, equalization of tlie pres- 
behveen tlie middle ear and tlie ambient atmos- 
•e occurs automatically upon ascent. During de- 
t, however, conscious I'oluntary' actions (swallow- 
y'awning) must be undertaken in order to gain 
maintain pressure equilibrium. This is necessary' 
to tlie anatomy of tlie eustachian tube and its 
er-valve type of proximal orifice. Thus, since ear 
:ulty' occurs almost entirely' during descent, the 
nes routinely' maintain a very' gradual rate of 
[ent. It is usually at this time tliat chew'ing gum 
istributed to the passengers, since chewing and 
llow'ing periodically' opens the vaU'ular phary'ngeal 
of die eustachian tubes. Equalization of pressure 
he accessory' nasal sinuses is basically automatic 
may be interfered with by' such conditions as 
lien or redundant mucosa or nasal polyps. Upper 
liratory' infections and affections are the chief etio- 
cal agents of aerotitis media, more recently titled 
)titis media, and of barosinusitis. If individuals 
I have such conditions as an acute respiratory' 
ction, allergic rhinitis, or nasal polyposis must fly', 
e.xpedient for them to use a nasal vasoconstrictor 
lecongestant during flight and particularly' prior to 
:nt and descent. 

irsickness in adults is not a major issue in present- 
airline operations. However, discomfort and 
lal emesis are considerably' more frequent in fe¬ 
es, occurring at approximately’ five times die rate 
ountered in males. As in children, this may' be 
ibuted chiefly' to anxiety’ and apprehension. Also, 
■ of airsickness itself probably' hastens die dei'elop- 
it and appearance of die characteristic sy'mptom 


complex. Several effective proprietary' medicaments 
are available which M’ill reduce the awareness of mo¬ 
tion and the concomitant discomfort in susceptible 
indix'iduals. These also will prevent airsickness, in most 
instances, if taken in advance of flight. The value of 
reassurance cannot be over-emphasized. 

Air hunger is associated w'ith a lessened amount of 
available oxy'gen in the ambient atmosphere at higher 
altitudes, due to the decreased partial pressure of 
oxy'gen. True air hunger is phy'siological. Frequently', 
however, the diagnosis of air hunger is mistakenly' 
associated w’ith a dy'spneic type of respiration which 
in reality’ is the result of apprehension or anxiety. The 
treatment of these two conditions is diametrically’ 
opposed. In true air hunger supplementary' oxygen, 
w’hich is always available on commercial airliners, w'iU 
alleviate the sy'mptoms. In the latter instance carbon 
dioxide inhalations or simple breath holding w'dl bring 
prompt relief. Reassurance has a very beneficial and 
calming effect on both. 

Potential passengers recovering from recent coronary 
thrombotic episodes or diose suffering from coronary’ 
insufficiency must be carefuUy’ evaluated before being 
adx'ised that they may fly'. Mffiether the aircraft in 
w'hich they' will travel is pressurized must be deter¬ 
mined. The same type of careful appraisal must be 
undertaken in the anemic patient, tliose patients in 
impending or recovering from cardiac failure, and 
those W’ith any type of respiratory embarrassment. It 
is wnse to have the individual notify' the carrier in ad¬ 
vance of the flight. Also, if he has in his possession a 
certificate of his fitness to fly, it may preclude his being 
refused passage at tlie hst minute. One should remem¬ 
ber that the commercial air carrier has die final word 
in determining w’ho W’iU be transported in its aircraft. 

Persons w’ho have recently' undergone enteric sur¬ 
gery’ should be considered I'ery' carefully, witli tlie fact 
kept in mind tint the e.xpansion of intestinal gases is 
appro.x-imately 50% at 10,000 ft. and 100% at 18,000 ft. 
The latter figure is of utmost significance in pressurized 
aircraft, since, w'ith rapid decompression of tlie cabin 
due to failure of a w'indow' or hatch or malfunction of 
die pressurization sy’stem at high cruising altitudes, a 
postoperatii’e catastrophe may occur. 

Of recent and mounting interest is the problem of 
sickle cell anemia, w'hich is found principally in Ne¬ 
groes. Tliis hemoly'tic disorder is present in appro.xi- 
mately 5% of die general Negro population. It has 
been demonstrated diat w'ith a mild to moderate 
circulatory o.xy’gen deficiency, of the degree found in 
unpressurized flights at altitudes of from 8,000 to 
14,000 ft., sickling and hemolysis may’ occur in those 
indh'iduals W’ith diis trait. Splenic infarction or mesen¬ 
teric thrombosis are die usual sequelae. .Although die 
incidence of diis condition is relatively low, it should 
not be overlooked. Negro passengers would be well 
adi’ised to notify die flight attendant if the\’ dei’elop 
abdominal discomfort or pain. It is not unusual for a 
commercial airliner to make an emergency stop at an 
en route airport to place a passenger in the care of a 
phy’sician. 
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Conimcnl 

The foregoing illuslralions poinl out tlie manifold 
intcicsls and vesponsibililies of Uic medical profession 
in regard to air tra\'el. Physicians, in die capacity of 
hollj professional advisers and personal confidants, 
must Iiavc a firm foundation upon ^^'hich to base their 
considered and valued opinions. As is common to all 
the medical specialties, certification in aviation medi¬ 
cine foUons a Jo;jg period of concentrated didactic and 
practical work and training in a highly technical field. 
Diplomates of this hoard are daily working intimately 
w'ith ih’ing personnel and aeronautic engineers—in fact 
with all those in pursuits related to aviation, civil, 
commercial, and militarj'. Airline passengers almost 
ne\-cr come in contact with the a^'iation medical .spe¬ 
cialist, and for good reason: he is concerned with the 
medical and allied problems of aviation—to make 
fiight safer, more reliable, and more comfortable for 
more people. Medical piactitioncrs in private practice 
arc the ones to whom prospectiv e pa.sscjigers turn. The 
average physician should be more familiar with the 
answers to the quc'stions and the solutions for the 
probletns his patients pf)se concerning air travel. Sev¬ 
eral excellent texts and references on aviation medicine 
are readily available. Chief among the.se are Arm- 
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.strong’s “ftincples ,™d Practice of A™bo, » 
Cine, McFarland s Human Factors in Ait T- 
portation,” - “Aviation Medicine Practice” ctp • 
by tlie Bureau of Medicine and Surgep^of tkeO- 
ment of the Navy,^ and the U, S. Air Force’s T- 
Surgeon’s Manual.” ■* 

Commercial air travel is expanding byW- 
bounds. Higher-performance aircraft are beineV 
oped rapidly and continuously. Speeds are muipi 
and thus time and distance ratios are comi. 
shrinking. Before long jet-propelled passenger i 
will he commonplace. Engineers are discossins, pi 
ning, and designing the rocket airliners of fomoj 
Let us, as physicians, stay ahead of our patients’ qcr 
regarding traveling by air. Let us advance vitL 
technology of aviation. 

3800 Newark Street N. W., Washington, D. C. 
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INTESTINAL POLYPOSIS AND PIGMENTED SPOTS OF LIPS 

HEREDITARY PEUTZ-JEGHERS SYNDROME 
Lieut. Commander Lloyd C. Rohrs (MC), U. S. N. 


Tlie vassocialion of pigmented .spots of the lips, oral 
mucosa, and often the face and digits with intestinal 
pohmosis has been recognized with increasing fre¬ 
quency as a distinct entity.' Repeated episodes of 
abdominal pain in persons having melanin spots with 
tl)i.s distribution can, with strong suspicion, denote 
e.xislent intestinal polyps, particular!)’ of the small in¬ 
testine, for at autopsy no patient having tliis pigmen¬ 
tation without associated polyps has been reported. 
Complications of gastrointestinal bleeding, anemia, 
intussusception, and malignancy m tins hereditary 
disorder bai'c been stressed.’ In view of these featmes, 
the following ease is presented. 

Report of a Case 

s"rinlS”»l coiJji -K No -toommlitto 'verc prescM on 
Service, United St,,les Naval HMpItnl, 

Oakland, Calif. 


Repeated episodes of abdominal pain in per¬ 
sons having me/anin spots with a characierhtk 
distribution can, with strong suspicion, denote 
existent infestina/ po/yps. Typically the melanin 
spots are on not only the lips and labial mucous 
membrane but also the buccal mucosa, occa¬ 
sionally the gingiva and hard palate, and rarel/ 
on the tongue. The pigmentation can also occw 
on the digits, periorally, about the eyes, on 
more rarely across the bridge of the nose. W 
condition has been reported in persons ro/n 
childhood to the sixth decade, but usually ap¬ 
pears as a recurrent Infussuscepfion m he ^ 
end decade. It Is to be emphasized « « 
polyps in this syndrome are to be cons 
premalignant lesions. 
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' he iniKal examination or tliat performed 12 hours later. One 
pisode of vomiting occurred during tire observation period, 
ifter 12 hours tire patient was asymptomatic. X-rays of the 
ipper gastrointestinal area, in June, were "normal.” In Decem- 
' jer, the man was seen again because of nausea, vomiting, and 
•pigastric aching pain. There were epigastric tenderness and 
•igidit)' in the left lower abdominal quadrant. The white blood 
:ell count was elex'ated, with 83? polymorphonuclear cells. 
Obserx'ation was continued for 48 hours, by which time the 
aatient had become asymptomatic. 

In March, 1955, he experienced the sudden onset of sex’ere 
periumbilical pain. One hour later vomiting occurred. Abdomi¬ 
nal tenderness, without rebound tenderness, and guarding over 
the upper right rectus muscle were found. Abdominal disten¬ 
tion developed. An exploratorx’ laparotomy was performed on 
March 31. There was hemorrhagic exudate in the abdominal 
caxitx’, and a distended loop of jejumun, 18 in. (46 cm.) in 
length, was seen. An estimated 60 in. (152 cm.) of jejunum 
was intussuscepted into itself. The entire loop had undergone 
a clockxrise rotation of two and one-half turns. The intussuscep¬ 
tion began about 36 in. (91 cm.) from the duodenojejunal 
flexure. The terminal 60 in. of ileum appeared to hax’e some 
impairment of circulation and was slightly cyanotic. 

After reduction of tlie intussusception and x’olxoilus, the re¬ 
duced jejunum over the area of strangulation was edematous 
but appeared to have a good color, as did the Ueum. The entire 
small intestine was palpated, and no other abnormalities of the 
intestine or its mesentery' were noted. The postoperatix e course 
was uneventful except for a small wound abscess which de¬ 
veloped but healed spontaneously. M'hen x-rays of the upper 
gastrointestinal area were taken 28 days later, tire distal duo¬ 
denum and many jejunal loops were found to be dilated. 
Hj'perperistalsis existed. A distal jejunal obxtniction was diag¬ 
nosed. 

On May 11, a second laparotomy was performed. Numerous 
adhesions existed throughout the pentoneal caxnty. Txvelve 
inches (30 cm.) distal to the duodenojejunal flexure, an intus¬ 
susception again xvas seen. There xvas a mass in tire jejunal 
lumen. Six inches (15 cm.) of jejunum were resected and an 
end-to-end anastomosis perfomred. The resected jejunum xx’as 
4 in. (10 cm.) in diameter. One inch (2.5 cm.) from the 
proximal resected margin two polyps were found. There was a 
pedical measuring 1 cm. in length and 0.5 cm. in diameter. At 
the end of this there was a bulky' mass of multiple poly-ps 
measuring 2 in. (5 cm.) in diameter. Three centimeters from 
the same resected margin another pedicle was found, 1 cm. 
long and 0.5 cm. in diameter, at the end of which xvas a group 
of polyps 4.5 cm. in diameter. 

The microscopic sections showed adenomatous polyps with 
frank malignant degeneration located at their periphery. There 
was no invasion of the pedicle or muscularis of the intestine. 
There was a mass xvithin the ileal lumen about 12 in. proximal 
to the ileocecal junction. Through an enterotomy, a polyp was 
remox’ed. Microscopically, it was shown to be of the benign 
adenomatous type. The appendix was also remox'ed. Post- 
operatix’elx’, a pelx'ic abscess dex'eloped xx'hich was incised and 
drained. 

Though recox ery xx'as sloxv, no subsequent complications 
dex’eloped. On June 11, a sigmoidoscopic examination rex-ealed 
three poly'ps in the colon at 5.5 in. (14 cm.). These xverc 
remoxed and microscopically found to be benign adenomatous 
polyps. Txx’o air-contrast barium enemas xvere gixen in mid- 
June. A polyp was demonstrated in the proximal ascending 
colon. A series of x-rays of the upper gastrointestinal area xx'ere 
taken and a fractional study of the small intestine xvas made 
late in June. Though tlie jejunal loops xvere prominent, there 
were no intralumenal defects or obstruction. 

On Sept. 21, this man xvas admitted to the U. S. Nax-al Hos¬ 
pital, Oakland, Calif. He xx'as in good health and asymptomatic. 
The history, aside from that already' gix en, xx'as noncontributory. 


From the family history it xx’as learned that the man’s father 
had died "in Iris early 50’s” from “an ulcer.” His mother had 
died in 1947, at the age of 34, from a “tmnor in her boxx-el.” 
The patient did not knoxv if she had had pigmentation of the 
lips or hands, and no other history xx-as ax’ailable. There were 
four other brothers, ages 24, 21, 19, and 17. All xvere lix-ing 
and xx’ell, and, to the best of the patient’s knoxxledge, none had 
pigmentation on the lips, face, or hands or gastrointestinal 
complaints. 

On physical examination, tire patient xx-as found to be a 
xx’ell-proportioned, slender, 6-ft. (182.9-cm.), 14S-lb. (67.3-kg.), 
fair-sldnned, blue-eyed indix’idual. His hair was light broxx-n. 
Ox’er the Vermillion border of the lips and extending into the 
labial mucous membranes there xx’ere numerous small (0.5 to 
1.5 mm. in diameter), fiat, pigmented spots xx’luch extended 
periorally (see figure). There xx-ere no pigmented spots on the 
bands or feet. There xvas a well-healed, broad, right rectus 
scar. Aside from these features, the examination xx-as xx’ithin 
the limits of normal. 

The hemogram, urinalx’sis, Kahn test, stool examinations for 
occult blood xx’hile on a meat-free diet, and the roentgenogram 
of the chest shoxved results that xx-ere negative or xx-ithin nor¬ 
mal limits. There 'x’as no ex-idence of anemia. A sigmoidoscopic 



Photograph of the lips. Left, pigmented spots extend into 
the immediate perioral region. Right, pigmented spots are seen 
on labial mucous membrane of ex’erted loxx’er lip. 


examination rex’ealed a small polyp at 15 cm. xvhich xxas re¬ 
mox’ed by coagulation. The existence of a small polyp in the 
proximal ascending colon xx’as again denoted by’ the use of a 
barium air-contrast enema. In the distal portion of the second 
part of the duodenum, x-lexx-ed roentgenographically, txxo large 
radiolucent areas, thought to represent polyps, xvere seen. A 
fractional study of the remainder of the small intestine gave 
negative results. 

On Oct. 27, a laparotomy xvas performed. M'hen the duo¬ 
denum xx-as opened, eight polyps xx-ere seen. Txx o xvere approxi¬ 
mately I cm. in diameter on long stalks measuring 2.5 cm. 
in length; one xvas sessile, 8 mm. in diameter and 4 mm. ele¬ 
x'ated. These xvere excised. Fixe additional small polyps, 1 to 
3 mm. in diameter, xvere destroyed by- electrocoagulation. The 
entire small intestine xvas palpated. Six inches (15 cm.) distal 
to the ligament of Treitz, the prexious end-to-end anastomosis 
site xx-as obserx-ed. Fifteen inches (42 cm.) distal, a polyp 2 cm. 
in diameter on a 5-cm. stalk and a second polyp 3 cm. in di¬ 
ameter on a 1-cm. stalk xx-ere found. In the ascending colon, 
7,5 cm. distal to the cecum, a polyp 1.5 cm. in diameter on a 
4-cm. stalk xvas noted. All of these xvere remox-ed. The micro¬ 
scopic sections ex-idenced benign, adenomatous polyps of tlie 
duodenum, jejunum, and large intestine. Aside from a minor 
xx-ound infection, tlie postoperative course xx-as uncxentful. 



INTESTINAL POLYPOSIS-ROHRS 


The most locont x-nu's of the upper gastrointestinal area, 
fractional small intestine study, and hariuin enema witli air 
contrast reveal"d no ('\adcnce of polyps. 

Commcnl 

This cti.sc c’.vc’nipllfic.s many of lJ)c fealui'es leporlecl 
since the cnlil)' of inlcslinal polyposis w'as recognized 
b) 1 culz in 1921 and c.xlcnsively rcvic\^’cd by Jeghers 
and associale.s in 1949.'" The familj' liislories reviewed 
by the latter rc\^ealcd tlic hereditary aspect of this 
disease, a trait inlicrited as a Mcndclian dominant. 
Numerous taljulatcd case reports Itavc veri/iecl this 
fact. In tlic case prcsonlcd, the dcatli of tlie patient’s 
mother at tlie age of 34 from “a tumor in licr l)owel” 
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font „ e In the ense reported by Stewart and Sto,e. 
otnl of nine surgical procedures had been perfcn,;;; 
In another, reported by Jegbers, a sprneJfcsjX 
developed after portions of the small intesfc 1 
lesected, and inanition and death ensued.''’ 

It IS apparent in this case, despite careful and r 
peated examinations, that either lesions were me' 
looked or they developed xvith striking rapidity. Tli 
need for careful, frequent, regular, repeated examiii' 
lions is imperative. At the time this article was ac- 
cepted for publication, this was believed to betlielSii 
surgically proved case of intestinal polyposis mti 
pigmentation of the lips. 


is suggc.slivc evidence as to tlic source of the 
trait. 

Tlie dark complexion of most persons ha\dng this 
s\’ndromc has been repeatedly mentioned.'"’ One of 
the patients reported on by Kilchin had a light com¬ 
plexion.' The patient discussed here was bluc-ey'ed 
and of fair complexion. 

Tlic condition has liccn reported in persons from 
cliildhood to tlic sixlli decade but usually appears as 
a recurrent intu.ssnsccplion in the second decade." 
This 22-\'car-olcl man experienced recurrent attacks of 
pain culminating in surgical intervention, and an 


Summary' 

A 22-year-old man had poly'ps of the duodemini, 
jejunum, ileum, and ascending and sigmoid colon asso¬ 
ciated \Wth pigmented spots of tlie lips, labial mucosa 
and perioral region. The hereditary element was prob¬ 
ably present. There were two occuixences of intussus¬ 
ception, and hvo of tire polyTps removed were malig¬ 
nant. 

c/o Publications Editor, Metabolic Research Facility (-16-.t,), 
L'nitcd Status Naval Hospital. 

Tlie opinions or assertions contained herein are the prhale 
ones of the autlior and are not to be construed as official c 


intussusception of the jejunum was discovered. The reflecting the views of the Nary' or the naval service at 


repeated bouts of abdominal discomfort, due to partial 
obstruction and intussusception, have been reported 
as characteristic.'' 

This patient Irclicved that he had always had the 
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THE ROLE OF THE PSYCHIATRIST IN REHARILITATION 

Francis J. Braceland, M.D., Sc.D., Hartford, Conn. 


t is indeed a pleasure for a psychiatrist to address 
. audience dedicated to the principles and goals of 
abilitation. That much of the historj' of psychiatr}' 
olves around efforts at rehabilitation is evident in 
' testimony of generations of psychiatrists who 
rked against tragic odds to restore emotionally ail- 
or crippled people to more adequate modes of 
ng. Those efforts involved only too often the use of 
;y principles and imperfect instruments. But they 
itributed to the body of knowledge of the human 
.id, the implications of which e.vtend far beyond 
' • bounds of psychiatrj'. The insights of pss'chiatrs' 

- • of value to the field of rehabilitation, where the 

- ;atest obstacle to the reabJement of the physicallj' 
adicapped often resides in the emotions. Emotions 
d attitudes may be more incapacitating than the 
il disabiht}', as Osier noted several decades ago 
len he warned doctors treating tuberculosis that 

’lat is in the patient’s head is at least as important 
what is in his chest. 

.-It is self-evident that psycliiatry and rehabilitation 
■ ve much to teach each other. Thej' deal m'tli two of 
8 greatest adversities that befall mankind—mental or 
lysical disaster, whether innate or acquired, acute or 
..ronic, temporarj' or prolonged; and with ways and 
3ans to lighten the burden upon individual and so- 
3t)’. They both work in the framework of the thera- 
-;utic environment and the therapeutic team and, 
:us, in the context of group d>'namics. Most impor- 
"•’nt of all, they subscribe to the philosophy tliat what 
’ ey are dealing with is not a passive, amorphous be- 
iig to be manipulated willy-nilly, but is an individual 
f-ho lives, feels, thinks, struggles, and expends his 
•lergy in defending himself against a threat to his 
yffegrity. Psychiatr)' and rehabilitation both maintain 
^^"lat it is incumbent upon the entire therapeutic team 
■ rehabilitate man as man, no matter how badly dis- 
j.ffed he may be or how seriously restricted in his 
;_:tivities. I submit that we are striving to return to 
Jciet}' a “compleat person,” skilled and perhaps newly 
..villed in important techniques and especially in the 
rt of living. 

Any physical anomaly, however benign, and svhether 
constitutional or acquired, can be the source of seri- 
us disturbances in the life of an indisndual. A nose, 
he contour of which offends only the owner, may be 
cS formidable an obstacle to adjustment as a major 
imputation. The problems of rehabilitation are, there- 
ore, extensive and extremely complex. They arise in 
die wake of accidents and crippling diseases and also 
with acute and chronic illnesses, and, very importantly. 

Fifth Annual Dr. Fred H. Albee Memorial Lecture, read 
aefore the Kessler Institute for Rehabilitation, West Oransje, 
N. J., Nov. 10, 1956. 


Much of the history of psychiatry is concerned 
with rehabilitation of a sort, for it has labored 
against tragic odds to restore emotionally crip¬ 
pled people to more adequate modes of life. 
The disciplines of rehabilitation and psychiatry 
both maintain that it is incumbent upon the 
therapeutic team to rehabilitate man as man, 
no matter how disabled he may be or how seri¬ 
ously restricted are his activities. It is important 
to treat the patient with the background of bis 
environment in view, as well as in the light of 
the personal, interpersonal, and social meaning 
of his illness. Psychological reactions of patients 
to any type of illness depend largely on the 
previous personality make-up of the individual. 
The rehabilitation team, therefore, must be ever 
alert to any force which might impair motivation 
for recovery. The real problem of rehabilitation 
consists in helping the patient realize and ac¬ 
cept that the emotional rewards of health are 
greater than any secondary gains derived from 
dependency ever can be. 


with the attrition of years. The rehabilitation of the 
aging indmdual is indeed one of the most meaning¬ 
ful fields of modem medicine. So is that rehabihtation 
which involves disabihties of insidious onset. By tlie 
time the disorder is clinically detected, it may have 
caused great physical depletion and profound psy¬ 
chological changes. The psychiatrist is deeply con¬ 
cerned vnth all these problems and his orientation is 
beginning to influence, if not reshape, contemporarx’ 
medicine itself. Medicine is finding that to fulfill its 
obligations in a changing epidemiologx' and a chang¬ 
ing culture, it is not enough to apply the insights and 
techniques of pure science. It is equally important to 
treat the patient against the background of his em-iron- 
ment, and in the light of the personal, interpersonal, 
and social meaning of the illness. Illness represents a 
serious threat to the patient as a self-sufiBcient, intact 
individual, and hidden forces operating within him 
may have much to do witli its course and outcome. 
These influences cannot be ignored in any treatment 
program for any illness or any handicap; they spell 
the difference between success and failure in our ef¬ 
forts and they are indeed basic materials with which 
to work. 

Rehabilitation is rooted in contemporarx’ medicine 
and contemporarx' pubhc health services. It is one xx-ith 
curative and preventive processes and complements 
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•ind completes nil of these. Rehabilitntion mav be ns on c 

inclusiA'c or as limited in meantag the ^Zop, of “ »', “Pa™™ »<1 Wgh 

the n.scr. It may suggest an effort to make the best of 
grim adversity, even if this means nd|u.slment at r 


morale i; 


I , - v^*4V4 iiji 

tlwapeutic^ team helps enormously. The siteat; 


lower level, or it may suggest a new and better inte 
Ration. The former is easier to achieve, of course. But 
is it not our duly to make the goal a more positive one 
and refuse to settle for less than rendering the dis¬ 
abled individual as complete a person as it is possible 
for him to be, in a society which has room for people 
of all kinds and combinations of .skill, capacity, and 
motivation? If this is our goal, we must be cognizant 
of psychmlynamics. of the way in which the human 
personality is fonned. and of the mental mechanksms 
and the defenses that determirre behavior. Such knowl¬ 
edge enables us to work more purposefully in rehabili¬ 
tation. It is the role of the psychiatrist in rcliabilitation 
not only to treat patients who require his .special skills 
but to .serve as a consultant to the rehabilitation team 
and to clarify those influences w-hich in general and in 
particular prolong cons’ale.sccnce and, indeed, make 
this a never ending phenomenon. 

P.sj'chological Hazards of Disablement 

Unfortunately, there is no blueprint to be followed 
for dealing with or avoiding the psychological haz¬ 
ards of disablement. Each patient is unique, moulded 
by bis past histors'. colored by his ens'ironment, im¬ 
bued w'ith goals and values as various as they are 
complex. But there arc certain guides to understand¬ 
ing how and why the indi^'idual reacts to stress in a 
particular u'ay and, if these are utilized early enough 
and consistently enough, the task of the rehabilitation 
team can be facilitated. 

Let us examine briefly some of the psychological 
forces operative in physical disability. It w'as formerly 
believed lliat various disabilities brought a fairly con¬ 
sistent pattern of psychological reaction. The tubercu¬ 
lous patient was said to be euphoric; the deaf person 
inclined to paranoid behavior; the one whose disease 
was located below the diaphragm vulnerable to de¬ 
pression, It is now recognized that the psychological 
reactions of patients to any type of illness depend 
largely on their previous personality make-up. The 
same is true of reactions to trauma. Some individuals 
recover quickly; a lew develop serious emotional diffi¬ 
culties; and there is a wide range of reactions between 
both these extremes. The degree of emotional dis¬ 
turbance is by no means directly related to the intensi¬ 
ty of the trauma; you have experiences of this kind 
every day. It is related, however, to the meaning of 
the trauma to the person concerned. There may well 
be patterns of defeat in the personalities of patients 
which delay irhysical reablcmcnt and social readjust¬ 
ment for a long period, and even indefinitely. 

Human motivation is a curious process, 
based on unconscious, as well as conscious, needs. It 
is therefore not a simple thing to motivate a patient 
to work toward his own recovery, although certain y 


complicated, however, by basic human needs^ 
for love and attention, dependency strhiirrs anti, 
gles against them, feelings of hostility, and feelr 
guilt. These patterns are found in the developtn- 
every individual and difficulties arise when 
been imperfectly resolved in the course of mate, 
Sudden physical disaster and, even more insii 
nhysical attrition, reactivates conflicts, threats 
anxieties of long ago. There may well be a retej 
a more comfortable antecedent state contrhed e 
in life to minimize an,\-iety and pain. The adverse^ 
chological impact of disablement is in fact p! 
enhanced when it actually or symbolical!)’ reraf 
lates conflicts of childhood. The individual leni> 
revert to immature methods of handling themani 
rehabilitation problems are compounded. 

The rehabilitation team should be alert to il 
forces which impair motivation. The disabled indn 
ual may equate ser\ace from others vath Ime £ 
attention pre^'iousl^^ denied him. He may equate 
with punishment of those who neglected him in t 
past. He may equate the helplessness it si’mboL 
with reh-iburion for his own hostilitj’ and guilt.) 
as the wetim of sudden disablementmustworkthio 
the inevitable depression he feels, so he must iv 
through his dependency needs before he can go o: 
better things. In some instances a certain degree 
dependency u’ill be inescapable; the patient cannot 
entirely self-sufficient and he must be encouraged 
accept this. He must also be encouraged, however 
develop new skills and interests. The real probleiB 
rehabilitation consists in helping the patient re’' 
and accept that the emotional reu^ards of fuller L 
tion are greater than any secondar}' gains ded' 
from dependency. Here is the vmtchword; if you i 
do this, your work is a success, no matter what i 
you accomplish. 

Throughout the period of convalescence, depf 
ency problems will present themselves again. 
again. Even patients who are making excellent g 
ress will have occasional lapses in that direction 
questing help or assistance in tasks they have alre. 
mastered. Such patients need support and reassiK 
so that they can go on to learn new tasks. As dm 
as the overtly dependent patient, and somefimes rr 
so, is the patient who denies his disability and oe^ 
his dependency needs entirely. An unrealistic ik 
ence on independence and self-sufficiency also r- 
to defeat. Underlying it may be a real need tjj 
port and a need to be punished for it. As Menn - 
has noted in this connection, for these ^ 

gram of graduated activities widnn their c^ 
is of great importance. This will help shield 
W 'Vill loaVe and 4e 
will suffer if they are allowed to proceed P 
of courage, if not of prudence. 
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Accepting a Handicap 

-30 it is tliat tlie permanently disabled patient must 
tber surrender to his handicap nor deny that it e.\- 
Accepting the disabled self is tlie decisive step 
- tlie road to rehabilitation. The difficulties of ac- 
Dting this new self should not be minimized, bow¬ 
er. There is a body image involved in it that sub- 
ids the indmdual’s conception of liis ovm person- 
ty and his relations with others. The image has been 
ilt up from infancy and it contains many irrational 
.d symbolic associations from infancy and childhood, 
lese associations linger in the deeper recesses of the 
•jid; they contribute to e.xaggerated emotional re- 
tion to injur}" or loss of parts of tlie body, to e.xces- 
. 'e fear or depression witli minor disabilities to imma- 
re childish beha\ior diat blocks rehabilitation. 
Hence, in addition to making an adjustment to 
. rtain real limitations and adaptations imposed by 
e disabilit}", the patient must work through to a re- 
. sion of his body image, his conception of himself, 
id his relations to others. This is a process which 

■ ay well rekindle old conflicts and painful associa- 
ons, so that the individual reverts for a time to im- 
ature patterns of behasdor. That it is a natural proc- 
:s and one that should be accepted simipatlietically 

, 1 ' the rehabilitation worker is self-esddent. The prob- 
,.'m is to work with the more mature aspects of the 
'ersonalit}' to prevent any chance of chronic regres- 
on and to support the patient through the crisis, 
i" In general, the more immature the individual, the 
ore pathological his reaction to phs’sical disabilit}'. 

■ 'rustrations imposed by it can be inordinately stress- 
r.il, even in the face of e.xcellent remedial and rehabil- 

ative measures. Particularly in the early stages of 
disablement, when the extent of the residual handi- 
- ap cannot be estimated, it is important to foster the 
“boper psychological climate. Uncertaint}' of the out- 
ome may foster vague but distressing anxiety, and 
’ bis ma}" continue long after the situation has been 
“rlarified and after the prognosis has been found to be 
t-'etter than expected. 

'• Generalized amxiety has a blocking effect on reha- 
-'>ilitation efforts. This is true whetlier it comes from 
:'he patient’s insecurity and uncertainty over his fate, 
■rom the s}Tnbolic significance of his condition, or 
-nom unconscious motivations which bring him under 
: he yoke of die secondarx" gain of sxmiptoms. A chronic 
-disability may weaken personality integration because 
•)f the an.xiety it constantly evokes. As a result, the 
•patient may confuse functions which are actually im¬ 
paired with those which are not. The same aspects of 
• disability wliich interfere widi mastery of physical 
.enrironment may impair social beharior. Impaired 
locomotion, or an impaired sense organ, may force 
a change in social relationsliips. The ensuing frustra¬ 
tions can be reduced by prostheses and the develop¬ 
ment of new skills. But much depends on the patient’s 


omi orientation and his will to keep trx’ing in the 
face of initial difficulties and failures. Establishing sat¬ 
isfactory relations with other people is of tremendous 
importance, though it depends on the attitudes and 
responses of these others, as well as on those of the 
patient. Here the need of fostering wholesome family 
attitudes and responses cannot be over-emphasized. 

In all treatment situations various emotional reac¬ 
tions are set in motion within the patient and in those 
who are handling him. These reactions may be psy- 
chonoxious instead of psychotherapeutic. When diffi¬ 
culties arise which seem to tlireaten the progress of the 
rehabilitation effort, the patient is usually blamed for 
it. The blame is not always his; it sometimes accrues 
to the person who is trx’ing to help him. Psychiatrists 
recognize this development in therapy; they recognize 
their own contribution to it and allow for it. It need 
not be viewed as a threat to tlie therapist or the pa¬ 
tient. It simply calls for understanding examination. 
This is one of the earliest and most useful lessons the 
young psychiatrist has to learn—tlie effects of his own 
attitudes in a given situation. It has been noted many 
times that patients are aware of the attitudes of the 
staff, even though these are neither verbalized nor 
otherwise openly expressed; that patients look for 
social acceptance and are alert to signs of rejection; 
that to patients the attitudes of the staff represent a 
cross section of attitudes of the larger world toward 
them. Their reactions to staff attitudes are e.xpressed in 
positive or negative attitudes to the workers in the 
center. These reactions var}' from dependence and 
affection to hostility and negatirism. In these situations 
again, psychiatr}' has something to offer through the 
medium of staff conferences. 

Role of Rehabilitation Worker 

It is unwise for the rehabilitation worker unskilled 
in psychiatric techniques to undertake meddlesome 
psychotherapy in a potentially explosive situation. 
At Such a time e.xpert advice is imperative, ^^^e have, 
in psychiatT}', a ver}" troublesome group of problems 
falling into the classification of traumatic neuroses and 
having their onset after acute physical or psychic in¬ 
jur}'. Sometimes tliere is a considerable lapse of time 
before the neurotic s}'mptoms appear. In any event, 
they are usually altogether out of proportion to the 
severity of the trauma. Elements of secondary gain 
are readily seen and, depending on predisposition, a 
psychopathological picture of a specific kind may well 
appear. An essential principle in the treatment of these 
cases is prompt institution of psychotherapy, for prog¬ 
nosis worsens uith the passage of time. This is partic¬ 
ularly so in cases in which compensation may be 
forthcoming. Lauglilin" has xTOtten some illuminating 
pages on this problem. He states, in effect, that what 
the individual craves is not only the material com¬ 
pensation but also the satisfaction of strong, deeply 
hidden, dependency needs and the abrogation of re- 
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sponsiljility. Delayed treatment enables the industrial 
accident case, for example, to become a chronic prob¬ 
lem. Yet from the outset the patient balks at treat¬ 
ment. What he achieves from a lower level of adjust¬ 
ment seems to be worth far more to him symbolically 
than the gicater financial and persona] reward that in¬ 
dependence could supply. He is, therefore, loath to 
accept psychiatiic treatment, persists in trying to 
pro\’c his disabilitj', and is affronted by the idea that 
psychological factors arc contributing to his disabilitv. 
E\ cn if he agrees to tr\’ psychotherapy, hi.s resistances 
continue. An expert therapist is needed to deal with 
these resistances and help the patient re.solve them. 
Conflicts must be rccogni/cd and faced by the patient 
de.spitc the anxiety and discomfort tenjporariJy re¬ 
leased. Recovery depends on the acceptance of the 
conflicts, on ensuing procc.sses of desensitization, and 
on the overcoming of irrational nonrcalistic elements. 

There arc, however, many other situations in which 
the well-trained rehabilitation worker, .skilled in inter¬ 
personal relations and abreast of the psychology of 
disability', can do excellent w'ork. Basic to his effort is a 
principle laid down in the aforementioned work of 
Menningcr ' that the disability is not so much what 
the examiner perceives it to be, as it is w'hat the patient 
perceives it to be. The rehabilitation worker can dis¬ 
cover this dynamic element only by getting to know 
the patient, by talking to him and listening to his 
problems, and by determining wliat the goals and 
^'allies of the patient liave been and whether these 
must now be altered. The phy'sically disabled person 
tends to find that some psy'choiogical maneuvers, use- 
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normal person with extra difficulties andtop-n 

0 see himselfin.this hghtJt is a.commonobst; 
that undesirable trends may assert themselves fa; 
personality of the handicapped as a resalu=- 
medical tags they bear. All branches of mei ' 
siiow an unfortunate preoccupation wth s\w- 
and labeling and with attempts to equate fea- 
and treatment. iVIenninger has emphasized this^- 
ularly for psychiatry', but his observation is 
to what we are talking about here: 

^ To say tliat a patient has schizophrenia is botlu 
scientific and improper,- unscientific because we 
being precise about something that is highly a: 
phous, improper because we are damning the pat 
with a title that udll hurt him forever.”^ 

Even in other areas it is certainly true, as Men 
ger pointed out, that to say a patient has such 
such a disease often bears no logical relationsbi] 
u’hat ails the patient and hou' he should be Irea 
Labeling of this kind, though it appears scientiic 
necessary', carries with it tlie danger tliat we ma) 
to treat the disease instead of the patient. Let us 
forget that tlie epileptic, tlie atlietoid, tlie amputee 
find it difficult to conceive of himself as an epile 
an atlietoid, an amputee and as a human being-: 
the same distorted image. 

There is a place for inspiration, too, in tlie rebi 
tation of the disabled. The patient needs encoui 
ment in his difficult task of regaining lost functioi 
developing new ones. The power of mind over 
for die rehef of symptoms has alway's been recogu 
All treatment w’as once a form of mental thera] 


fill in the past, are now no longer so. He may have 
been satisfied formerly when running up against a 
difficult situation to beat a reluctant reheat; or he may 
have found it easy to lower liis level of aspiration 
when certain goals were apparently impossible of at¬ 
tainment. This is not a good philosophy in all matters. 
Objectives, while they may have to be changed, are 
nonetheless essential. The handicapped person needs 
to strive persistently for goals which are attainable if 
he works liard enough; and he needs to try' out many 
ways of reaching tliem instead of just one. The reha- 
bilftation worker has a vital role to play during this 
phase of the program. Not that he sliould set the pa¬ 
tient’s goals; Imt lie should help the patient set his 
own goals, goals within his remaining capacities, and 
goals which once set should then be accepted and 
reached. Persistence and variability in approach are 
(‘sseniial. So i.s liie cultivation of efficient habits while 
strong motivation exists. 

General principles of learning yield valuable in¬ 
sights and suggestions for rehabilitation. So do tec i- 
niiiucs and procedures of psy'cliothei apy’, wn’ci can 
create favorable conditions for learning new and suc¬ 
cessful adjustments to disability. It is important at 
all limes to look upon the lianclicapped person as a 


faith healing. The medicine man, u'itli his extra 


nary costume, his impressix'e paraphernalia, an 
ritualistic behavior, hied to cultivate an atnios] 
of hopefulness for recovery'. His successes, and 
were many, were attested to by awed and gri 
patients. As for his failures, also many, let us say 
Haggard" tliat “the dead give no testimonials.’ 
point is this, however; that creating a therapeut 
mate is proper to the art and science of med 
From the statements of disabled patients, it is 


lat simple and fundamental, unorganized, and 
live psy'chotlierapy' often inspires them to searcl 
ork for a more normal way of life. During t!i« 
bservers noted two influences which, when oper 
n the personalities of men, were of the peates 
ortance in preventing neuroses and chronic diw 
'hese influences were high indh'idua] motivation 
igh group morale. Men who were stiongly niotn 
r who were sustained by the morale of tm S 
vercame fears and difficulties quickly, for they c 
A neitlier themselves nor their colleagues doim 
a vital aspect of the work of 
lel is to promote these influences which no ) ^ 
•ate .-md move patients so profoundly 
escue them from the dread isolalron wlirt 
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‘.iveigli upon tliem, from the apathy often imposed 
•' serious personal loss, and from the hopelessness 
ich shrouds the future. 

Spirit of Rehabilitation Team 

, submit that inspirational programs are acceptable 
1 necessar)'. However, to inspire a person to high 
rivation it is necessary to believe in one’s program 
1 to be convinced of the importance of one’s task, 
e team spirit is of great importance; it is bom of 
• close collaboration of all members of the team 
' lO form a competent, homogeneous unit, and give 
■ themselves freely to the common task. Patients are 
■' -jemely sensitive to the spirit of tire team, and tliey 
5 adversely affected if that spirit is evanescent. Work 

■ ' progress in mental hospitals demonstrates persua- 
. - ely the great importance of interpersonal influences 

. the management of patients.^ From many points 
, view a rehabilitation center, like a mental hospital, 
_ an interacting system in which tlie activities and at- 
udes of each participant affect those of all. It has 
•en found tliat an excellent association between a pa- 
■ ;nt and a physiotherapist may act as a stimulant to 
- ntivation when all other methods seem to fail. It 
•IS been found that a careless remark by a physician 
'■ ay throw a patient who has been making good prog- 
ss into aaxiet)' or depression.® Such accidental occur- 

■ -■ nces can be highly no.xious to the entire rehabilita- 
‘ :'on team as well. 

"High group morale should indeed be the watch- 

• - ord of ever}' treatment group. If it is lacking, the 

■ k''habilitation center is in danger of becoming a ware- 
"-ouse for expensive gadgets and work-a-day attitudes. 

morale is high, it will spark the will to live and 
•!_' become proficient in living, no matter what the 
j:.*andicap. The response will be more than rewarding 
the devoted team of workers who create an atmos- 
fji.here for recover}'. It is the physician who must set 
.*16 ne example for his team and for his patient. The phy- 
■tJcian is certainly the most powerful force in the re- 
■u’jfabilitative process outside of the patient. He is to the 
c‘:atient not only a doctor of medicine, possessed of 
;ast knowledge and great technical skills, but a figure 
authorit}' reaching the dimensions of omnipotence. 
. he cast he assumes depends on the patient’s depend- 
jy-ncy needs and his quest for parental figures. The 
...ihysician must be alert to this imposed role, for it 
. -nay retard the restoration of the patient. He must be 
. ure tliat the doctor-patient relationship remains on a 
,,,herapeutic level, in accord with realities of the situa- 
_ ion, rather than with magical thinking that so easily 
asserts itself in the mind of man. 

The psychological problems of rehabilitation are 
' so many and so diversified that the psychiatrist cannot 

• and should not arrogate to himself more tlaan a small 
portion of them. The major job must be done by the 
rehabilitation team. There are other key groups in the 
communit}’ which can make a contribution in preven¬ 


tive psychiatr}'; tlie general physician in his work srath 
families; specialists in their treatment of the patient; 
nurses who care for the patient in the early days of 
disaster. HTiat each of these tells and does to the 
patient can affect his motivation and his future. All 
such groups need a basic psychiatric orientation to be 
used on a conscious basis. It has been pointed out. 
quite correctly, tliat using this psychiatric orientation 
haphazardly or unconsciously is much less effective 
than basing it on a lucid awareness of the psychologi¬ 
cal forces which usually operate in the newly disabled 
indh'idual.' Although emotional first aid may be nec¬ 
essary and emotional support is required, it is well 
to remember that the patient usually has within him¬ 
self the restorative potentialities needed and that 
naive interference may complicate the healing process. 
Further than this, too rapid removal of the emotional 
symptoms may jeopardize the outcome. All those who 
deal with disabled patients should understand such 
basic principles and keep within their area of compe¬ 
tency, lest they aggravate the emotional dffficulries 
that invariably arise for a time at least. 

The psychiatrist is but one of the team of speciahsts 
and auxiliar}’ workers active in the rehabilitation field. 
Altliough he must assume important diagnostic and 
therapeutic functions in the more difficult and com¬ 
plex cases, his role is predominantly ad^^sor}' and edu¬ 
cational. His contribution should grow with advances 
in his specialt}’, particularly in the area of social psy¬ 
chiatr}' as it opens up new possibilities for treatment 
and prevention. The tiisk imposed upon tliose of us 
who are privileged to treat our fellow man is as un¬ 
ending as is the search for wisdom. Every insight we 
attain reveals the existence of more questions to be 
answered, more m}'steries to be revealed. Realit}', in¬ 
cluding man’s own, is ine.xhaustible. So, too, are the 
uses of adversit}’. Let us be prepared to make these 
our servants, not our masters. 

200 Retreat .•\\e. (2). 

References 

1 Menninger, K. A.: Psj'chiatric Aspects of Physical Disa¬ 
bility, in Ps>’chological Aspects of Physical Disability, edited by 
J. H. Garrett, Rehabilitation Sers-ice Ser. No, 210, Office of Voca¬ 
tional Rehabilitation, Federal SecuriW Agency, 1952, pp. 8-lT. 

2. Laughlin, H. P.: Neuroses in Ch'nical Practice, Philadel¬ 
phia, \V. B. Saunders Company, 1956. 

3. Menninger, K. A.: Practice of Psvehiatrr', Digest Neurol. 
£c Ps} chiat. 23:101 {March) 1955. 

4. Haggard, H. W.: The Lame, Halt and Blind; \'ital Role 
of Medicine in Histoiy of Cirihzation, New York, Harper & 
Brothers, 1932, p. 59. 

5. Stanton, A. H., and Schwartz, .M. S.; .Mental Hospital: 
Study of Institutional Participation in Psychiatric Illness and 
Treatment, New York, Basic Books, Inc., 1954. 

6. Grayson, M.: Pwchiatric Aspects of Rehabilitation (Re¬ 
habilitation Manual 2), New York, the Institute of Physical 
Medicine and Rehabih'tation, New York University-Belle\-ue 
Medical Center, 1952. 

7. Grossman, M.: Emotional Aspects of Rehabilitation, Am. 
J. Psr-chiat. IOf»:S49-S52 (May) 1953. 


216 


Sepf, 


RESIDUAL DISABILITY OF PHARYNGEAL 

FROM POLIOMYELITIS 


area resulting 


CLINICAL MANAGEMENT OF PATIENTS 


James F. Bosnia, M.D., Sail Lake City 


Despite the earlier clinical impression of relatively 
good motor recovery from bnlbar poliomyelitis, if the 
patient has stirvivcd,' (licrc is a progressive accumii' 

patients bai’ing clinically significant residual 
disability in the pharyngeal area following this dis¬ 
ease. A gionp ol 33 child and adult patients having 
polionp’elitic disability of the pharynx has been ob- 
ser\ed by standardized clinical and roentgenographic 
piocedure.s and is the subject of additional clinical 
reports." 1 he motor disabilities of the pharynx of these 
patients result from a marked variety of particular 
muscle ii'eaknesses and. also, are variably comhinecl 
with residual impairments of respiration or of gen¬ 
eral motor function of trunk and extremities. 

The physician responsible for the continued care 
of these patients having continued disability in the 
pluiryn.v is concerned with particular handicaps of 
performance and their relief or amelioration. Accord- 
ingly, tile following clinically useful classification of 
impairments of the mouth-pharynx area has been 
devised. 

Classification of Motor Disabilities 

Deficiencies- of Gcnci'dl Motion of the Tongue- 
}}ijoic]-L(iri/nx Co///;;m.—Understanding of motor per¬ 
formance and disabilities in the pharynx depends upon 
recognition of the role of the tongue-hyoid-larynx 
-•olumn. In the human, the muscles suspending the 
pharynx, larynx, and the jiesterior portion of the 
longue eonverge upon this articulated structure (fig. 

1 and 2), u'hose general motions are essential to 
usual manner of performance of swallowing, and are 
normally involved in speech. The valvular mecha¬ 
nisms of the pharynx and larynx are integrally re¬ 
lated to the general motions of this column in relation 
to the cervical spine and posterior skeleton of the 
face. Thus, the support of the bolus in the swallow- 
preparatory position u'ithin the mouth and its con¬ 
trolled conveyance into the phav>'nx, the apposition 
of the pnl itopharyngcal folds to prevent penetration 
of the bolus into the epiphavynx, the closure of the 
larynx, and the opening of the hypopharyngeal sphinc¬ 
ter are all essentially associated with the general mo¬ 
tions of the tongue-hyoid-larynx column accomplished 
by its suspensory musculature. This vertical motion 
is greater in the older child and adult than in the 
infant, in correlation with, the descent of the pharynx 
and related structures, in developmental elongation 
of the neck. Some clue to deficiency of strength of 
elevation of the tongue-hyoid-larynx column is pro- 

Clmiriiian, Dcpnrtment of Pocliatrics, College of Medicine, 
UniveLsily of Utah. 


The most commonly identified poliomyelilis 
paralysis in the area of the pharynx is fhatolik 
constrictor musculature. More and more patients 
have clinically significant residual disability in 
the pharyngeal area following this disease. Tt\t 
motor disabilities of the pharynx of these pa¬ 
tients result from a marked variety of pariicvlar 
muscle weaknesses. Understanding the mofor 
performance and disabilities in the pharynx 
depends upon recognition of the role of the 
tongue-hyoid-larynx column. The optimal time 
of initiation of efforts of motor rehabilitation is 
soon after the acute phase, as soon as coopera¬ 
tion of the patient can be achieved. 


x'ided by obsen'ation of the exceptionally depend 
position of tin's column and tlie associated stnictii 
of the pharynx in lateral or posteroanterior roentge 
grams; the latter projection may also demonstrat 
lateralward displacement of the radiopaque-aiedii 
outlined valleciilae and floor of tlie hypopharyn\ 
well as a possible angulation of these structures fi 
the transverse plane."'’ The significance of the gem 
elevation of this column for the sivallowing peifo 
ance is well demonstrated in circumstances of r 
tive deficiency of its elevating musculature. A stf 
ard clinical maneuver for evaluation of strengtl 
this elevation is that of clasping the column witli 
examiner’s thumb and first finger approximated 
the notch between hj^oid bone and tliyroid carti! 
and exerting traction downward. In subjects hav 
normal strength of its elevation, the column is 
ruptly lifted from between the clasping fingers. £ 
in those having weakness of the suspensoiy muses 
ture, the column remains in a relatively depenilt 
position. The swallowing effort associated vith 
impaired elevation fails. This failure may be 
with retention of the bolus in the pharynx amb 
spill upward through the palatopharjmgeal isfe' 
and also into the larynx, or die pattern of 
disability may differentially demonstrate de&ifc, 
of approximation of the palatopharyngeal fol®' 
failure of opening of die hypopharyngeal 
possibly widi secondar)' spill through a ' 

patent larjmx. The extent and performance adequ 
of motions of the tongue-hyoid-larynx column in ^ 
lowdng can be evaluated by roentgen fluoroscop ■ 
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'reason of tlie multiplicity and complexity of tliese 
motions, the\' are more satisfactorily studied by timed 
film e.xposures or cinefluorograpliy. Standardization of 
die subjects’ position during roentgenographic studies 
of motion is important, as the relative e.xtent of mo¬ 
tions of these structures upward and anterionvard 
differs with the subjects’ position; there is more an- 
-teriorward (ventrad) motion if the subject is in supine 


Tubat Ccrtiisg* 


Lc^trct p*^'ynytG> ftcess 
{Fcisa of 


Stylcpbcryngejs 
S'y'chyo deus n 


Levotor vth poist m m 

cf Eu7*ocb'c'> Tutt 

yTemo' v«h pe’ctiii m 



Ste'noinif'CHdej« n 


Fig. 1.—Lateral wall of pharynx from lateral aspect. Tubal 
cartilage and auditory canal are transected. Note suspensory 
arrangement of styloid, palatal, submental, and digastric 
muscles. 


radier than in x'ertical position. In some patients hav¬ 
ing deficiency of strength of elevation of the tongue- 
hyoid-larjTix column, there is an interesting dispro¬ 
portionate anterionvard motion of this column wth 
the patient in upright position in apparent compen¬ 
sation for the deficiency of its upward motion (fig. 3a). 

Impairment of Control of Delivery of Food into 
the Pharynx.—In the clinical circumstance of deficient 
support of die tongue and hx'oid b\' its suspensory' 
musculature, the “sizing” and conveyance of bolus 
to the swallow-preparatory position ^ by a temporally 
separate maneuver into the mesophaixTix may be 
impaired or accomplished onh' by unusual adaptive 
motions of the tongue. In the circumstance of polio¬ 
myelitic impairment of the tongue and die irregularly 
distributed ah’ophy' which is typically' associated widi 
it, these swallow-preparatory' maneux'ers are ty'pically' 
severely impaired. 

If there is marked disability of tongue support or 
of the tongue itself, die patient may' engage in a 
characteristic series of posture adaptations wlierein 
the head is anteflexed during mastication so diat die 
food remains in the anterior portion of the moudi 
and swallowing is initiated by' abrupt upward tilt of 
the head, decanting the food as an unquantified mass 


into the phary’nx (fig. 4b). Characteristically, the pa¬ 
tient ymth deficient control of the oropharyngeal ori¬ 
fice avoids eating in any' but die upright position to 
diminish the risk of premature spdl of food into die 
pharynx. The mechanism and adequacy of motor con¬ 
trol of the orophary'ngeal orifice are best evaluated 
by' means of lateral roentgenograms of the subject in 
supine position -nitii bolus in mouth. These are par¬ 
ticularly' useful in evaluating the defense of die phar¬ 
ynx against premature entry of food from the mouth. 

Abnormal Patency of the Palatopharyngeal Isthmus. 
—Incident to swaUou'ing, die palate demonstrates 
three consecutive actions: (1) an approximation to 
the elevated tongue by' which the bolus is held in 
preparatory' position (fig. 3a), (2) an enclosing ac¬ 
tion of the palatopharyaageal folds during conveyance 
of the bolus into mesopharyn.x, and (3) angulation 
upward away from the tongue, in correlation uadi 
the final elei'ation of the phary'nx, as die bolus pene¬ 
trates the hy'pophary’ngeal sphincter (fig. 3b). Roent¬ 
genographic evaluation of prevention of ascent of the 
bolus in the palatopharyngeal isdimus and potential 
“nasal regurgitation” must be made during the phase 
of conveyance of the bolus betn-een the tongue and 
die combined palate and palatopharyngeal folds into 
die phary’nx (action 2, as noted above). The final 
position of the palate in swallowing gives litde clue 
to its contribution to containing of the bolus. 



Fig. 2.—Lateral wall of pharxnx from medial aspect. Tip of 
tubal cartilage is excised to show ongin of salpingopharx-ngcuv 
from inferior aspect of cartilage. 

There is surprisingly incomplete correlation be- 
txx'een ^'isualIy obserx'ed abnormahties of motion of 
the palate and the palatopharyngeal folds during 
phonation and their adequacy' in prex’enting pene¬ 
tration of the bolus dirough the palatopharyngeal 
isthmus. Thus, a unilateral xveakness of die palato- 
pharyngeus may be associated xxith an adequate func- 



21S 


DISABILITY OF PHARYNGEAL AREA-BOSMA 


lion of llio palate and palalopliaryngcal folds in swal¬ 
low as rosidl of compensation by the contralateral 
palatopharyngens or by the sphincter action of the 
jdiaryngeal constrictor muscle. 

Obslnicthn at the Ilijpophanjn^eal Sp/i/ne/er.—The 
jnotor mechanism of the opening .of the hypopharyn- 
gcal sphincter in the normal subject is not completely 
understood. It is apparent that, in usual modes of 
swallowing, elevation of the laryn.\ is e.s.sential hut 
ele\-ation of the lateral pharyngeal walls is not e.ssen- 
tial to this part of the swallowing jicrformancc. Upon 
the basis of roentgenographic observations in patients 
tlemonstrating various patterns of postpoliomyelitic 
disahilit)’ of the hypophar\-nx,-'' it has been inferred 
that the cricopharyngeus muscle contributes an e.s- 
sential \-ertical traction upon the sphincter. 

.An additional sphineteric arrangement in this area 
is that of the upper rim of circular fibers of the e.soph' 
agus. In the swallowing action of normal subjects and 
of those poliomyelitis patients who have no obstnic- 
tion at the hypopharyngeal sphincter, the sphincter 
typically opens to its broadest diameter immediately 
and continually, and there is no clue to a separate 
mechanism or circumstance ol closure by the esopha¬ 
geal musculature. In one of the poliomyelitis patients 
with continued partial obstruction at the .sphincter, 
there was noted an intrusion into the sphincter area 
from the posterior wall resembling that described by 



Fi- B.-Bolns ill liypoph.uyns luul 
I lAviisv.ird .ind lorw.iru i \ still in iiixtaposition 

im-iit iipvv.ircl aiul ventrally. 


Uspopharynx and spbmctci aica. 


J.A.M.A., Sept. 21, j 

In the absence of a consistently identifiable 
lytic disability found in association with persy 
occlusion of swallowing at the hypopharyngeal mb. 
ter, a variety of alternative explanations must bet 
sidered. A possible explanation is tlaat of contraefc 
hypertrophy, or fibrosis of the cricophapngeu^ 
adjacent circular esophageal musculature. Stronge, 
dence against this possibility is the normal erpp 
stream which these patients typically demonstc 
Also, extensive dilatation of die sphincter areal 



Fig. 4.-Abnorma]ities in swallowing in 8-year-olcl bm 
iionths after acute poliomyelitis. Lateral view (a) of bolusc 
anted from mouth into phar>'n\. Marked and irregular dimi. 
ion in mass of tongue is shown by irregular contour (at ser 
f dots) of inferior border of bolus in moutli. Weaknessi 
iminution of mass of tongue are shown further by inegii 
ingual border of portion of bolus in mesopbaryiK. Later s. 
,f swallowing (h). Mass of medium is retained m pocUt 
trophy of tongue. Hyoid (at square) is now moved cepW 
nd ventrad, posterior wall of mesopharyax and hypoph^ 
s moved ventrad, and hypopharjmgeal sphincter is wide oj 
’.date, which at this stage of ssvallow is normally eleiided 
his patient remains la\ and pendant, reflecting wea ' 
eiMtor veli palatini. Incident to constriction of P'^^jns J 
Surgitatlon of bohis upward in palatopharyngeal islk 




.t achieved signiUeant relief of '‘"“““'"(I 
two of the patients in this study. Kaplan 

rrted abrupt relief of totel f'j!‘t- 

poliomyelitis, in one patient mn.ed.atdy ate 
K.1 incision of the cricopharyngeus muscle U P 
“ of evaluation of teP™yn.e.,t 
eutic procedure in this clinical ciicumstanc 

een discussed elsewhere. oob- 

The v.arieHcs of f'^Sis 

(ally with inflammation and J ® 

ure in the area of ^ mvopoih)^^^^ 

vith involvement of the jjeen consii! 

ind paroxysmal hemoglobinui c, 

;;5l and differentially excluded “ 

Likewise, the Hnmmer-Vtason s:^U »; t,,, 

;„tly termed “sideropen.c d)-spl.ng.a> 
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;luded. Tlie separate possibility of swallow-inhibi- 
V influences from tlie mucosa of the hv'popharjmx 
ronically inflamed, in association wdth stasis of 
■retions, or of inhibitory afferent influences from 
; adjacent esophagus have also been considered, 
t this disability has persisted in tlie face of repeti- 
e and prolonged cocainization of tlie mucosa in 
til areas. A furtlier possible explanation of failure 
opening of the lixTiophariTigeal sphincter is tliat 
coordinatii'c impairment, by which the e.xtraor- 
narily consistent pattern of sequential actii'ation of 
^ 3 musculature in the pharxTix area accomplishing 
allowing is interrupted as a result of encephalitic 
dons disseminated within the reticular substance 
tlie brain stem. 

A coordinatii'e disability of the larimx has been 
fentified incident to studies of speech pathologx' in 
ese patients in whom function has been impaired 
I .• poliomyelitis.” In studies to date, it has not been 
1 bssible to distinguish objectively the automatic and 
\ liform coordination of reflex swallow so that it could 
3 identified in clinical work in comparison with ap- 
arent valid effects or simulations of swallowing 
-/hich tlie subjects may emploi' w'hile under study 
Ar their disability. A possible other e.xplanation is 
' lat of a “functional” disability of sw'allowing w'hicli 
lay be continued as an anatomically and physiologi- 
ally inappropriate persistence of an “organic” failure 
F sivallowing. Tlie distinctive affectii’e reaction and 
adjustment of persons long deprived of this important 
, inction is of much significance in their continued 
isability.°‘* 

- Abnormal Penetration of the Larynx.—By embryonal 
-.'erivation and association of coordination, the arxffe- 
^.oid apparatus controlling the larimgeal aditus is 
_ itegrally related to the musculature of the pharxmx. 
';’he precise mechanism of relation of the tx^iically 

- ssociated closure of the aditus and opening of tlie 
"I'popharxTigeal sphincter is not yet entirely clear. 
^Unfortunately, for purposes of tliis stud)% it w'as diffi- 
'ult to evaluate motion in the arx^tenoid area roent- 
-_enographically, by reason of incomplete calcification 
-f tlie arxi:enoid cartilages in the majority of our sub- 
• sets and, also, by reason of superimposition in lateral 

oentgenograms of the radiopaque medium outlining 
:.he lateral pharxmgeal recesses. Tliis w'as particularly 
z he case in those patients in whom tlie lateral pharxTi- 
.geal recesses were parah^cally enlarged and e.xqiand- 
sd anteriorw'ard at the sides of tlie larxmx. The lateral 
roentgenograms did demonstrate obliteration of tlie 
lariTigeal vestibule late in the pharxmgeal stage of 
swallowing as the bolus xvas penetrating the hx'po- 
pliarxmx and sphincter. In some normal subjects this 
obliteration xvas incomplete, and, thus, it xx'as more 
difficult to specify abnormality in those poliomyelitic 
patients in xx’hom this final stage of elevation and 
approximation xxdthin the tongue-hyoid-larxmx column 
xx'as paralxiically impaired. Penetration of fractions 
of bolus into and through the larxmx tx^iically oc¬ 
curred secondarily as an ox'erfloxv from the hxqio- 


pharxmgeal pool. In a fexx- patients haxdng persistent 
occlusion at tlie sphincter and accumulation of a con¬ 
siderable lixqiopharxmgeal pool incident to demon¬ 
stration of sxvalloxv efforts, the arxdenoid apparatus 
xx'as apparently normally successful in closing the 
larxmgeal aditus. 

Weakness of the Constrictor Musculature of the 
Pharynx.—The most commonly identified poliomyelitic 
paralysis in tlie area of the pharxmx xxms that of the 
constrictor musculature. Tliis x'aried in degree and 
pattern of distribution and in associated exddence of 
performance disability. In tlie circumstance of asxmi- 
metrical xx’eakness, there xvas a striking traction of 
tlie xx’eaker pharxmx xvall toxvard the stronger side, 
xx'hich apparently resulted in diminution of the laxity 
on tlie paralyzed side, in partial compensation for 
the xx'eakness. Tlie possible contribution of die con¬ 
strictor muscle to apposition of die palatopharxmgeal 
folds and its compensator}' role in association xx'ith 
unilateral xveakness of the palatopharxmgeus hax'e 
been mentioned above. It is apparent that in die cir¬ 
cumstance of xveakness of the constrictor muscle at 
diis lex'el, abnormal patency of the dorsal portion of 
the food channel xx'iU occur. 

Correspondingly, die contribution of die constrictor 
muscle to closure at the upper rim of the palato¬ 
pharxmgeal isdimus in the modulation of speech is 
probably critical and, in the circumstance of defi¬ 
ciency of constriction at this level, there may be an 
abnormal nasality of certain elements of phonation 
despite x'isibly and roentgenographically normal mo¬ 
tions of the palate in these phonation maneux'ers. 

Unilateral or bilateral w'eakness of the constrictor 
of die hx’popharxmx results in significant performance 
disability, for portions of bolus may be trapped in 
the e.xpanded and dependent lateral pharxmgeal re¬ 
cesses. In die circumstance of incomplete sxvalloxxing, 
successix'e efforts may be required to clear die pharxmx. 
In some patients, it is apparent that this further exer¬ 
tion is an important factor in fatigue limitation of 
sxx'alloxx’ing at mealtimes. Incidentally, there is com¬ 
monly a persisting h}’pophar}mgeal pool in these sub¬ 
jects, causing a “bubbling” distortion of x'oice. 

Compression of Pharynx by Malposition of Head 
and Neck.—A distinctixm mechanism of pharxmgeal 
disability in patients liaxung extensive cerxical seg¬ 
mental impairment in poliomyelitis is that resulting 
from severe lordosis of die cerx'ical spine and ante- 
fle.xion at the craniox'ertebral articulation so that the 
pharxmx is compressed and occluded betxveen the 
spine and the posterior structures of the face. This 
mechanism has been studied by Merritt and associ¬ 
ates,"' xx'lio demonstrated that the occlusion of die 
pharxmx could be relieved by traction and external 
support apparatus applied to the head. 

In general, the spatial relations of head and neck 
are of considerable importance in performance of the 
partially impaired pharxmx. In the position of exten¬ 
sion at the head, for instance, the elevation of the 
tongue-hyoid-larxmx column relatix'e to the posterior 
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skeleton of I le lace may be insufficient and tlie swal¬ 
low thus fail, apparently by a mechanism analogous 
to that of donai\\'arcI traction upon the column by 
the clasped fingers of the examiner described above as 
a clinical evaluation maneuver. 

Mechanisms of Exaggeration of Disability 

The motor disabilities of the pharynx and related 
structures u-en' found to be the resuliant of a variety 
of factors in addition to specific poliomyelitic weak¬ 
nesses and contracture and alrophv of tile participat¬ 
ing musculature. The additional ’mechanisms which 
may be sui)erim])osed to exaggerate the di.sabilitv are 
classified below. 

\iiliHinniil Dt'firirnnj.—Aculc poliomyelitis is com- 
monh- prolonged and prostrating, and alimentation 
is resumed in llie face of a considerable nutritional 
dcficienc}-. The [ja.ssage of a Jiaso-oral catheter mav 
()ccasion much distre.ss and resistance on the part of 
the patient, and adequate nutritional reslittition may 
thus be rleiayed. Reco\ery of adequate swallowing 
occurs at various times in con\'alcsccnce from severe 
bulbar poliomyelitis, and a natural tendency of phy¬ 
sicians is to delay ga\'age feeding or performance of 
gastrostomy in anticipation of this nehievoment Mean¬ 
while, the patient’s genera! motor recovery may be 
progro.ssi\-el.v retarded bj' nutritional failure. 

Slash of Sccrclions.—The normal performance of 
the pharynx is efl'ccfi\e not only in initiation of ali¬ 
mentation and in modulation of respiration but also 
in facilitatioji of jnov'cment of secretions from middle 
ear, eustachian tube, and nasal cavity into the pharyn.v, 
from whence they are conveyed with the bolus. The 
“milking” action of the paired leverator muscles upon 
the eustachian tubes incident to their contraction in 
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An additional mechanism of sustained inf<^ 
which must be considered but cannot be smv 
evaluated is the chronic tracheobronchitis whiL' 
of these patients have, rvith or withoat contii- 
tracheotomy, m sustaining or aggravating cont® 
mlection and inflammatory reaction in areas ofi 
nose, pharynx, and mouth. ‘ ^ 

Liobi/i/y fo Exaggeration of Disabilitij by Falk- 
Tile mcclianical disabilities of sivallowing and sL 
resulting from acute bulbar poliomyelitis ofteVi 
quire extraordinary exertion for a particulars 
formance. Also, repetition of die effort is comma 
required, as in conveyance of bolus throiigU 
hypopharyngeal si^hincter. Tfie musculature « 
cerned in this effort is already weakened by pol 
myelitis. We thus liave an accumulation of fact 
predisposing to accumulation or exaggeration of f 
disability of swallowing or speech in tliese snbja 
ft is the factor of fatigue udiich causes prolongat 
of mealtimes or, in some subjects, a modified scliedi 
of frequent small and briefer feedings. 

Psychological Response to Disahility ~l\\e psyd 
logical impact of acute severe bulbar poliomyelitii 
perpetuated and compounded by continuing disal 
tics. Tliere may be an exceptional head-neck refat 
u'Jiicli die subject assumes continually or at tii 
of eating or of speech in compensation for disabi 
of the mouth or the pharynx. It may be necessai) 
e.\-pectorate secretions frequently, and, in soroep. 
tients ha\'ing severe associated disability of the tongi 
and hp, tJiere may be frequent and profuse sialonk 
Food is often taken tediously, perhaps ndth freqati 
expectoration of a portion of tlie diet The indii'idual 
social adaptation may be impeded by distortions! 
speech, such as marked nasality or associated k 


elevation of the palate is familiar.'" Negus describes 
au analogous progressi\'e constriction of the palato- 
pharymgeal isthmus facilitating expression downward 
of the secretions accumulated in die nose and upper 
pliarynx. The most critical and striking area of stasis 
of secretions is that of the liypopharymx, wliich, in 
patients having persistent occlusion of the hypo¬ 
pharyngeal sphincter, is typically the site of a chronic 
inflammatorv reaction. This has been demonstrated 
by indirect visualization and also Iw a distinct ten¬ 
derness in tliis urea as explored by olive-tipped 


ability of articulation." These multiple factors 
accumulate to cause a progressive social n'ithdra!v- 
of die patient and restriction to a narrow range i 
familiar associates. Recovery of performance in t! 
bulbar area may reach an inappropriate plateau^ 
die result of reluctance to attempt further achi«! 
inents. This social withdrawal of the individual ai 
lack of furdier rehabilitation goals at times prove- 
serious handicap to the therapeutic team, to wlk 
a patient may be brought late in this acciimii].ih’f- 
of handicapping mechanisms. 


probes.'" 

Inlercurrent and Chronic Infeciions.-These patients 
experience a considerable exacerbation of disability 
at times of acute illness, so that a barely adequate 
swallow may be temporarily lost, oi the laiynx may 
lie less capable of defending die traclieobronchial 
tree from penetrating bolus. By unfortunate coinci¬ 
dence, dieir acute respiratory illnesses are liable to 
became complicated and prolonged. Appropriate to 
the mechanical limitations of mobilizations of secre¬ 
tions, there is a greater liability to local exacerbation 
of an infective process such as otitis media, mastoid¬ 
itis, or paranasal sinusitis. 


General Principles of Rehabilitation 

It is apparent that the patient having moderate c: 
vere motor disability in the pharjmgeal area fom- 
g bulbar poliomyelitis presents a unique composi • 

' clinical problems xvliich are often inextrica^' 
tertwined. Evaluation of therapeutic measures a ■ 
ied to particular primary or secondary J 
lability is diffloult. Rather, it is to be re^' “ 
,at tlie goal of general improvement off"”* 

16 xesnlt of miiltiphasic efforts of 
Mice and particular speciaited 9 

ropriately, varied routines or combinations 



. 165, No. 3 


DISABILITY OF PHARYNGEAL AREA-BOSMA 


221 


jve effecti\ e in this circumstance. Conversely, thera- 
iitic efforts seeiningK' appropriate to particular 
)tor impairments are found to be ineffectir’e. 
riie optimal time of initiation of efforts of motor 
labilitation is soon after tire acute phase, as soon 
cooperation of the patient can be achieved. Initial 
orts probabl}’ should be directed onh' to familiar- 
ition with tlierapeutic routines and personnel. For 
3 purpose of establishing producti\'e relation be- 
een the therapists and the patient, this relation 
ould be established early in the recovers' period 
tliat the usual early increments of achievement 
n be accomplished in this circumstance of coopera- 
m. 

It should be recognized tliroughout the tlierapeutic 
fort tliat day-to-day s’ariations in performance jire 
be e.xpected. Recognition of particular circum- 
ances of e.vaccrbation of disabilih-, such as acute 
fections or fatigue, rn’ll increase understanding of 
ese variations, but it must be admitted tliat there 
e other mechanisms and circumstances of variation 
Inch are not separately identifiable. 

Rehabilitatirn procedures should not impede res- 
'ration and thus cause recapitulation of tlie respira- 
TS' obstruction and hsyioxia which these patients 
id commonh' experienced during their acute illness, 
or e.xample, if the patient has become dependent 
pon the easier route of respiration xia tracheotomy, 
le tube should not be abruptly occluded but should 
e cox'ered with an inspiration-access x'ah'e or else 
artially occluded. Correspondingly, tlie initial efforts 
f swalloxving should be upon a small bolus of liquid 
laterial with the subject semirecumbent in supine 
osition, to diminish risk of larx'ngeal penetration, 
'he bolus in initial trial should be water or isotonic 
iclium chloride solution, exen though in manx' sub¬ 
lets it xx-ill later be found that a semisohd bolus of 
elatin, cust-ird, or granular cereal is sxx'alloxx'ed xx'ith 
?ss difficult}' than xx'ater. 

j In tire patients hax-ing sex'ere disabilitx' of sxvalloxx'- 
ig, tlie better therapeutic access to the patient is 
-irough his speech. The speech therapist, xx'ho is par- 
icularlx' oriented to this therapeutic problem, is a 
aluable member of the rehabilitation group. The 
arly achiex'ement of usable x'erbal communication 
s of much help in social rehabilitation of tliese pa- 
ients. In the varied performance of speech, tliere is 
ix’ailable a succession of achievable tlierapeutic goals. 
Jpon tire basis of compai-atix'e roentgenograpliic stud- 
es of motions in the tongue-hx'oid-larx'n.x column in 
)honation and sxx’alloxx'ing, it is, tlierefore, highly 
rrobable that the routines of speech therapy con- 
ribute to tlie elements of motor function xx'ihch are 
equired for adequate sxx'alloxx’ing function. There 
ire also prospectix'e tlierapeutic effects of speech ther- 
ipy upon tire motor performance of the larjuix, 
iharx'n.x', and moutli in recox'erx' of x’alx'ing action 
acilitating normal respiration. 


In analog}' to rehabilitation in otlier chnical cir¬ 
cumstances of acute neurological impairment, it is 
adx'isable that the patient be returned to his family 
and communit}’ xx'hen he is psychologically read}’ for 
this transition as xx'ell as grossly capable of sustaining 
himself independently by his oxxti motor efforts xx-ithin 
it. Incident to this gradation, the therapeutic meas¬ 
ures xx'hich are indicated and effectual in the indi- 
x-idual patient should be continued if the tlierapeutic 
relation can be satisfactorilx' transferred to a family 
member or other familiar associate. At the time of 
this transition, it should also be anticipated that, in 
the more x'ariable enx'ironment of the home and com- 
munitx', tlie circumstances of e.xposure to intercurrent 
iUness and of psychological distress under e.vtraor- 
dinarx' circumstances of fatigue xx'ill all be amplified 
and Ae labilitx' of performance thus e.xaggerated. 

1490 S. Second East (15). 

This study x\-as aided by a grant from the National Founda¬ 
tion for Infantile Paralysis. 
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PENICILLINASjE IN THE TREATMENT OF PENICILLIN REACTIONS 

Liciil, Comniantlcr Alexander M. Minno (MC), V. S. N. E. 

and 

Capl. Gcorjrc M. Davis (MC), U. S, N. 


Allcrgisls inform ns l))a( loday aver 300,000 chem¬ 
icals or suijsfanccs arc in use In (rcatmcnl of palienis 
h\ (lie medical profession. For practical purposes, 
howcv('r, onl>' approximalel\- 1,000 of (Ijc.se arc in 
common u.sage. Any of ilie.ve 1,000 .s(dj.stancc.s- po¬ 
tentially can cause hypersensitivity or to.vic reac¬ 
tions. The variety of these reactions continue.s to 
increase until, at this time, the prc.senulay physi¬ 
cian must he informed not only of the mnltitudinons 
manifestations of the commonly known di.seases hut 
also of an ever-increasing cliain of undesirable re¬ 
actions dt(e to drugs themselves. Although almost 
every issue of some medical pnblic/Jtions wurns us 
of an undesirable effect frmn one of tlie newer 
drugs, the most frerpient and common reactions con¬ 
tinue to be those in re.sponse to the lu'o most com¬ 
mon)}- used driig.s, a.spirin and penicillin. The fre¬ 
quent urticarias and scrum sickness-like reactions 
due to penicillin continue to hara.ss us and ta.v our 
ingenuity in managing these annov-ing and often 
serious iatrogenic disphu's. Penicillin. }'carly sales 
of which in tho.se United States can now be ex¬ 
pressed by the tons, is still the most commonly used 
antibiotic in all specialties of the medical profession. 
It is becoming rare and unusual to find a service 
recruit or servicemnn wlio has not been given jDeni- 
ciliin. Penicillin reactions have been variously esti¬ 
mated as occurring in from 0.1 to 5% of those re¬ 
ceiving die drug. Conscquentl)’, penicillin reactions 
arc a definite prohleni in the service and are a 
source of considerable morbidity. 

Urticarial reactions and scrum sickness-like reac¬ 
tions comprise tiie most commonly seen types of 
penicillin sensitivity response. Since the use of po¬ 
tent antimicrobial agents, the name “.serum sickness” 
has lost its old significance and the process is now 
usually the result of drug reaction, with penicillin 
being by far the commonest offender. 

Onr therapeutic measures to alleviate these re- 
aclion.s hai'c generally been limited to use of anti- 
histamines, salicylates, calcium, epinephrine, and 
other sympathomimetic drugs, with the steroids 
being reserved for the more serious, prolonged, or 
severe manifcslalions of tlie disease. Tlieie is no 
known manner of predicting which of these reac¬ 
tions will clear promptly and which will progress 
on to t-ax onr therapeutic armamentarium. 


M. vliuli of Ifo- ATO. tic.v., Mfitical Asvocinlion. Ne»- -ior).-, Jimc 5. 195/. 


Penicillinase, an enzyme that destroys 
penicillin in vivo as well as in vitro, has been 
used in the treatment of 42 patients who had 
reacted unfavorably to penicillin. The most 
frequent reaci/ons consisted of fever, urti- 
coria, pruritus, and severe arthralgia in 
hands, ankles, and feet. The penicillinase was 
usually given intramuscularly in doses of ) 
million units in 2 cc. of sterile distilled water. 
In some cases relief followed dramatically 
within a few hours,- in others the symptoms 
continued to become more severe for 24 to 
48 hours after the injection. Its effects were 
bard to evaluate because the severity of the 
penicillin reactions was variable and because 
some patients with moderately severe symp¬ 
toms recovered completely within 24 hours 
after treatment with a placebo. Relief from 
the pruritus followed promptly offer the injec¬ 
tion in nearly every case. Two patients who 
had severe symptoms resembling serum-sick- 
ness and did not improve after treatment with 
steroids and antihistaminics obtained relief 
promptly after administration of penicillinase. 
Its only side-effects were local pain and ten¬ 
derness at the site of injection. 


In 1956, in die New England Journal of AJedi- 
cine, Becker' of Madison, Wis., reported that a 
single intramuscular injection of 100,000 to 800,000 
units of penicillinase would reduce the circulating 
penicillin blood levels in human subjects receiving 
penicillin to zero within one hour; for periods of 
four to seven days later no penicillin could be de- 
tectecl in the blood, despite the fact that injections 
of penicillin were continued twice daily. 

Penicillinase was discovered in 1940. It is pro¬ 
duced by many strains of bacteria, including micro¬ 
cocci (staphylococci) and Escherichia coli. The 
enzyme used in this series of cases was derived 
from cultures of Bacillus cereus and produced } 
the Schenley Laboratories. The chemical manner 
of its action is tliought to be that the penicillinase 
hydrolyzes penicillin to penicilbic acid, which is 
nonantigenic in penicillin sensitivity states. A um 
of penicillinase is that amount of enzyme reqmreti 
to inactivate one unit of penicillin within one nn - 
ute at 25 C at a pH of T.0.= 
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Present Study 

Since tlie suggestion by Becker that penicillinase 
might prove useful in the management of penicillin 
reactions, it has been used principally and often 
solely at the U. S. Naval Hospital, Great Lakes, Ill., 
for tliese reactions. Certainly, tlie theor>' behind 
its use is plausible and based upon the sound thera¬ 
peutic dictum: “^^^here the allergen is knonm, the 
first and most plausible measure is to destroy or 
remove it.” To date, penicillinase has been used in 
32 cases. If there was an>’ question as to whether 
penicillin was the causative allergen or if the pa¬ 
tient’s signs and symptoms seemed too minimal 
to draw any conclusions from the treatment, peni¬ 
cillinase was not used in liis treatment. 

Two principal t\'pes of reactions were obsen'ed, 
namely, urticaria with generalized pruritus and 
serum-sickness reaction. No anaphylactic reactions 
were seen. One case of hemorrhagic eruption con¬ 
fined to the legs and arms is included. The tj’pes 
of reactions treated were (a) fe\'er, generahzed 
urticaria u'ith marked pruritus, severe artliralgia 
with redness, tenderness, swelling, and pain chiefls' 
in the hands, ankles, and feet, 13 (of these 13, 3 
had severe sore throat and one had a swollen, sen¬ 
sitive tongue); (/;) generalized urticaria, general 
malaise, and joint manifestations witliout fever, 11; 
(c) urticaria and general pruritus without joint 
manifestations, 7; and (d) hemorrhagic eruption 
(arms and legs), one. 

Of the 32 reactions treated, 14 were due to pro¬ 
caine penicillin and 18 were due to benzathine 
penicillin. No significant difference was observ'ed 
in the severity of reaction characterizing either type. 

Penicillinase was the sole agent of treatment in 
12 cases. In the remaining 20 cases, the following 
drugs had been used prior to patients’ treatment 
at the Great Lakes Naval Hospital; epinephrine, 
tripelennamine (Pyribenzamine), diphenhydramine 
(Benadryl), ephedrine, steroids, and/or chlor¬ 
pheniramine (Chlor-Trimeton). The antiliistamines 
were usually continued, but all other medicaments 
except penicillinase and the antihistamines were 
discontinued. The 20 patients had had prexdous 
treatment as follows: antihistamines, aspirin, and 
steroids, 2; salicj'lates, epinephrine, and antihista¬ 
mines 4; and antihistamines alone, 14. 

The results of treatment with penicillinase were 
impressive and encouraging. The reactions to ben¬ 
zathine penicillin responded on the ax'erage as 
quickly as those to procaine penicillin. These re¬ 
sults can be summarized as follows: ambulatory 
and asymptomatic within 24 hours, 15 patients; 
ambulatory and asymptomatic within 48 hours, 5; 
and symptoms and signs abating, but four to six 
days before all signs and s}Tnptoms disappeared, 12. 

It is our impression that this treatment has ren¬ 
dered tlie patient more rapidly asjmiptomatic and 
free from relapse than other commonly used modes 


of treatment. When compared with the results ob¬ 
tained in treating 14 hospitalized patients prior to 
the use of penicillinase, these results were striking. 
The usual dose administered was 1 million um'ts in 
2 cc. of sterile distilled water, intramuscularly. In 
eight cases, the single dose was sufficient to effect 
apparent cure. One patient received the injection 
intravenously b\' mistake. It is of interest that, in 
his case, urticaria disappeared uithin six hours and 
he had no further complaints. A second patient re¬ 
ceived 500,000 units of peniciUinase intravenously, 
and, within 45 minutes, she developed a severe 
shaking chill uith high temperatrue, nausea, and 
sh'ght cj'anosis. She responded promptly to therapx' 
with epinephrine and corticotropin gix'Cn intra¬ 
venously. A single intramuscular injection of 2 mil¬ 
lion units w'as used in six cases, and relief was 
obtained within 24 hours in four of these cases. In 
those instances of severe reactions w'herein response 
w'as not definite!}' beneficial within 48 hours, injec¬ 
tions were repeated in 48 hours. In 11 cases, more 
than two injections w'ere given, and in 5 of these 
w'e were e.\-perimenting witli smaller doses given 
at more frequent intervals. In one patient with 
severe serum sickness response w'as apparent after 
a single injection of 1 million units of penicillinase, 
in that complete clearing was noted in four days. 
One w'eek later, he again developed severe joint 
manifestations with urticaria. After three days’ 
treatment with antihistamines and epinephrine, he 
was hospitah'zed and given penicillinase again, with 
complete clearing after four days. 

No to.xic manifestations w'ere encountered in die 
intramuscular use of penicilh'nase, although most 
patients complained of local pain and residual ten¬ 
derness at the site of injection. The area frequent!}' 
remained painful for 24 hours. 

Penicillin blood level prior to penicillinase ther¬ 
apy was demonstrable in only three cases. After 
penicillinase therap}' no penicillin level could be 
found in these cases. In one case a significant peni¬ 
cillinase blood level w'as still present 14 days after 
his treatment w'ith one injection of 1 million units 
of penicillinase. It is the current belief of the Nax'x' 
Medical Research Unit 4, w'ho performed these 
determinations, that penicillin levels in the urine 
can be demonstrated more readily than in the blood. 
We are current!}- investigating this. 

Since use of penicillinase, no necessity to ujse 
steroids has arisen, in spite of the fact that many 
of the patients treated had severe manifestations 
of serum sickness. Three of tliese had severe sore 
throats and one, swelling of hps and tongue. Two 
of the group, w-ho had been started on therapy 
W'ith steroids plus antihistamines w-ithout significant 
benefit, were taken off steroid therapy and given 
penicillinase, w'ith prompt improvement and rehef 
in each case, without recurrence. 
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ConinieiU 

Aocmale dolmninalinn of llie effocl of any agent 
iu Ihr livutmcnt of penicillin reactions is difncuU, 
Tire severity of the reactions is so varialrlc that 
.sound conclii.sion.s as to the influence of any Ircal- 
incnl must await critical analysis and prolonged 
usage. Wc were particularly impressed by this diffi¬ 
culty in determining the effects of therapy, as op¬ 
posed to the fluctuations of tlie di.sca.sc, wlien four 
of our modoralely .sewre scnim-sickncss reactions 
cleared within 2-t hours after placebo treatment 
alone and four olliers u’ilhin -18 hours. A number 
of patients with minimal to moderate urticaria were 
simply ol)ser\x'd. and the reaction cleared promptly 
without tTcatment. Heat and e.vercise definitely tend 
to aggravate a reaction; iience, the simple expedient 
of reducing activit)’ is often rewarded u'ill) relief. 
Dennographia was prominent and present in each 
reaction observed. The presence of erythema, ten¬ 
derness, angioneurotic edema, and urticaria, par¬ 
ticularly over the pressure points in tlie palms and 
inuler legging.s and .shoes, was striking. 

It is our impression that penicillinase is thera¬ 
peutically effective. Penicillinase is not a panacea 
for all penicillin reactions. On occasions, it ap¬ 
peared to effect relief dramatically within a few 
hours. On oilier occasions, the chain of Jiypensensi- 
tivity reactions greu’ more severe for periods of 
24 to 48 hours after use of penicillinase alone or 
combined with antihistamines. We have been im¬ 
pressed, however, that its use. when combined with 
antihistamines, lessens morbidity and decreases pa¬ 
tient discomfort; the likelihood of recurrence is 
reduced and the need for steroids is virtually elim¬ 
inated. It is definitely safe wlien used intramus- 
cnlarl)'. We are further impressed by the prompt 
relief of itching which was noted in nearly every 
case in which penicillinase was used. Although 
treatment was not elected in those patients seen 
early, when the manifestations of reaction were 
minimal, probably the use of penicillina,se as .soon 
as the diagnosis is apparent would result in the 
best and most prompt response. 


J.A.M.A., Sepi. ig. 

It IS our opinion that antihistamines and per; 
edimase are complementary and that combined J- 
reduces the morbidity of this relatively con,.!- 
latrogenic disease. The advantages of sucUf 
treatment in recalcitrant cases wherein steroid tk 
apy may be hazardous or contraindicated, as jj 
diabetics, patients with hypertension, and cardiacs 
are self-evident. As one might expect, once a del- 
nitely severe inflammatory reaction has developed 
associated with severe joint manifestations, evea 
though the circulating allergen has been effectivel) 
removed or detoxified, some further time 211 ®! 
elapse to allow complete regression. This may ac¬ 
count for the longer time intervals in complete 
healing in certain cases and indicates a need !or 
institution of therapy as promptly as possible. 


Summary 

The use of penicillinase in the treatment of hyper¬ 
sensitivity reactions to penicillin is based on die 
logical knowledge that circulating penicillinase re¬ 
duces all demonstrable penicillin blood levels to 
zero for prolonged periods of time, thus rendering 
the penicillin nonallergenic. When used in 32 cases 
of moderate to severe hypersensitivity reactions to 
penicillin, the results of treatment with penicilli¬ 
nase were definitely encouraging and apparently 
superior to measures previously in standard use. 


Addendum 

Since the preparation of this report, 10 additional 
patients with penicillin reaction have been treated 
each witlr a single intramuscular injection of i mil¬ 
lion units of penicillinase. One of tlrese patient 
requii'ed hospitalization and a total of five days ol 
observation after treatment. The remaining niiK 
did not require hospitalization; eight were well ii 
48 hours and one in 72 hours. 
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Asll,ma in Young Boys.-Many people »l,o ave called upon to deal with astoa pattad. in te 
T . I tlipir livns 16-16 vearsl are inclined to overheat them. . . • Inis is no 

nIt ol the you„g paaent is vital. I. is in,pot- 

too much emphysema should develop be ^ liL-viiv to "row out of their ailment of 

slitulctl. Umicv llioso methods the chiidvcn appear ‘ j. 

their own accord. If on the other hand may eventuate for both 

symptomatic treatment is S'™’’‘ and sugering.-M. Helman, M.B., Ch.B., 

h,’ Yo::;:rBo;rsmdh .ve« jo , oc. w. lose. 
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Abraham Cohen, M.D., Richard F. Turner, M.D., William L. Kanenson, M.D., Philadelphia 

and 

Joel Goldman, M.D., Johnstoum, Pa. 


The treatment uatli prednisone for periods of a year 
more of a group of patients uddi rheumatoid ar- 
ritis afforded an opportunity to evaluate tlie effects 
• prolonged administration of tliis corticosteroid. 

■ series of 33 patients \ritli severe rheumatoid artliritis 
eated uitli prednisone was originally reported.' 
nee tlien, die series has increased to 132 patients, 
he longest period of treatment at tlie time of the 
iginal report was 20 weeks. Tlie information gained 
om prolonged treatment is presented in this report, 
id original impressions of tlie outstanding antirheu- 
■atic and anti-inflammaton' properties of prednisone 
•e confirmed. 

Material 

Tire 132 patients with rheumatoid arthritis included 
' u’hose disease ivas acute. Among tliose udth chronic 
■ises, the disease had e.visted for 6 to 12 months in 
3 patients and for longer than one year in 92. Siunp- 
)ms had been present for periods ranging from a few 
ays to 30 years. 

Practical!}" all ages v'ere represented. The youngest 
atient was 17 years old and the oldest 75 years of 
ge. Hie se.K ratio was 4:3, as there u'ere 76 female 
nd 56 male patients. 

: The following concomitant conditions w'ere present 
1 the numbers of patients indicated: diabetes mellitus, 
ve; active duodenal ulcer, one; inactive duodenal 
leer, hvo; moderately severe hi'pertension, two; and 
ir-advanced symptomatic ulcerati\"e colitis, one. 
Fort}' patients received prednisone as initial anti- 
leumatic therapy. Ninety-two patients had previously 
een treated witli steroids, gold, and phenylbutazone, 
s follow's: corticotropin, 8; cortisone or hydrocorti- 
ane, 54; gold, 20; and phenylbutazone, 10. Sometimes 
lese agents w'ere used in combination. The 54 pa- 
ients’ treatment w'as unsatisfactory w'ith cortisone or 
lydrocortisone bee'use of side-effects, to.xicity, or 
liminution in the effect of the steroid. The 20 patients 
ormerh' treated w’'th gold represent a selected group 
n that all had had toxicity reactions to gold. 

The appearance of edema w"!!!! subsequent con¬ 
gestive heart failure in tw'o patients had caused the 
rithdraw'al of cortisone. H}'pertension had de\'el- 
)ped during the administration of cortisone and 
corticotropin (ACTH) in two patients each. It is 
possible diat some degree of h}'pertension ma}' have 


^ From tlie Artlirib'i Clinic, Philadelphia General Hospital (Drs. 
-ohen, Turner, Kanenson, and Goldman) and tlie Department 
)f Medicine, Jefferson Medical College (Dr. Cohen). 


Evaluaiion of ireafmenf of rheumaiold arfhri- 
tis with prednisone for more than a year leaves 
little doubt that prednisone and the related 
steroid, prednisolone, are steroids superior to 
cortisone, hydrocortisone, and corticotropin. 
Three important advantages of prednisone have 
become established, namely, a lack of sodium 
retention, the absence of increased potassium 
excretion, and the unlikelihood of the production 
of hypertension during its use. The incidence of 
duodenal ulcer was found to be no greater than 
that encountered in the normal population. 
Thorn tests were done in a large group to de¬ 
termine possible depression of the adrenal 
gland. Remission or improvement can sometimes 
be obtained with prednisone in patients whose 
treatment with cortisone or hydrocortisone has 
been unsatisfactory because of undesirable ef¬ 
fects or diminution in effect. 


e.xisted prior to steroid therap}'. All four of these 
patients show’ed relatively marked h}'pertensi\'e reti- 
nopatliy. 

The criteria of the American Rheumatism Associa¬ 
tion W'ere used to establish the stage of the disease at 
the time prednisone administration w'as begun. No 
destructive changes w'ere present in 20 patients classi¬ 
fied in stage 1. Tire disease in more tlian half of the 
patients, 64, w'as in stage 2, in 40 patients in stage 3, 
and in 8 patients in stage 4. 

Functional capacity w'as likewise determined b}- 
tire criteria of the American Rheumatism Association. 
Tire following table coordinates the stage of the disease 
with patients’ functional capacih' at tire beginning of 
treatment. 

Functional capacih' w'as unimpaired in 14 patients 
in stages 1 and 2. Eighty-one patients in Ae first 
three stages w'ere able to carry on normal actirities 
despite discomfort and limited motion. 'Tire remainder 
of the patients w'ere limited as to actirih’ and unable 
to w'ork, but w'ere able to care for themselves. No 
patient w'as bedridden. 

Methods 

MTren prednisone w'as first used, 60 mg. dail}’ was 
sometimes administered. A large initial dosage subse¬ 
quently proved unnecessar}' in rheumatoid arthritis. 




226 


nilEUMATOID AimiRITIS-COIIEN ET AL. 


1 Iio plan for dosage dial evolved with experience fol¬ 
lows: Trcalnient was commenced with 5 mg. of 
prednisone cx-ery six horns, daj' and niglit, for one 
week. With this regimen, symptomatic relief usually 
occurred within 12 hours. On rare occasions, it took 
24 01 even 4S hours for symptoms to he relieved. At 
llic end of the first u'cek of treatment, when the pa¬ 
tient had improved, the dosage was reduced to 17.5 
mg. daily. Reduction in dosage by decrements of 
2.0 mg. weekly was continued as long as no symptoms 


returned. In this wav 


sj’mploms 

a maintenance dosage of 2.5 


to 15 mg. daily usually was not exceeded. If symptoms 
T.xni.i: I.—Ftinctioiuil Cnpncily Before Therapy 


eiii'.s 


SlnKP 

1 

o 

.T 

1 

Total 


f. 

S 

0 

0 

n 


.13 

0 

81 


1 

30 

.<! 

8 

.17 


Total 

20 

fit 

40 

8 

132 


returned as the dosage was diminished, the next high¬ 
er dose was repeated and a new attempt at reduction 
followed. The duration of treatment, in general, 
varied from three months to one year, but some pa¬ 
tients were under treatment for IS months. 

Results 

No patient failed to show some response to predni¬ 
sone. The resiionse, judged by the American Rheuma¬ 
tism Association classification, was grade 1 improve¬ 
ment, that is, complete remission, in 39 patients 
(table 2). No signs of joint inflammation remained but 
irrev'crsible deformities, of course, were unaltered. 
Among patients in remission, the disease at the start 
had been in stage 1 in 4 patients, stage 2 in 15 pa¬ 
tients, and stage 3 in 20 patients. 

Major improvement with minimal residual joint 
signs {grade 2 improvement) took place in 89 patients. 
Tlie disease in 8 patients initially was in stage 4, in 
stage 3 in 19 patients, in stage 2 in 47 patients, and in 
stage 1 in 15 patients. 

The remaining four patients improved to a minor 
degree (grade 3 improvement), some swelling still 
being present. However, no e.xtension of rheumatoid 
activity was occurring to new sites. The disease in 
these four patients, except one, was in its early stages. 

With few exceptions, the degree of improvement 
noted at the lime of evaluation could be maintained. 
In an insignificant number of patients, piednisone 
scorned to become less effective as treatment was con¬ 
tinued. It had to be kept in mind that the adrenal 
gland can be depressed by continued high dosage of 
corticosteroids. This makes it mandatory for the physi¬ 
cian to arrive at the dosage that will produce a re¬ 
mission but not an untoward reaction. 

While the relief of symptoms occurred in most pa¬ 
tients witliin 12 hours, in some it occurrccl nathin 4 to 
8 hours. Vain and tenderness around affected joints 


J.A.M.A., Sepj 2( j. 

began to dimmish. Stiffness, especially that nolear' 

m the morning, diminished after one or h o ' 
In two days also, inflammation about the iomtci:.' 
to disapjoear. As tire range of motion of afiectedh" 
increased, tlie patients were able to do such sr’ 
things as reach their heads with their hands andk 
themselves, ndn'ch previously had been impossiHpi 
some of them. 

Joint measurements were made and swelling tr 
cle power, and redness about the joints were stud 
at each visit. C-reactive protein tests were not f 
formed, since this test is considered iinrelia’^' 
Eosinophil counts were made on 24 patients. The dr 
in circulating eosinophils four hours after a singler, 
dose of 20 mg. of prednisone ranged from 54 to KC 
Erythrocyte sedimentation rates, initially elevated,c 
creased during tlierapy in all patients except one. 

After proper therapy for congestive heart faib 
the tvx'o patients in whom this complication occiiui 
as a result of cortisone administration fared welh4 
treated with prednisone. Retention of sodium, laaL 
fested by edema, did not occur with predniscr 
whereas symptoms of cardiac decompensation w 
aggravated by cortisone. 

Blood Pressure.—The blood pressure level of dir 
patients was deteiwined at each \4sit, and recoid- 
daily for n^ard iDabents. As previously reported, mo 
erateh' severe hy'pertension present in two patiei 
prior to treatment showed no alteration. HoweveiJ 
blood pressure rose to a hj'pertensive level dur 
the administration of prednisone in two odier patif 
Perhaps some degree of hypertension existed prio 
therapy, but this is not known. Eight patients, pr 
oiisly normotensive, had a gradual rise in blood p 
sure during the Brst week of tlierap)'. Thereafter, I 

Table 2.—Grade of Improvement 
Grade 


1 

O 

.1 

4 

Total 


T 

2 

—A_- 

3 

4 ' 

Total 

4 

15 

1 

0 

20 

15 

47 

2 

0 

Cl 

20 

19 

1 

0 

40 

0 

8 

0 

0 

S 

SS 

89 

4 

0 
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blood pressure slowly reverted to normal levels, .i 
of these patients had grade 2 hypertensive retif. 
angiopatliy, indicating earlier btinied out hypert‘' 
Sion. The four patients previously hypertensive diinr- 
cortisone or corticotropin treatment became nonr- 
tensix'e when prednisone was substituted. ^ 
Hematopoietic Sysfom.-Hemoglobin deterniin!i 
and red blood cell counts were performed on I 
tients. Wien anemia was present, hemoglobin - 
and red blood cell counts usually rose within - 
time after improvement occurred in the jom s. , 
Gastrointestinal Tract-Three 
ulcer were treated with prednisone wi i 
despite activity of the ulcer m one 
ulcer was first demonstrated by roentg 
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imination in one patient in 1949. Little change oc- 
Ted in the lesion during tlie foUow-ing year. Predni- 
le administered from Aug. 23, 1955, continuously 
more tlian a year caused no progression of the 
er, tlie last roentgenographic e.xamination ha%’ing 
511 made on Aug. 27, 1956. The patient remains on 
‘rapi' uath a maintenance dose of 15 mg. of predni- 
le daily witli Aludro.v (aluminum hydro.xide gel 
■til magnesium hydro.xide) behveen meals. He is 
nptoni-free. Two patients uith inactive asimipto- 
itic duodenal ulcer received prednisone. In a male 
tient witli no complaints referable to the gastroin- 
-tinal tract, a chronicaU}' scarred duodenal cap had 
en discm-ered by gastrointestinal series in 1951. No 
'ange occurred in the scarring, but a gastrointestinal 
.'ies after fii'e montlis’ treatment wdtli prednisone 
owed pylorospasm. Tliis patient is maintained on 
erapy with 15 mg. of prednisone daily vath Aludro.x 
tiveen meals. He complains occasionally of epigastric 
itress. 

In May, 1951, roentgenographic e.xamination in a 
iman showed marked deformity' of tlie duodenal 
Ih. Examined again in Januari" and November, 1955, 
3 cloverleaf deformit)' was concluded to represent 
irring from chronic ulceration rather tlian a definite 
;iter. Prednisone was first given on Noi'. 23, 1955. 
•lis patient’s condition can now be maintained Math 
' mg. of prednisone daily watli Aludrox betiveen 
;eals. She complains only occasionally of epigastric 
stress. The radiographic examination on Aug. 1, 
56, showed no eiadence of activiti' of tlie ulcer. 

• \ duodenal ulcer in a female patient ruptured sud- 
;’nly during therapy. No gastric distress or s\anptoms 
ferable to tlie gastrointestinal tract preceded this 
lisode, so it was a most ime.xpected occurrence. The 
pture was closed surgically. Reactivation of the 
thritis developed. Prednisone was again adminis- 
red. Tlie maintenance dose is 10 mg., and the patient 
, s\Tnptom-free. Tliere has been no recurrence of 
e ulcer. 

patient wnth an inactii'e asimiptomatic duodenal 
cer received prednisone. Tliis fact tliat an ulcer was 
esent was unknovii to us at the time. The patient 
'implained of ulcer siTuptoms on tlie 25th day of 
eatment, at which time a gastrointestinal series dis- 
■osed a large ulcer niche. 

' Mild epigastric distress occurred in another patient 
uring treatment, hut no ulcer could be demonstrated, 
ar adi’anced ulceratii'e colitis in one patient could be 
antrolled for six months vatli a maintenance dosage 
f 15 mg. of prednisone daily. The patient, however, 
.■as lost to subsequent follow-up. 

Carbohydrate ^letabolism.—Five patients Mutli dia- 
letes mellitus receii'ed prednisone. Three required 
ddiUonal insulin .by as much as 50% for control. The 
oiirth patient required no additional insuhn. 

The fiftli diabetic patient, ufitli sei’ere rheumatoid 
rthritis, was brought into tlie hospital in diabetic 
oma. Mfitli httle alemative except to chance tlierapy 
'.'ith steroids, cortisone was administered. Tlie pa¬ 


tient fared well under steroid therapy, which eventual- 
■ lywas'cbanged to "prednisone. She still is" under our 
care and doing weU. The blood sugar level has not 
been disturbed since standardization was achieved. 

Electrolyte Studies.—At the beginning of the study 
of prednisone, serum sodium and potassium determi¬ 
nations were made routinely. MTien it was established 
that they were unnecessari', the studies were discon¬ 
tinued. Serum sodium levels showed no tendency to 
increase and serum potassium levels showed no de¬ 
crease below pretreatment levels in patients receiiang 
predm'sone for prolonged periods. No patient com¬ 
plained of muscular weakness or lassitude and no 
supplemental potassium was needed. 

Side-actions.—The most prominent side-action ac- 
companinng prolonged administration of prednisone 
was moon facies in 70 of tlie 132 patients. Acne in one 
patient, and acne and hirsutism in another, which 
developed when the patients received cortisone, per¬ 
sisted when prednisone was substituted. No other 
untoward efiFects occurred, except those already 
mentioned in reference to carbohydrate metabolism, 
blood pressiue elei'ation, and the gastrointestinal tract. 

Thorn Tests.—Eosinophil counts were made on the 
blood of 78 patients after fasting in preparation for the 
Thom test. The maintenance dosage in these persons 
had been 15 mg. of prednisone daily for from 2 to 12 
months. Each then received 40 units of corticotropin 
intramuscularly and was required to return in four 
hours. The patient partook of neither food nor drink 
during this period of time. Upon his return to the lab- 
orator)’, a second eosinophil count was made. If the 
reduction in eosinophils was less than 50%, the test 
was considered negative and interpreted to mean that 
the adrenal cortex was inactive, as the result of predni¬ 
sone therapy. In this test, 60, or 77% of the 78 pa¬ 
tients, showed a positive reaction, indicating no dis¬ 
turbance of adrenocortical function, and 18, or 23%, 
a negative result, which is interpreted to indicate that 
there is some depression of the adrenal cortex. In the 
majorit)’ of patients, therefore, no depression of the 
adrenal gland resulted from the administration of 
prednisone. 

Comment 

Evaluation of treatment of rheumatoid arthritis 
nith prednisone for more than a year leax'es little 
doubt that prednisone and the related steroid, 
prednisolone, are steroids superior to cortisone, hydro¬ 
cortisone, and corticotropin. Prednisone possesses out¬ 
standing antirheumatic and anti-inflammatoiy- proper¬ 
ties. Tliree important advantages of prednisone have 
become established, namely, a lack of sodium reten¬ 
tion, the absence of increased potassium e.xcreb'on, 
and the unlikelihood of the production of h)-pertension 
during its use. Remission or improvement can some¬ 
times be obtained with prednisone in patients whose 
treatment ndth cortisone or hydrocortisone has been 
unsatisfactor)' because of imdesirable effects or dimi¬ 
nution in effect. 
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Among rlicumaloid arlliritis palicnls who can 
tolcralc gold a large percentage will probably do well 
nnder treatment with this .sidxstance. This conkl prove 
ads-anlageons because therapy \^'ilh steroids brings 
about only temporary cessation in the activity of the 
disease. Conceivably, the combination of gold with 
one. of the new('r steroids might achie\'e more per¬ 
manent benefit in rheumatoid arthritis. 

A po.ssible disad\;mtage of jnednisone is the fact 
that the majority of patients receiving it .sooner or 
later deselo]^ rounding of the face. Ihnvever, facial 
rounding M’as not troublesome in the 70 patients re¬ 
ported liere. Despite thi' reactivation of a duodenal 
ulcer and the ru]Mure of a sym])loml('ss duodenal 
ideer, lh(’ incidence of peptic ulcc'r seems to be no 
greater with prednisone than with the older corti¬ 
costeroids. The lac-k of progression f)f lesions in thret' 
jnitienfs with actisc duoch’ual nicer or chronically 
scarred duodenal caps snpprjrls this \ iew, 

•Vfter e\inn iene(' with larger dr)sages. it scc'ms best 
to commence treatment with iircdnisom’ with a rela¬ 
tively low dosage. 20 mg. daily. The df)sage can 
gradually be vedueeil as the i')atient impro^■<•s, The 
tIo.se shtnild be increased if (he patient complains of 
stiffness in Iht' joints in (he ('arl\ nuniiing hours before 
arising, or if soreness or tendenn’ss is present. Our 
maintenance dosages ranged from '2.o to 13 mg. daily. 
Only rarely did tlu' amount ha\e to be incrca.sed to 
30 mg. daily. When this became necessary, a do.sage 
reduction schedule was repealed. 


J-A.M.A., Sepi, 2| 1. 


Forty I^hents received prednisone as initial*, 
rnatic therapy. In 54 patients, previous totaeat 
cortisone or hydrocortisone had proved nnsalM 
because of to.\'icity or escape from control, b- 
patients were transferred to therapy with pied^p 
because of to.vicity reactions to gold. Eadiofiu 
tients sIlo^^^ed a favorable response. Comnlettr 
mission occurred in 39 patients, in approximated ( 
of w'hom the disease W'as in stage 3 at tlie beginnis;- 
prednisone therapy. Major improvement oceurtd- 
S9 patients. In more than half of this group, thedk. 
had been in an advanced stage. Prednisone possp 
cei-tain advantages over cortisone, ]i)'drocortisone,t: 
corticotroin'n (ACTH), namely, absence of sodiirar 
tention and of increased potassium e.xcretion, andi! 
unlikelihood of production of hypertension clurin;: 
administration. 

Rounding of the face occurred in 70 patients f 
being the most prominent side-action. One paiit 
wa’th an actix'c duodenal ulcer and two with chronic, 
ly scai-i'ed duodenal caps were treated without pr- 
gression of their lesions. Activation of a duodenal iilc 
occurred in one patient, and in another with no sw 
toms referable to the gastrointestinal tract, a niptw 
duodenal ulcer required surgery. Despite tk 
occurrences, and in view of the treatment of tli: 
patients w’ith ulcer wdtJiout mishap, the incidence 
peptic ulcer during prednisone and prednisol' 
therapy seems not to exceed that encountered 
the olcler adj’enocortical steroids. 


Summary 

One hundred thirl\'-two patients will} rheumatoid 
arthritis in varioii.s stages w'cre treated for three 
months to a year nr more v'ith prednisone, one of the 
newer adrenocortical steroids. TIic effects of prolonged 
administration of this substance were evaluated. 


Prednisone as Meticorten w'a.s furnished by George Dah 
Jr., M.D., Division of Clinical Research, Schering Corporat' 
Bloomfield, N. J. 
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Eclampsia in New Zcaland.-A Dominion-wide investigation of eclampsia over a period of 
nearly 30 years, made possible by general notification of eclampsm in New Zealand • • 
cates verv striking reductions in incidence, from S.“2 per 1,000 births to 1. j r ’ ’ 

maternal mortality rate, from 1S.9 per cent to 1.7 per cent; rn maternd 0.6 pe 

1 000 total births to 0,03 per 1,000; and in infant mortality rate, from 4- pei cent ^ 13.6 p 

proportion JoLrof by relLely simple 

greater proportional reduction of eclampsia deadis by cases of 

which are of a more purely hypertensive type. “ ^ completely overshadowed by 

eclampsia which did prove fatal the eclamptic element was 

acute cardiovascular mcidenls. These facts ai J knowledge of causation. For without 
of antenatal care even in our present of 1 measures^carried out with care and 
(luestioii these results were essentially due to 1 j country.-T. F. Corkill, M.D, 

•' 

E)n))ire, February, 1957. 
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DRY FENESTRA NOVOVALIS OPERATION 

TECHNIQUE FOR RESTORATION ANT) CONSERVATION OF SER^TCEABLE HEARING IN 

CIJNTCAL OTOSCLEROSIS 

Julius Lempert, M.D., New York 


Otologists everywhere, interested in the improve¬ 
ment and perfection of the fenestration operation, 
were tn'ing to determine tlie cause of the inflamma- 
torj' reaction of the endohmiphatic labwinth, always 
a postoperative occurrence, varjnng only in the de¬ 
gree of its severity, as judged by the postfenestra¬ 
tion clinical picture. George Shambaugh Jr. sug¬ 
gested, logically, that blood entering the periljTnph 
space during tlie fenestration operation can cause 
postoperative serous lab\Tinthitis of a greater or 
lesser degree, vaiydng according to the amount of 
hlood entering the perilymph space. He proved, 
e.xperimentally, in tlie monkey, tliat, by permitting 
quantitatively different amounts of blood to enter 
the open perilymph space of tlie fenestra in the ex¬ 
ternal semicircular canal, several varied degrees of 
postoperative labwinthitis could be produced. Nev¬ 
ertheless, die question still to be answered was “Will 
the avoidance of the technical error of permitting 
blood to enter into or start wdthin the periljanph 
space prevent the onset of postoperative serous 
labj'rinthitis?” 

Careful obserx'ation of die sources of origin of free 
hlood in the perilymph space led me to devise 
techniques for preventing both the bleeding into 
and die bleeding within diis area. In spite of this, 
however, I was unable to prevent in any of my 
patients the onset, postoperatively, of the clinical 
picture suggestive of serous labj'rinthitis in various 
degrees of severitj'. It thus became obrious to me 
that, (1) although it is true that bleeding into or 
within the periljTnph space does cause postopera¬ 
tive labjTindiitis, (2) it is also a fact that even the 
most meticulous avoidance of blood entering into 
or starting within the perilj'mph space does not 
per se prevent postoperative onset of inflammatorj' 
reaction involring bodi the vestibular and the 
cochlear endolj'mphatic labjTinth, in x'arj'ing de¬ 
grees of severitj'. These obsen'ations caused me to 
believe that blood within the perilj'mph space is 
not die only cause of postoperative labjTindiitis. 

Irrigation and Suction as Cause of Labj'rinthitis 
After Fenestration 

If, however, the constancy of the postoperative 
occurrence of serous labj'rinthitis is to be e.\plained, 
there must exist still another, hidierto-unrecognized, 
technical error, constantly being made in the per- 

From the Lempert Institute of Otologs’, Lempert Research Founda¬ 
tion, Inc. 

Honorary- Chairman's address, read before the Section on Lat>TiEol- 
og>'. Otology’, and Rhinology- at the 106th Annual Meeting of the 
American Sledical Association, New York, June 4, 1957. 


The labyrinthitis that has often followed 
fenestration operations was explained in part 
by the appearance of blood in the perilymph 
spoce but also in part by the use of irrigating 
solutions which did not duplicate the unknown 
composition of the perilymph. The irrigation 
necessary for the removal of bone dust is now 
done before opening the perilymph space, 
and the subsequent creation of bone dust can 
be avoided by removing the bony cupola in¬ 
tact instead of using the pulverization tech¬ 
nique. One hundred fenestration operations 
have been performed alternately with and 
without irrigation, so that in 50 patients the 
ear was irrigated and in 50 it was not. Bleed¬ 
ing into or within the perilymph space was 
prevented in every one. There was labyrin¬ 
thitis of some degree of severity in each of 
the 50 irrigated cases, and it was obsent in 
all of the 50 nonirrigated cases. The new 
vestibular fenestra must be made in a region 
out of reach of the spreading otosclerotic 
lesion, for permanency of effect; for acousti¬ 
cal reasons, the fenestra is placed outside of 
the middle ear. The middle ear space is 
acoustically sealed off. The new vestibular 
fenestra being likewise covered and sealed 
off, and being without any direct connection 
with the middle ear, a maximum difference 
in sound pressure between them is attained. 
This gives the most marked and most lasting 
possible improvement in hearing. 


formance of the fenestration operation, wliich always 
causes various degrees of inflammatorj' reaction of 
the membranous labj'rinth. It occurred to me that 
irrigation and suction with anj' one of the phj'sio- 
logical solutions used to date, for whatever purpose, 
after the vestibular perilymph space has been laid 
open, maj' be the one technical error alwaj's causing 
postoperative inflammation of the membranous en¬ 
dolj'mphatic labj'rinth despite the meticulous avoid¬ 
ance of all the other technical errors which could 
cause it. The postoperative inflammatorj' reaction 
may be either a chemical phenomenon produced bj' 
irrigation or a mechanical one produced bj' the 
suction accompanj'ing the irrigation. 
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Irrigation in the region of the open perilymph 
space inevilal)ly results in the replacement of the 
perilymph within the perilymph space with the fluid 
used for irrigation. The chemical difference of the 
fluid replacing the human perilymph may cause in¬ 
flammatory reaction of the membranous endolym¬ 
phatic labyrinth. Since tlu' chemistry of the human 
noiinal peiilyinph is still unknown, there is no way 
of telling whether or not any physiological solution 
presently employed for irrigating the newly created 
fenestra region can effectivel)’ take the place of the 
natural perilymph which irrigation and suction re¬ 
moves from the perilymph space. It is not known if 
any of these solutions can be tolerated within the 
perilymph space for any length of time without 
causing inflanunalory reaction of the delicate mem¬ 
branous endolymphatic labyrinth. None of the phys¬ 
iological solutions heretofore suggested for replacing 
isotonic sodium chloride solution or Ringer’s solu¬ 
tion for irrigating the perilymph space seemed to 
prevent the postoperative onset of inflammatory re¬ 
action of the endolymphatic labyrinth in varying 
degrees of severity, as judged by the duration and 
severity of the postoperative ^•ertigo and recruit- 
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flammation were carefully prevented. Bleeding inin 
or within the perilymph space was prevented n 
every one of the 100 patients. 

The results appear conclusive. I observed that in 
tile 50 patients in whom irrigation and suction 
were not used after the perilymph space had been 
opened,^ there was no clinical evidence of postop- 
ciative inflammatory reaction of either the vestib¬ 
ular or the cochlear endolymphatic labyrinth. Oi 
the 50 patients in whom irrigation was used, how¬ 
ever, all showed postoperative signs of labp’nthitis 
in various degrees of severity. I have thus proved 
to my satisfaction that irrigation and suction, after 
the vestibular perilymph space has been opened, is 
the constant cause of postoperative inflammator)- 
reaction of endolymphatic labyrinth. 

It thus became obvious that tlie fluid most phys¬ 
iologically suitable for surrounding the membranous 
labyTinth must be natural perilymph. It is apparent 
also that the best way to prevent postoperative in¬ 
flammation of the endolymphatic labyrinth is to 
permit the labyrinth to continue batliing in Nature’s 
perilymph instead of in any other solution which 
cannot possibly be made “phy^siological” to the mem- 


men I. 

The mechanical effect of the suction force upon 
the delicate membranous walls of the endolymphatic 
labyrinth cannot be dismissed without being sus¬ 
pected also as a po.ssiblc cause of the postoperative 
inflammatory reaction of the membranous endo¬ 
lymphatic labyrinth. 

Ba.sed upon the supposition that the effect of the 
chemical difference between the fluid used for irri¬ 


branous endoly'mphatic labjTinth so long as the 
chemical composition of the human perilymph re¬ 
mains unknown. 

However, irrigation and suction after the vestib¬ 
ular perilymph space has been opened can be 
avoided only by technically performing the fenestra¬ 
tion operation without creating the need for irriga¬ 
tion, once the perilymph space of the vestibular 
laby'rinth has been laid open. The necessity for the 


gation and that of the Imman perilymph which has 
been replaced by it (within the perilymph space), as 
well as the mechanical effect of the suction force 
upon the membranous endolymphatic labyrinth, 
may be responsible for the postoperative inflamma¬ 
tory reaction of the endolymphatic labyrinth, I de¬ 
cided to conduct definitive tests. These tests would 
determine whether the constantly used irrigation 
and suction, with subsequent replacement of the 
perilymph with any of the currently used solutions 
which are different from perilymph chemically, can 
assuredly be held responsible for the constancy of 
postoperative serous labj'rinthitis following feneshn- 
tion surgery. In addition to avoiding the heretofoie- 
proved causes of serous labyrinthitis, I would also 
have to avoid irrigation and suction altogether after 
opening the pcrifyinph space, in a series of cases, 
in order to observe whether or not the postopeiative 
labyrinthitis can thereby be consistently and con¬ 
secutively prevented. 

The tests were carried out on a series ot lUu 
patients. 1 consecutively fenestrated 100 ears deaf¬ 
ened as a result of otosclerosis, in the presence of 
good hearing by bone conduction, alternating e- 
tween irrigation and nonirrigation, so that in 50 
patients the ear was irrigated, and in 50 it was not. 
The previously proved causes of postoperative in- 


use of irrigation after tlie vestibular perilymph space 
has been opened can be avoided only by (1) using 
irrigation prior to opening the perilymph space for 
the removal of all bone dust and (2) employing 
the cupola technique and removing the bony cupola 
intact instead of using the pulverization technique 
for opening tlie perilymph space, thus avoiding tlie 
creation of bone dust and removing the necessity 
for irrigation after the perilymph space has been 
opened. 

Postoperative inflammatory reaction of the ves¬ 
tibular and cochlear membranous endolymphatic 
labyrintli after the fenestra novovalis operation can 
now be consistently avoided with the use of the dry 
fenesti-a novovalis technique. Since the technique 
for prevention of postoperative osteogenetic closure 
of the fenestra novovalis had been previously per¬ 
fected and time-proved, the technique for preven¬ 
tion of postoperative serous labyrinthitis which la 
finally been developed results in removal of hie 
final stumbling block to completely successful ten- 
esti'ation surgery. 


Requirements of Fenestra Novovalis Technique 

Obviously, surgery aimed at 
ng in clinical otosclerosis is now an estab 
ecognized achievement. But to be con 
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consistent:!}', and abundant!}' successfu! in tlie resto¬ 
ration of ser\’iceab!e !iearing and in t!ie permanent 
maintenance tiiereof in an ear deafened b}' anky!osis 
of the stapediovestibidar joint of otoscierotic origin, 
the tecliniqiie emp!o}'ed must meet t!ie foliowing 
requirements: 

1. The over-a!! procedure must include means for 
predicting preoperative!}' the possibilit}' of siirgical- 
!}' improving the liearing for airborne sound (by 
surgically remobilizing the inner ear fluids) to at 
least the 30-db. level or higher, in the 512, 1,024, 
and 2,048 frequencies, the speech frequencies. The 
abilit}’ to hear at these levels, which should be 
e\’ident immediatel}’, on the operating table, is nec- 
essar}' for practical, serviceable, unaided hearing 
acuit}'. 

2. The surgical technique emplo}’ed should be 
capable of impro\'ing the hearing in a given ear, no 
matter how low the preoperati\'e audiometric read¬ 
ing for airborne sound happens to be for tlie three 
frequencies, so long as the masked bone-conduction 
hearing for pure tone in these frequencies has not 
fallen below the 20-db. level. 

3. The technique employed must incorporate defi¬ 
nitely prescribed, time-pros-ed means for deliberate¬ 
ly conserving and irermanently maintaining the 
hearing newly regained b} the operation. 

4. To reach the above-mentioned three objec- 
' fives, it is essential that the basic i^rinciple of the 
-technique employed should consist of the surgical 
■creation of a new cos'ered \-estibular window out- 
-side of the middle ear to replace the functionally 

impeded covered oval window within the middle 
ear. 

'■ 3. It is of functional importance that the new 
fenestra be placed outside of the middle ear. To 
prevent the newb' created vestibular fenestra from 
-eventually becoming functional!}’ impeded by tlie 
- progressii'ely spreading otoscierotic tumor, it is 
'essential to create a new I’estibular fenesb'a out- 
-side the otoscierotic oi’al windov' fossa in a region 
'out of reach, as a rule, by die otoscierotic lesion. 

6 . Functional iiermanency is of importance in 
' the new fenestra. A new'h' created I'estibular fenes¬ 


tra cannot be left uncovered without jeopardizing 
not onl}' the pah'ents cochlear nen'e function but 
his ver\' life as well. The fenestra must be isolated 
from the t}'mpanic airspace without leai'ing ani' 
direct connection between the middle ear and the 
new window to prevent postoperative ]ab}'rinthine 
infection secondar}' to onset of middle ear infection 
during the life span of the patient. A time-proved 
means for the prevention of ultimate osteogeneb'c 
closure of the new!}' created vestibular fenestra 
must also be proi'ided to insure the functional per- 
manenc}’’ of such fenestra. 

7. It is of acoustical importance that die new 
vestibular fenestra be placed outside of the middle 
ear and be covered and sealed off v'ithout leaiing 
any direct connection between the middle ear and 
the new I'estibular window. To increase the sound 
pressure difference between the round cochlear 
window and the surgically created I'estibular win¬ 
dow, it is essential to have die middle ear space 
acoustically sealed off. This wa}' the sound pres¬ 
sure acting upon the intrah'mpanic cochlear win¬ 
dow is relatively smaller dian the sound pressure 
acting on the new!}' created e.vtrati’mpanic vestibu¬ 
lar M'indow. 

It should be emphasized diat the secret of both 
the immediate restoration and permanent conser- 
I’ation of serv'iceable hearing in middle ear deafness 
of otoscierotic origin, with surgical means, lies in 
replacing die functional!}' impeded intratympanic 
vestibular fenestra ovalis with a newly created ex- 
tratympanic I'estibular fenestra v'ithin the M’ider 
bony ampullar portion of the external semicircular 
canal immediately posterolateral to the tiTmpanic 
course of die facial ners'e canal. 

The fenestra novovalis operation was developed 
by observ'ation, consideration, and ultimate appli¬ 
cation of the above-mentioned requirements. This 
is the reason why this ti'pe of operation makes it 
possible not only to predict preoperatively but also 
to obtain postoperatively the maximum obtainable 
and permanendy maintainable hearing improve¬ 
ment in clinical otosclerosis. 

119 E. 74th St. (21). 


Antibiotics in Food Preservation.—Antibiotics have been suggested for use in . . . foods, such as 
milk, eggs, and fresh I'egetables. Because antibiotics may inhibit starter cultures used in cheese 
manufacture, dair}' products that are going to be used for die production of cheese should under 
no circumstances contain antibiotics. Aldiough there are glowing reports of the advantages to 
be lealizcd from use of antibiotics, it is well to sound again a note of caution. Regulator}' oS- 
cials in the United States beliei'e their safeh' has not been established for most of die proposed 
uses. The status of antibiotics in food in the United States is: They may be used so that no 
residues remain in the food. Tliis is acceptable. They may be used so that residues remain in 
the uncooked food. This is acceptable proi'ided die food is always cooked and the cooking al¬ 
ways destro}'s all of the antibiotic (and in the United States provided die residues in the un¬ 
cooked jiroduct are u'ithin an official tolerance). They are being considered for uses which will 
leave some of die antibiotic in the food as it is eaten. Tlieir safet}' under these conditions has 
not been established.—C. G. Durbin, Antibiotics in Food Preseri'ation, American Journal of Pub¬ 
lic Health and the Nation’s Health, October, 1956. 
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ADVANCES IN OTOLOGY 

Gordon D. Hoople, M.D,, Syracuse, N, Y. 


j siuMild like {n rcN'iew’ licaring los.sc.s a.s otolaryn¬ 
gology ha.s' lookc{l ttpnn tltctn during my profes¬ 
sional ifeiimo. J entered otolaiaaigolog}' about die 
tune (hat llio audiometer was first available for 
clinical use. J had my training in one of tlte be.vt 
mstilntions in the United States and received it 
from (he bands of most compeli’nl men. inchidinc; 
the finest pedagogue oto!ar\-ngolog\' has ever 
known, the late Dr. Harris Ik'.Mosher. There was 
no audiometer in clinical n.se during all of my resi- 
dency, and I practiced for a few years without the 
aid oi such an instrument. 

Early Diagnostic and Remedial iMclhod.s 

It is interesting, in the light of modern otolog\', 
to realize what one could accomplish with whis¬ 
pered and spoken voice tests together with tuning 
forks and the Gallon whistle, ikifients with pure 
perceptive and pure condneti’v'c hearing losses could 
be isolated, but patients with mixed losses were 
Ic.ss satisfactorily chmiPied. There was no general 
recognition (hen that a person with otosclerosis 
might have some concomitant nerve degeneration. 
As a matter of fact, n\any cases of otosclerosis went 
undiagnosed, for the teaching of that day laid stress 
upon the statement that a patient \\'ith otosclerosis 
must have a ])atcnt enstachian tube and a normal 
drum liead. This was tantamount to suggesting that 
infection could not occur in an otosclerotic ear. The 
advancing licaring loss in a patient with otoscle- 
ro.sis with scarred drums ^^'as deemed due to a 
"chronic progre.s.sive atihc.sive deafness” because the 
adhesions grew tougher and less flexible with ad¬ 
vancing j'ears. 

Not only did these mixed lo.s.ses prove puzzling 
but even (he pure conductive and pure perceptive 
losses could not he properly classified. This is not 
surprising when one considers the diagnostic meth¬ 
ods available in the mid-1920’s. Even today, we are 
only beginning to appreciate the difference between 
a lesion of the end organ and nerve in;’olvement, 
and we had to wait till recruitment tests had be¬ 
come popular and testing of hearing by monitored 
speech had come into Us own before this difference 
could be a.ssiiycd. It is interesting to note that re¬ 
cruitment was recognized and described by Dr. 
Fowler Sr. many years before it was suggested that 
this phenomenon migbi be useful in differentiating 
Meuievo’s syndrome from acoustic neuroma. In the 
mid-1920’s it would have taken considerable temer¬ 
ity to ckussify as a pure perceptive loss an audio¬ 
gram \''liieh showed a greater loss in the low tones 
than in the higher frequencies. 

" civatnv,,A tuWros,. r.nd Lefou- tl«- Section on Larj-nRoloRV. Otolo»- 
.,n.l Wnnnlnitv at McHinK of Uu- A.i,cnc«n Mocl.cnl 

As' -<1 itinn, N’rw YniV, )«nt> . 1 , I!I57. 


In considering otologicaf advances to 
overcome hearing Joss, if is almost right to 
say that no case of conducive hearing loss 
is without possible help by surgery. In the 
case of perceptive hearing loss, however, fu¬ 
ture advances will probably be more preven¬ 
tive than therapeutic. Among many causes of 
perceptive hearing loss, at least four are on 
the verge of or preventive solution. These are 
hearing loss due to 11) the difficulties of ith- 
negative pregnancy; 12) the loss of proper 
blood supply to the ear following athero¬ 
sclerosis,- (3) allergic sensitivity which may 
cause degeneration of the nerve of hearing; 
and 14) loss of hearing due to exposure to 
industrial noise. Probably the major reason 
today for improvement in the avoidance of 
hearing losses is the curtailment of infections. 


We were resigned, in my beginning days, to the 
fact that we could do nothing with irreversible 
losses—both perceptive and conductive. We awaited 
termination of acute suppuration with the hope 
that, in each instance, it would leave no hearing 
loss in its wake. Fortunately, more often than not, 
it left none. Even the lowly and remediable secre¬ 
tory otitis was frequently missed and thus went un¬ 
treated. We stood in awe of bearing Josses. We 
suggested hearing aids of the kind then available 
and hoped they would be helpful. 

If this sounds derogatory, it is not meant to k 
so. I have a profound respect for my seniors in oli> 
laryngology. They taught me so much that I sbail 
be forever grateful for their efforts. They ^vere sri- 
ists in the techniques of the day, and they were 
responsible for saving many lives. The curtailment 
of infection is probabl)' the major cause for the dif- 
fereirce between my beginning days and 1957, 

Have we not come a long way? It is almost ligbt 
to say that no case of conductive hearing loss is 
without possible help by surgery. This all heg<w 
when our honorary chairman, Dr. Julius Lemper!, 
so perfected the fenestration operation that lie cm> 
get lasting hearing improvement from it. Fort 
he could teach its technique to others so tbeycwn 
do likewise. It is only natural that surgeiy for con¬ 
genital atresia, tympanoplasty, and 
the stapes followed. It is interesting, 
late that the surgical triumphs are s«ccessfu 
degree that they are not only because of m p 
fection of these techniques by their 
because the after care is benefited and kwgel} 
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trolled by tlie use of the antibiotics. It is logical to 
assume that further advances vdll be made which 
will be built on the background of these techniques. 
The other day, I was faced vdth a dilemma. A pa¬ 
tient on whom a radical mastoidectomy had been 
done, udth a resulting major hearing loss in that 
ear, presented himself witli a cholesteatoma behind 
tlie drum in tlie opposite ear. With use of the end- 
aural technique and die principal behind the mo¬ 
bilization exposure, a cholesteatoma wliich e.xtended 
from the antrum to the floor of the Uunpanum was 
removed widiout disturbance of the ossicles (which 
were intact). The drum and tlie cutaneous canal 
wall were replaced. The caxati' was closed by su¬ 
tures as in a simple endaural mastoidectomy, and 
two weeks later a hearing test revealed normal hear¬ 
ing in this ear. Five years ago a radical mastoidec¬ 
tomy would have been done, unth a handicapping 
hearing loss as a probable result. Such surgeri' is pos¬ 
sible because some have blazed the trail w-ith tech¬ 
niques which were unknown in my beginning days. 

Prophecies for the Future 

I have just said that it is almost right to say that 
no case of conductive hearing loss is without pos¬ 
sible benefit of surger)'. What of the future of per¬ 
ceptive losses? I believe we will see fewer of these 
in the future tlian we have in the past. This is not 
because I beheve a cure is just around the comer. 
Parenthetically, a cure looks impossible now, but 
so did one for otitic meningitis 20 \'ears ago. I have 
seen too many medical miracles in my lifetime to 
state categorically we will never have a cure for 
perceptive hearing losses. But a cure is not on 
the horizon now, so why do I say I think there will 
he fewer perceptive losses in the future? I think 
it will come about b}' prevention. Let me mention 
a few ways through which this may come to pass. 

Among several causes, foiu' come to my mind at 
the moment which have crippled many persons in 
the past and which may be on the way out; some 
of them actually are. The first of these are the con¬ 
ditions which cause a child to be bom uith a con¬ 
genital hearing loss. There probably alwa)'s will be 
the sporadic case of hearing loss in a newborn 
child, despite all the preventive measures we in¬ 
stitute. We do not know tlie cause in each instance 
now, but we are gradually learning some of them. 
We now know that the severe jaundice which some¬ 
times follows an Rh-negative pregnancy may cause 
a severe hearing loss, ^^^e also know that a baby 
who is a so-called blue baby in tlie first week or so 
of life may suffer a hearing loss because not enough 
oxygen is in the blood in these first few days to 
give adequate nourishment to the ears so they can 
five to tlie full. The result is tliat part of the ear dies 
and nei'er functions again, ^^''e know, too, that mhel- 
la suffered by a mother in the first trimester of her 
pregnancy may result in tlie birth of a child vith a 
severe hearing handicap. These are three conditions 
which we know can cause a congenital hearing loss. 


There is hope that the appropriate management 
of an Rh-negative pregnancy may prevent the oc¬ 
currence of marked jaundice in the baby, who 
otherudse may have a severe hearing loss. The 
proper administration of oxx'gen or the employ¬ 
ment of other necessary' remedial measures to a 
blue baby' may' prevent damage to hearing. Should 
abortion be induced in a young woman who has 
had mbella in her first three months of pregnancy? 
This question has been raised. There are arguments 
which say' no, particularly religious ones. Will an 
appropriate serum promptly' administered be the 
answer? Here are possible preventive measures 
which were not in e.xistence a mere 10 years ago. 
Here is hope that there will be fewer congenitally 
deaf babies in the future. 

A frequent cause of hearing loss in later life is 
that which is due to the fact that the ear does not 
have its proper blood supply', i. e., the loss that 
follows arteriosclerosis or atherosclerosis. Some very' 
exciting research is under way', the final conclusions 
of which are not y'et available, which shows that it 
may' well be that proper medication and diet will 
prevent atherosclerosis and thus eliminate the hear¬ 
ing loss due to poor blood supply to the ears. To 
prevent this type of loss, a phy'sician must be aware 
of the fact that the indix'idual has poor vascular 
supply to the ear and that because of this a sub¬ 
sequent hearing loss may occur, or. if a loss is 
already present, an additional loss will occur if 
remedial measures are not instituted. This is pre¬ 
ventive medicine of the highest order. That all 
hearing loss due to this cause may be prevented 
is not a prediction. Research only suggests that it 
may' be, but this is certainly' e.xciting. It is particu¬ 
larly' so, because very' often in this type of hearing 
loss a hearing aid has no value. 

A third cause of hearing loss which may' diminish 
is that which is due to allergy'. Allergic sensitix’ity' 
sometimes includes the ear. Occasionally, this causes 
a sudden severe loss. More frequently', however, 
as a result of repeated minimal allergic episodes 
throughout life, in later years there is a fair degree 
of the loss of hearing due to gradual degeneration 
of the nen'e of hearing. Many children, as well as 
adults, today' are under allergic management, and, 
because of this, I predict that in the future we will 
see much less of this ty'pe of hearing loss than we 
see today'. For some of the adults, allergic manage¬ 
ment has been instituted too late to prevent a loss. 
The great hope is with the children. 

Lastly', I think of the loss of hearing that is due 
to e.xposure to industrial noise. To affect hearing, 
industrial noise must be very' loud, and ears must 
be e.xposed to it over a period of years. Hearing 
loss is found frequently in many workers in the 
heax'y' industries. Fortrmately', the ears of all work¬ 
ers are not equally' sensitive. Some are resistant to 
noise exposure, but tlie number of men who are 
riveters, chippers, and drop forge hammer workers 
and who have a considerable hearing loss due to 
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exposure to the noise of llieir occupation totals 
more than one likes to think. This lias been recog¬ 
nized as a llireat to hearing for more tlian 100 
years. Fosbrookc, ns long ago as 1831, wrote about 
this kind of hearing loss, but, unfortunately, very 
little was done about its prevention until recently. 

Induslry was unwilling to fake steps to correct 
this situation because tlicre had been no claims 
for compensation for industrial hearing }o.s'.s. Ap¬ 
parently. management felt that to institute correc¬ 
tive measures woidd awaken labor to the fact that 
this was a compensable condition. Management 
evidently feared a flood of claims. Their fears were 
correct, because the flood of claims has begun. 
Awakened by the activities of the Committee on 
Noise in Indnstr}' of the American Academy of 
Ophthalmology and Otolaryngology, industrial man¬ 
agement. union leaders, and insurance officials arc 
now very cognizant of this industrial hazard. Pre¬ 
ventive measures in the form of reduction of noise 
at its source and the prcn’cntioti of damage to the 
cars b}' the wearing of ear defenders if the noise 
is not reducible to a safe limit are fast becoming 
the order of the day. Some really significant changes 
in the picture are just around the corner. 

If these four causes of hearing loss are even 
partly eliminated, the amount of human suffering 
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which can be eliminated is incalculable. There is 
promise that this may be so in each one of these 
instances. 

In relating to you the techniques now available 
for use in helping tliose who have hearing handi¬ 
caps, which our forebears did not have, and the 
very exciting news that some hearing losses may 
never occur at all, I do not mean to say that the 
problem of hearing losses will disappear. We will 
undoubtedly have a good deal of it with which we 
must cope for the rest of our lives, but just as today 
we look askance at one who condemns a youn" 
child to a life of limited usefulness by saying “It i> 
deaf and dumb” and refuses to do anything aboul 
it, some of our descendants will probably look bad 
on this day and wonder why we had so much hear¬ 
ing Jo.ss, why we managed it so poorly, and why 
we allowed it to become such a handicap. It is 
thrilling to take these peeks into the future and to 
be a part of the present-day advances in alleviating 
conductive losses. Tlie contemplation of this should 
make us all wish to double our efforts. There is 
every promise that there will be many fewer in¬ 
dividuals with hearing handicaps. It is exciting to 
be a part of this glorious picture. 

1100 E. Genesee St. (10). 
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REDUCTION IN ELEVATED BLOOD CHOLESTEROL LEVELS 
BY LARGE DOSES OF NICOTINIC ACID 

PRELIMINARY REPORT 


William B. Parsons Jr., M.D. 
and 

John H. Flinn, M.D., Madison, Wis. 


Previous studies by one of us (W. B. P.) and 
associates at the Mayo Clinic showed that signih- 
cant reductions of levels of blood cliolesterol and 
total lipids followed administration of large closes 
of nicotinic acid (niacin) in persons ryith l^ei- 
cholcsteromia.' The ratio of beta-Hpopvotem choles¬ 
terol to alpha,-lipoprotein t 

diiced by therapy with nicotinic acid. 1 hosiffiohpit s 
remained essentially unchanged, resulting m o\\ 
ing of the cliolosterol-phosphohpul ratio. Substi r 
Si of a placebo resulted in return of cholestero 
levels and the lipoprotein fractions to in-etreatment 
levels. Further administration of nicotinic acid le 

S.u hw Dvp'.«tment of Internal Medicine, Jackson 
Clinic. 


Prompt and sustained reduction of bhod 
cholesterol levels was obtained in nearly all 
of the hypercholesteremic patients who re¬ 
ceived large doses of nicotinic add. Daily 
doses higher than 3 Gm. of nicotinic acid 
were required in more than 50% of the pa¬ 
tients and in some cases 6 Gm. daily were 
needed to consistently reduce the blood 
cholesterol level. No dietary restrictions were 
imposed in this study. The mechanism by 
which nicotinic acid produces the observe 
changes in blood lipids remams obscure. 
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. :ed in reduction of-the-Iipid constituents-similar to 
initial response.'" The efFect-of nicotinamide (ni- 
amide) was not studied. 

rhe present study was undertaken to confirm the 
ults of the Rochester group, to obtain further e.\-pe- 
rce uitli different doses of nicotinic acid, and to 
' pn to evaluate die effect of nicotinamide on blood 
^‘ids. Blood cholesterol levels only were determined, 
,'itting the total lipid and lipoprotein determina- 

51 .E 1.—Mean Cholesterol Levels at Intervals During Therapy 
with Nicotinic Acid 

Mean Cholesterol Levels, Mp. per lOO Cc. 
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■ns, which had I’aried in the same direction and in 
out the same magnitude as the cholesterol levels in 
2 earlier studies.' The results are so impressive that 
5 consider a preliminary' report to be justified at this 
ne. 

Material and Methods 

Patients were selected for study if the blood choles- 
nl level was consistendy higher than 260 mg. per 
0 cc. on at least two determinations before dierapy. 
le average pretreatment level was 270 mg. per 100 
. or higher in all patients. 

Cholesterol determinadons had originally been per- 
.Tned in these patients for a variety' of reasons. Nine 
■dents had surv'ived myocardial infaredons. Three 
hers suffered from angina pectoris, and two padents 
id arteriosclerosis obhterans u'ith claudicadon. Two 
-ndents had surr'ived cerebral infaredons. Two had 
ahetes mellitus. Xandielasma of the ey'elids had been 
;;rted in fi\'e padents, .\anthoma tendinosum in one, 
i:id premature arcus senihs in two. Five padents gave 
history' of hy'percholesteremia and/or adieroscle- 
:odc disease in members of dieir families but showed 
ro eridence of diese clinical states diemselves. 

: Nicotinic acid was administered inidaUy' in doses of 
' Gm. daily in tlie form of capsules each containing 
:'00 mg. Two capsules were given tliree times daily' 
■'fter meals to minimize side-effects. Tliis dose was con- 
'inued for 12 weeks in all padents. Then, if tire blood 
'cholesterol was normal (less than 250 mg. per 100 cc.), 
■he same dose was continued, or, in a few padents, a 
naintenance dose of 1.5 Gm. per day was tried. In 


padents-whose cholesterol levels remained-above nor- 
-mak after 12 weeks, the daily dose was increased to 
4.5 Gm. and later to 6.0 Gm. in some eases, depending 
on the response. After 30 weeks of therapy with nico¬ 
tinic acid, nicotinamide was substituted in a dose equal 
to the most effective dose of nicotinic acid. 

Aff patients were urged to continue eating e.xactly 
as they' had before the study', so that tlie only' variable 
introduced was the administration of nicotinic acid. 
Ex'cept in one patient (case 9) on a low-fat diet and 
two diabetic patients (cases 2 and 14) on special diets, 
all patients can be considered to have been eating an 
average American diet. 

Blood samples were drau'n at two-week intervals 
for cholesterol determinations by' the metliod of 
Drekter." Determinations of sulfobromophthalein 
(bromsulfalein) clearance and blood nonprotein nitro¬ 
gen and urinaly'sis were performed after 8 to 32 weeks 
of tlierapy' in 19 padents. 

Results 

Changes in Cholesterol LeoeZs.—Twenty'-four pa¬ 
dents have thus far been followed for 12 weeks or long¬ 
er. Of tliese, eight patients (group 1) have completed 
30 weeks of therapy wtli nicotinic acid and 4 to 12 
weeks of nicotinamide, permitting some preliminary 
obserx'ations regarding tlie latter drug. The remaining 
16 padents (group 2) have completed 12 to 30 weeks 
of therapy w'ith nicotinic acid. 

Table 1 shows mean cholesterol levels for both 
groups of padents at tivo-week interx'als. The prompt 
reduction effected by nicotinic acid is shou'n in the 

Table 2.—Accrage Cholesterol Levels During Therapy with 
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mean 

decrease of 56 mg. 

per 100 cc. 

in tlie first two 


weeks of tlierapy. The effect of the initial dose (3 Gm. 
daily') is show'n by a mean reduction of 68 mg. per 
100 cc. in group 1 and 59 mg. per 100 cc. in group 2 in 
the first 12 weeks. The effect of larger doses is shown 
by a further mean reduction of 14 mg. yier 100 cc. in 
the subsequent 18 weeks in group 1. 

As shown in table 1, the eight patients of group 1 
showed a reduction in mean cholesterol level of 64 
mg. per 100 cc. in tlie first two weeks of therapy', from 
3-34 mg. to 270 mg. per 100 cc. At the end of 30 weeks 
of tlierapy', the mean cholesterol level had been re¬ 
duced further to 2-52 mg. per 100 cc. 
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In the eight pnihnls of group 1, tlie plasma choles¬ 
terol level after ]2 weeks of therapy (3 Gm. of nico¬ 
tinic aeicl daily) was normal (less than 250mg. per 100 
cc.) in three, significantly reduced (40 mg. per 100 cc. 
or more), hut not to normal in two olhons. and not 
significantly reduced below the average pretreatment 
level in three. At the end of 30 weeks of therapy, nor¬ 
mal values were found in si.\ of the eight patients. 
One of the other patients .showed significant reduction 
but not to normal, and no significant reduction had 
occurred in one. 

A\'cragc values for these paticjils in oacl) period of 
treatment are shown in table 2. The effect of doses 
larger than 3 Gm. daily (in all e.xccpt cases 2 and 4) 

'I'.Aiii.i: S.—Avceirr Chohwtvrol Lcu'ii Diirin;,’ Thcriipy icith 
}\icothiir Acid (Croup 2) 
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therapy in 14 of these patients included 4 ,,- 
doses larger than 3 Gm. daily in 9 patient? h 

12 14,16 17, IS, 20. 21. and 22). The iSg 

determination gave a normal result in seven naK 
significant reduction but not to normal in two J 
significant reduction in seven. Average values fo 
patients of group 2 in each period of theranv 
shown in table 3. 

The effect of doses larger than S Gm. of nto 
acid per day in the five patients who eventnalH 
ceived 6 Gm. daily is shown in table 4. In alfincre; 
doses were used in 15 patients whose cholesterolle 
were Jiigher than normal after 12 weeks of therapi 
these, only two patients had consistentlynormalcli 
tcrol levels after daily doses of 4.5 Gm. Of Ik 
patients u'ho have taken 6 Gm. per day, choles 
levels reached norma] in all except one (meS) 
were consistent!)' normal in three (cases 5, 6, am 
Based on these results, one might predict simila 
provement in the seven patients who liave fail 
respond to doses of 4.5 Gm. daily and who will 
receir'e larger doses as the study continues. 

Administration of nicotinamide to the patier 
group 1 resulted in prompt increases of cliole: 
levels to the pretreatment range (table 2). Tli 
suit occurred despite the use of doses equal t 
dosage of nicotinic acid which had produced the 
satisfactory response. 

Sfde-reacffons.—The absence of serious side 
tions, noted by the Mayo Clipic group, was confir 
Nearly all patients experienced a subjective andi 

Table 4.~E{foct of Different Dosage Levels of Nicotinic 
on Plasma Cholesterol Levels 


is reflected in the lower averages for the 12-to-30-week 
period as well as by tlie larger numher which had 
reached normal levels by the end of 30 weeks. The 
mean levels for the 12-to-30-week period might have 
been lower except for the use of decreased doses of 
nicotinic acid (1.5 Gm, daily) in two patients. Cases 3 
and 4 were gix'cn dai))' doses of 1.5 Gm. for eight 
weeks (from the l2th through the 20th week) vith 
return of cholesterol levels to higher values in both 
instances, necessitating resumption of the original 
dose. One patient (case 2) differed from all others in 
the study in that a dail)' do.se of 1.5 Gm. of nicotinic 
acid was used throughout the first 24 weeks, after 
Nvhieh nicotinamide was administered. 

The 16 patients of group 2 showed reduction in mean 
cholesterol level of 51 mg. per 100 cc. in tlie first two 
weeks of thcrapJ^ from 320 to 269 mg. per 100 cc. 
(table 1). The mean cholesterol level was further re¬ 
duced to 261 mg. per 100 cc. by the end of 12 weeks 

of therapy. , 

In lh(' 16 patients of group 2, the plasma cholesterol 

h-vA after 12 weeks of therapy was normal in 6 pa¬ 
tients, sigtiificanlly reduced but not to normal in 
uihets, and v\ot significantly reduced in 6. Further 
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; flush, which occurred briefly after each dosf 
otinic acid for the first one to seven days of aim 
tion. This phenomenon decreased in intensih'^f 
; first day and had almost invariably subsided 1)}1 
1 of the first week, with an average duratiej* 
•ee or four days. After the first week about fek' 
> patients reported that the first dose of fte c- 
^asionally caused flushing, which was, hmm.^ 
/ere. This occurrence seems related to the sizeo 
;al which preceded the ingestion of nicotiwes^'^ 
nritiis frequently accompanied the flash and o- 
rsisted a few days longer. a- 

iefly in two patients and did 
I)r. Three patients (not included m ^ 

opped taking the drug because 
ter five days because of liie flush, ano 
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ks because of irritable bowel sjTnptoms, and the 
J after several weeks because of drjniess of the 
and blurring of vision wdtli no objective findings 
;n examined by an ophthalmologist before and after 
ose of nicotinic acid. No side-reactions were ob- 
ed in patients takdng nicotinamide. 
iJfobromophtbalein tests of liver function, deter- 
ations of blood nonprotein nitrogen levels, and 
lalyses revealed no abnormaliU' in 19 patients after 
32 weeks of therap^^ 
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g. 1 (case 4).—Illustration of reduction of blood cholesterol 
s by administration of 3 Gm. of nicotinic acid (niacin) 
; return to eles'ated levels during the use of 1.3 Gm. of 
Inic acid daily, reduction to normal levels when a dai]> 
of 3 Gm. of nicotinic acid was resumed, return to ele- 
i levels when nicotinamide (niacinamide) was substituted, 
reduction to normal lesels \'hen use of nicotinic acid was 
a resumed. 



0 4 8 12 IS 20 24 28 32 36 40 44 

Weeks of treatment 


Comment 

rompt and sustained reduction of blood choles- 
>1 levels after large doses of nicotinic acid in nearly 
of the patients studied confirms tlie previously re¬ 
ted results of the Mayo Clinic group.' The greater 
uction in cholesterol levels and larger percentage of 
3 s showing reduction to normal values in our series 
be attributed to more liberal use of doses of 4.5 or 
Im. per day. As further e.xperience has been ob- 
led, it has become apparent that 30 to 70% of 
ients require doses of this order to reduce choles- 
)1 levels to normal. It also seems clearly established 
t continuous tlierapy at tlie same dosage is neces- 
)' to maintain the reduced levels, since substitution 
a placebo or of nicotinamide resulted in prompt 
am of blood cholesterol to the pretreatment range 
values. Witli very' few exceptions, a dose of 1.5 Gm. 
nicotinic acid per day' has also proved to be ineffec- 
e or to give suboptimal results. 


Figures 1, 2, and 3 show ty'pical cases wliich illus¬ 
trate indix'idual variations in response to the various 
doses of nicotinic acid and the lack of effect of nico¬ 
tinamide. Figure 1 shows the prompt reduction to 
normal cholesterol levels in case 4 on the initial dose 
of 3 Gm. daily. MTien the dose was reduced to 1.5 
Gm. daily', the cholesterol levels again rose. Resump¬ 
tion of the original dose resulted in reduction to nor¬ 
mal levels again. When nicotinamide was substituted 
at the end of 30 weeks, blood cholesterol levels rose to 
values as high as those observed before treatment. 
-After 12 weeks of administration of nicotinamide, nico¬ 
tinic acid was again given in the original dose, fol¬ 
lowed by' prompt reduction of blood cholesterol level 
to normal. 

Figure 2 shows tire failure of the patient in case i 
to respond to tlie initial dose of 3 Gm. per day but 
reduction to consistently' normal cholesterol lek'els 
after use of 4.5 Gm. daily'. Substitution of nicotinamide 
in the same dose was followed by' an abrupt rise in 
cholesterol levels to well abok'e the normal range. 
When administration of nicotinic acid was resumed, 
blood cholesterol levels fell to normal and have re¬ 
mained consistently' normal. 

Figure 3 shows tlie failure of tlie patient in case 6 to 
respond to doses of 3 Gm. daily or 4.5 Gm. daily but 
reduction to consistently normal cholesterol levels after 



Fig. 2 (caie 7) .—Illustration of reduction of blood cholesterol 
levels to normal by administration of 4.5 Gm. of nicotinic acid 
(niacin) daily, return to elevated levels when nicotinamide 
(niacinamide) was substituted, and reduction to normal levels 
when use of nicotinic acid was resumed. 


use of 6 Gm. daily'. When nicotinamide was substituted 
in equal dosage, cholesterol levels returned to values 
as high as those observed before treatment. 

The rapid disappearance of the flush wliich nicotinic 
acid produces and the absence of other significant 
side-reactions or toxic effects in the e.xperience to date 
suggests tliat this method is practical for clinical use. 
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vSince no ilic'lary rcslriclions wore imposed cither in 
the prcsenl slndy or in the Mayo Clinic series, it is 
aiiparcnl Unit nicotinic acid reduces cholesterol and 
bela-lipoprolein cholesterol levels in spite of the use 
of an average \merican diet by persons with hyper- 
eholeslt'remia. 

The mechanism by which nicotinic acid produces 
tile observed changes in blood lipids remains obscure. 
The apparent failure of nicotinamide, which had an 
effect similar to that of the placebo employed by the 
Hochester group, may provide a clue to the mechanism 
of action because of the slight chemical difference be¬ 
tween the two drugs. These observations may, in fact, 
open a new avenue of investigation regarding the 
mechanism w'hich establi.shes the total blood choles¬ 
terol and its .several lipoprotein fractions at normal or 



abnormal levels. The lack of cl.ole.sterol-.cclucing ef- 
tt oT meotinamicle agrees with the observat.ons of 

.\ltschul and associates. rinpbnster and 
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only by treating a large number of patients fotr 
years and comparing the results with an unfe' 
control group. This study is now in progress. Itsf 
be mentioned, however, that Altschul’s studio 
rabbits showed inhibition or prevention of atktt 
formation in animals fed nicotinic acid and clioltd. 
in comparison to a control group fed chole.sterohi 
out nicotinic acid.'"’ 


Summary 


.Administration of nicotinic acid (niacin) oral!\ 
large doses (3 to 6 Gm. daily) to 24 patients ir 
hypercholesteremia resulted in significant reductioi 
blood cholesterol levels in 16 (66.7%). Normal b 
were attained in 6 of 8 patients followed for 30 sin 
or longer and in 7 of 16 additional patients folk 
for at least 12 weeks. 

Doses higher than 3 Gm. of nicotinic acid ii 
were required in more than 50% of patients, 8iv, 
reduction in blood cholesterol occurred with doses i 
6 Gm. daily in four of five patients whose levelsli 
remained above normal after smaller doses, sugjf 
ing the possibility of future improvement in scf 
additional patients who have thus far failed torespo 

to a daily dose of 4.5 Gm. 

Substitution of nicotinamide in equal dosage at' 
30 weeks of therapy with nicotinic acid in eiglit j 
tients w'as followed by prompt return of blood cho,. 
terol to preh-eatment levels in every instance. 

Flushing and pruritus, which occur after ingest 
of nicotinic acid, subsided within tlie first wee 
therapy in nearlj' all cases. No serious side-r. ^ 
or toxic effects have been observed which can 
attributed to nicotinic acid. Nicotinic acid proved 
be effective in lowering cholesterol levels despite vi 
tinuation of the patients’ customary diets. 

30 S. Henry St. (3) (Dr. Parsons). 
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CLIMC4L NOTES 


ACCroENTAL INGESTION OF A TOXIC DOSE OF CHLORAMBUCIL 

REPORT OF A CASE IN A CHILD 

Sorrell Wolfson, M.D. 

and 

Marj' B. Olney, M.D., San Francisco 


Chlorambucil [p-(di-2 chloroethyl) aminophenyl- 
atyric acid, CB 1348], a water-soluble aromatic nitro- 
!n mustard, was developed by Haddow and his as- 
ciates ‘ at the Chester Beatty Research Institute in 
Dndon and has recently been used in the treatment 
' patients wth malignant lymphoma and leukemia." 
The purpose of this paper is to report the clinical 
id hematological effects obser\'ed in a child from the 
;cidental ingestion of an overwhelming dose of this 
ally given nitrogen mustard. A review of the litera- 
ire has failed to reveal a prewous report of this t\'pe. 

Report of a Case 

A 21-year-oId male accidentally ingested approumateb 35 
mg. (5 mg. per kilogram of bod>' weight) clilorambucil tab- 
:s while ^siting an uncle who had been taking this experi- 
5ntal drug for an inoperable sarcoma. Three hours after this 
:ident occurred, the child became lethargic and vomited, 
e grew progressively more unresponsive, and five hours after 
e ingestion he lapsed into unconsciousness, with generalized 
and mal seizures which were characterized by tonoclonic 
ivements of all extremities, eyes rolled back in his head, 
iwel and bladder incontinence, and foaming at the mouth. He 
IS brought to the emergency hospital where he was lavaged 
th water without recovers of any of the tablets. He ss’as 
[mediately referred to the pediatric ward at San Francisco 
runtj' Hospital in status epilepticus. Consadsions were con- 
jlled ssith intras'enous administration of 150 rag. of sodium 
a>'tal and 2 cc. of paraldehyde per rectum. Intras-enous ther- 
ly ss’itli fluids was started, and 5 oz. (141.75 Gm.) of mag- 
:sium citrate was gis’en as a catliartic. 

There ss-as no family history of cons-ulsis'e seizures, and the 
itient had experienced none prior to this admission. Physical 
amination at the time of hospitalization revealed a 22 -year- 
d boy svho svas comatose and dehydrated, sveighing 14 kg. 
51 lb.) ss’itlr rectal temperature of 99 F (37 C), pulse 96 per 
iniite, respiration 20 per minute, and blood pressure 108/72 
m. Hg. There svere no positis’e findings in tire head, neck, 
ngs, or heart. Abdominal and rectal examinations also were 
■[remarkable. 

Neurological examination revealed the deep tendon reflexes 
be hyperactive but equal bilaterally. Babinsld refle.x xvas 
resent bilaterally; however, Kemig, Brudzinski, and Hoffmarm 
gns were absent. The cranial nerves were intact. The sensori¬ 
al was cloudy. Muscle strengtli and coordination were difficult 
I evaluate because of tlie patient’s comatose state. 

During the first 24 hours after admission, the patient re- 
laincd comatose or semicomatose, during which time he had 
VO grand mal seizures, lasting 30 seconds each, and several 
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bouts of x'omiting of clear fluid. He was gix'en fluids intrave¬ 
nously, oxygen nasallx, sodium phenobarbital (15 mg. txxnce, 
intrax'enously) and prophylactic procaine penicillin G (300,000 
units). 

On the second hospital day, the patient improved markedly, 
with complete disappearance of symptoms and signs. Adminis¬ 
tration of oxygen nasally was discontinued. -Mter 12 hours on 
therapy of clear h’quids, he was put on a high-protein diet w-ith 
muldxitamins (Tri-\i-sol, 0.6 cc. twice a day). Phenobarbital 
(15 mg. twice a day) was administered for four days, and 
then discontinued. 

His 43-day hospital course was eomplieated by intermittent 
idiopathic elevations of temperature, varying from 101 to 
103.4 F (38.33 to 39.66 C) (rectally). Because of this, the 
penicillin therapy was discontinued after IS days and tetra¬ 
cycline therapy (400 mg. a day) was begun and continued for 
16 days. Rubeola developed on the 36th hospital day in spite 
of a preventive dose of gamma globulin (3 cc.) on the 19th 
hospital day. He recovered from the nibeola without sequelae. 
His weight remained unchanged throughout his period of 
hospitalization. 

Routine urinalysis on admission was unremarkable. Howex’er, 
about an hour after he had been catheferized on the first hos¬ 
pital day a mine specimen contained a trace of albumin and 
10 red blood cells per high-power field. Repeated luinalyses 
throughout the hospital stay were all normal. 

Repeat guaiac examinations of the stool were negatixe for 
blood. Liver and kidney function studies were all within normal 
limits throughout his hospital stay. The hemogram on admission 
rex'ealed a sh'ght hemoconcentration and polxmoiphonuclear 
neutrophil leukocytosis. This cbuld be explained by his state of 
dehydration and conx-ulsive disorder. On the fourth day after 
drug ingestion, a marked leukopenia with depression of both 
the lymphocytes and polxTnorphonuclear neutrophils xx'as ob- 
serx’ed. There was a lymphocxiosis on the 12th day, with a 
return to the normal level on the 27fh day. The polxTUorpho- 
nuclear cells showed a gradual return to the normal lexel by 
the 27th hospital day. The red blood cells and hemoglobin level 
remained witliin the range of normal throughout the hospital 
course (see figure). The platelets appeared adequate on pe¬ 
ripheral blood smears and no abnormalities of bleeding or 
clotting were observed clinicallx. The blood picture became 
coirplicated with the development of rubeola on the 36th hos¬ 
pital day, at xx’hich time his hemogram showed the typical 
measles reaction, i. e., leukopenia with lymphocytosis, with a 
return to normal after his recovery. 

Bone marrow examinations were made at weekly interx-als 
and were all within normal limits. After discharge from the 
hospital, the patient was followed intermittently in the out¬ 
patient clinie. He has been completely asymptomatic. .A psycho¬ 
metric examination revealed the child to have an inteUigence 
quotient of 89 according to the Stanford-Binet, Form L, which 
the psychologist interpreted as low normal inteUigence. .An 
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elcctrocncopiv.»l()}:r.ui\ was inkTjiroti'il ns hcinfe' within nonnal 
liDiits. Follow-itii hi-inojirams have revealed normal hlootl eel! 
connls. 

Conuncnl 

Gallon and othersreporlecl that a dose of 0.1 fo 0.2 
mg. per kilogram per day of chlorambucil for three to 
si.v weeks was elTecliN-e jji the treatment of patients 
with malignant lymphoma. The.se workers. a.s well as 
.‘Vltmajj and others who worked with leukemia pa- 
fiettt.s, oh.serr cd that the drug produced an immediate 
l\'mphopenia and delayed ntmlropenia which persisted 
during (he period of administration and promptly dis¬ 
appeared when the drug u-as witljdrawn. "With thera¬ 
peutic doses, they noted relatively few to.vic effects 
except for nau.sea and vomiting. Galton and others'’ 
found that patients who received a total dose ap¬ 
proaching 6.5 mg. per kilogram risked po.ssibic irre¬ 
versible hone marrow damage, Ti)e\- conchnlcd that 
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served by Boyland ^ and Rutenburg and otka 
animals receiving toxic doses of other alkylate,,. 
to,xic agents. The previous investigators' w', 
reported any neurotoxic effects of chlorambucil ' 
Our patient e.xhibited intermittent episodes of(- 
which were believed to be related to the prophL- 
antibiotics. However, it is possible that thisV 
miglit have temporarily affected the thermorei'uf' 
center. Careful follow-up of this child will beV 
tinned to determine whether there is any detrimr 
long-term effect of this drug. 

Summary 

A 212-year-old child accidentally ingested a a, 
.sive dose of chlorambucil (CB 1348) (5 ing.j. 
kilogram of body weight, total 70 mg,). This; 
tient showed relative])^ few toxic effects. The J 
eipal reaction was neurotoxic, characterized i 
conx'ulsive disorder and comatose state that u 


1 

n 



days after ingestion 


readily corrected over a relatively short period 
time. The neutrophils and lymphocytes were te 
porariJy depressed during tire first 27 days a! 
ingestion, but no recognizable bone marrow depi 
sion was obser\'ed. Tire red blood cell series, }i« 
globin level, and platelet counts remained essenti 
unaffected by this drug. Chlorambucil caused 
apparent disturbance to the renal and hepatic fu 
tions, or to other systems of tire body. 

^Ve should like to e.vpress our appreciation to Dr, E 
Wnihrstein for interpretation of the bone marrow smears 
to Dr. Edward H. Strisower for his study of the peripl 
blood smears. 
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A GLOVE-TYPE EXTENSION HAND SPLINT 

Frederick W. S. Modem, M.D., George V. Devins, B.A., R.C.T. 

and 

John C. Russey, Cert. Frost. Orthot., Long Beach, Calif. 


\ glove-tj'pe e.\tension hand splint has been under 
'^estigation in the Physical Medicine and Rehabilita- 
n Ser\'ice of the Veterans Administration Hospital, 
ng Beach, Cahf. After numerous modifications we 
-ived at the followng model. We have constructed a 
ive in wliich tlie fingers of the glove are replaced by 
-gerlings wliich permit each finger to be secured 
dmdually. The fingerling begins just proximal to the 
5 t interphalangeal joint and ends beyond the fin- 
: rtip. The fingerhng is attached to a tongue of leather 
aich forms part of the body of the glove. 

Tlie back of tlie glove carries a leatlier tunnel u'hich 
'ntinues into the tongue of each fingerling. Metal 
ays are inserted into each tunnel, as many as nec- 
sarj' to overcome tlie fle.xor spasm or contracture 
uthout causing the patient undue discomfort. A 
rap at tlie metacarpophalangeal level prevents 
le fingers uathdraufing from tlie fingerlings during 
;ute spasm. Tlie front of the glow is spht and is 
roHded Math straps to make the application of 
le gloi'e easier. 


From the Physical Medicine and Rehabilitation Sendee and 
e Brace Shop, Veterans Administration Hospital. 


The advantages of this ti-pe of e.xtension splint are 
diat it is easily appfied, is light weight, has good cos¬ 
metic effect, and is completely adaptable to the 
amount of spasm and/or contracture of each indiiud- 
ual finger and that nearly all patients are able to put 
on and take off the spHnt without assistance. 



Dorsal aspect of splint. Note tunnels with stajs in place. 
Number of stays depends on resistance to be o\ ercome and tol¬ 
erance of patient. 


SPECIAL ARTICLE 


THE U. S. ARMY MEDICAL DEPARTMENT IN WORLD WAR H 

THE HISTORY OF THE HISTORY 
Col. John B. Coates Jr. (MC), U. S. Army 


AWen Brig. Gen. Frank W. Weed, M. C., had 
nislied his labors as editor of the historj" of the 
Jnited States Army Medical Department in World 
Var I, he wnrote a most excellent and readable account 
f his experience.' In it, he remarked that if tlie per- 
onnel responsible for WTiting tlie history of the War 
f the Rebellion had been available at the time the 
listorx' of ’tVorld War I was x\Titten, and if they had 
:ept abreast of the times, the latter liistorj’- would have 


Director, tlie Historical Unit, United States Army Medical 
leriice, tValter Reed Army Medical Center, and Editor-in- 
.hief of ‘Medical Department, United States Armv in World 
-Var II.” 


Read in summarj’ before the annual meeting of the Societ 
>f Medical Consultants to the Armed Forces, Washingtor 
3. C., Nov. 26,1956. 


been produced much more expeditiously in respect to 
quaht>% time, and money. Even if they had not kept 
abreast of the times, they would have been verx' useful 
indeed. In fact, almost the only assumption in which 
General Weed was wrong was contained in his sound 
adxace—xvhich was not followed—that a directive, xvith 
the force of Army Regulations, should be prepared to 
provide for a continuing historical surx'ey against a 
future war, tliough “manx' years may elapse before we 
become inx'olved in a war, whose magnitude would 
warrant baxing a medical and surgical historx^ for it 
comparable in size either for the Cixfil War or for tlie 
World V^ar.” He xxTOte these xx-ords m 1929, and it 
xx'as only 12 years later that the United States entered 
World War II. 
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The history of the U. S. Anny Medical Department 
m Uorkl War 11 is far from completion, and the time 
to write the definitive history of how it was written has 
not >'et arrived. Tlic story w'as, however, ably beei 
by Brig. Gen. Albert G. Love, M. C., U. S An^ 


/I? i. \ /> T-x» 

(net.), hr.st Director of the Historical Division when it 
was rovix-ed in the Office of the Surgeon General in 
1911. Another report was made in 1954 by the fourth 
Director of the Division, the late Col. Calvin H God¬ 
dard, M. C., U. S. Armj' (Bet.).'' The present com¬ 
munication is a further progress report. 

Historical Note 

It is almost c.vactly a century ago that medicomilitary 
his4or>’ came into e.vistencc, y-ith the publication, in 
KS.5S, an incredible two years after the end of hostili¬ 
ties, of a histoiy of the Crimean War. That two-volume 
work was conccis’ed b>' Andrew Smith, Director 
General, British Army Medical Ser\'icc, at the very 
beginning of that war, when he found that nothing 
was a\'ailablc from previous wars to aid him in bis 
gigantic task. As he wrote in his preface to the history; 
“Hie doubts and indescribable anxieties which result 
from the absence of all details calculated to instruct, 
under existing circumstances, led me early to deter¬ 
mine that my succe.s.sor should, provided I continued 
in office till the termination of the war, never have to 
encounter the many difficulties and pcrplc.vities which 
had fallen to my lot.” 

General Smith implemented his determination most 
effecti\'el\'. He pre.scr\’cd all his correspondence and 
had a descriptive inde.x made of it. He secured anaiy- 
.ses of professional documents and reports. By these 
and other methods, lie was able to produce a two- 
volume history of the Crimean War wathin two years 
after it ended, the first volume dealing with medi¬ 
comilitary matters and the second, published in two 
parts, dealing with diseases, injuries, and wounds. 

Mdicn the War of the Bebellion broke out in the 
United States, these volumes were available to the 
Medical Department, and their importance and use¬ 
fulness were attested to by Surgeon (Brevet Lieutenant 
Colonel) Joseph J. M^oodward, to whom was assigned 
the duty of gathering material for the history of that 
conflict.' One of the first official actions of Brig. Gen. 
William A. Hammond, then the Surgeon General, had 
been to recommend to the Secretar)' of \Var, in 1861, 
that a sanitaiN' commission be set up at once, because 
•‘w'c wisli to prevent the evils that England and France 
could only in\’cstigatc and deplore. 

These volumes on the Crimean War, said Singeon 
W’oodward, in a report to the Surgeon General in 1865, 
gave direction to Medical Department cffoits, even 
llun\gh British troops were fewer than those engaged 
in the Ci\'il War and the climate in which they served 
was ditterent. If, as General Weed wrote m 1929, there 
had existed during the Civil War a dependable record 
of earlier wars in which the United States had een 
engaged, epidemics might have been foreseen, even m 
those pix'cpidemiology days, and diarrheas might have 
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been less than universal. By the end of iU 
Surgeon Woodward wrote, ivith real feeig;*? 
tory becomes one of the most important dufed 
inedical department of the army; a duty theer 
of which would be a grave crime against the k 
the United States, and against every citizen 
future wars, volunteers in defense of his counhl 


Tfie Historical Unit, U. S. Army Medical Seni 

Hie Historical Unit, U. S, Army Medical Seni 
Class II Activity of tfie Surgeon General, which !i 
one of its functions tlie preparation of the histo 
the U. S, Army Medical Department in World W 
liad its genesis in 1917, shortly after tlie United! 
entered M^orld War I. Hie Historical Board appe 
by Gen. Mfilliam C. Gorgas, then the Surgeon Ge 
consisted of the Librarian of the Army Mi 
Librari', Director; die Assistant Librarian, Red 
and a statistician. Its personnel remained < 
during I'arious administrative reorganizations ( 
Office of tlie Surgeon General until its actiritiesi 
witli die publication of the final volume of the Ii 
of World War I ip 1929, 

General M^eeds recommendation for a ■>' 
historical survey', to which reference has ahead) 
made, was not carried out, and the only formal ) 
cal activities of the Medical Department of the 
during the ne.xt several y'ears were limited to v 
annual reports. In August, 1941, when it was o! 
that the United States could not much longer. 
outside of World Wai II, die Historical Subu 
(later the Historical Division and still later tli 
torical Unit) of the Administrative Dirision, 0l 
the Surgeon General, was formally set up by 
Gen. James C. Magee, then die Surgeon Gi 
under the direction of Col. (later Brig. Gen.) 
G. Love, M. C., U. S. Army' (Ret), who wasn 
to duty for this purpose. 

In March, 1942, and again in Januaiy, 19' 
President not only e.xpressed his desire that pi 
tions should he made at once for recording the i 
of World War II but also made suggestions f 
plementation of his xrishes, including “draiii 
udiatever scholarly talent might be necessary 
particularly desired that each agency of the g( 
merit should hai'e ready, as soon as possible aft 
ending of the war, “a good final report that lul 
up both what v'as accomplished and how the jo. 

done.” , , 

The President’s desires were implemented a. 
War Department in a number of ways in 191- 
tliereafter. The committee of “scholarly talent v 
he had suggested was appointed. Historical j 
were set up in various bureaus. Historical ot 
were appointed in die Army Ground ; 

Forces; and Sendees of Supply, under winch 
of the Surgeon General then operated. The His 
Lclion. aU War CollegJ was 
advisory and coordinaUng office for ’ 

Angnst, 1943, tlie scope ot the proposed h« 
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.ed in a memorandum from the Office of the 
tant General and a Chief Historian was appointed 
in tlie Historical Branch, G-2. 

■ return to the Medical Department, in spite of 
residential direction and blessing upon historical 
ides. General Love, for almost two years, operated 
'r grave difficulties, conducting his actiwties, as he 

e, “on sufferance” and proceeding most carefully 
s “not to attract adverse attention.” During this 
rd his office space, and for a time his secretarial 
tance, were generally provided by otlrer diwsions 
le Office of the Surgeon General. By slow degrees 
vas able to build up a staff, in spite of tlie strict 
dme ceiling on personnel and the difficult}’ of pro¬ 
ng personnel who were qualified in performance 
’ell as on paper. 

he Ghief of Staff, Gen. George C. Marshall, mani- 
;d great interest in the work of the Historical 
ision. Office of the Assistant Chief of Staff, G-2, 
as a result, tlieater, army, corps, and dhision his- 
:al teams were organized, to further his desire that 
histor}’ be prepared and published promptly. This 
I suggested similar action to General Love, and 
orical officers representing the Medical Department 
e eventually appointed for tlie Alaskan Defense 
imand, tlie Mediterranean (formerly Nortli Afri- 
) and European Theaters of Operations, and the 
tlnvest Pacific Area. 

resent Function and Organization of the Historical 

f. —As the Historical Unit, U. S. Army Medical 
rice, presently operates, it has a number of func- 
s. Among them are the following: 

Preparation and publication of the histors' of the 
heal Department, U. S. Army, in World War II 
in the Korean conflict, as well as the histor}' of the 
n’ening years. 

Planning of, and provision for, the historical 
:rage of other selected actmties of the Army 
lical Sersdee on a continuing basis. 

Preparation and pubfication of tlie “Annual 
imar}' of Major Es’ents and Problems, Office of tire 
^eon General." 

Collection and maintenance of documents and 
:r essential material for the historical program of 
Army Medical Sen'ice. 

Provision of general clinical and administrative 
arch and archival services not only for tlie Surgeon 
leral and branches of Iris Office and to the Army 
lical Service at large but also to federal and other 
edited agencies, both mifitar}' and civilian, to 
gressional personnel, and to otlier historians and 
iers. 

■ Provision of editorial and publication assistance 
bmy Medical Service facilities and personnel. 

• Development and maintenance of liaison and sup- 
- of medical authorities, institutions, and related 
ionnel in the United States and friendly nations, 
)rder to promote, attain, and sustain tire over-aU 
'Cdves and activities of the Surgeon General and 
Army Medical Serv'ice. 


These ver}’ considerable functions are performed by 
8 militar}’ and 43 ch’ilian personnel. Militar}' persoimel 
include the Director of the Unit, who is a Medical 
Corps officer and who is Editor-in-Chief of the volumes 
of the histor}’ of the U. S. Army Medical Department 
in World War II; another Medical Corps officer, who is 
Associate Editor of the rivo neuropsychiatric volumes; 
and six Medical Administrative Corps officers. In addi¬ 
tion to an administrative section, there are four other 
branches, namely, a Research and Archives Branch, a 
Historians Branch, an Editorial Branch, and a Special 
Projects Branch. 

The Research and Archives Branch deser\'es a spe¬ 
cial word. It is interesting that, in Iris discussion of 
personnel necessar}’ for a liistorical project. General 
Weed mentioned, almost at the top of his list, an 
experienced archival assistant. Without an adequate 
filing system, he pointed out, much of the material 
collected would become inaccessible and could be 
relocated later only after the expenditure of a totally 
unnecessar}’ amount of time and effort. 

Although the Research and Archives Branch, as 
such, was not set up in the Historical Unit until April, 
1947, General Love took this adwee to heart. From 
the ver}’ beginning of his tenure he gave his attenrion 
to tlie collecting, indexing, abstracting, and filing of all 
available data. He maintained an index of current 
medicomilitar}' literature. He established and main¬ 
tained contact uith otlier historical agencies in the 
other seri’ices, as well as with the Subcommittee on 
Historical Records, Division of Medical Sciences, 
National Research Council, of which more will be said 
later. 

General Loi’e’s task w’as not simple. For security 
reasons, overseas reports and similar data were not 
ahvays easy to secure. Restrictions on correspondence 
with theater surgeons and other medical officers over¬ 
seas became tighter as the w’ar progressed. Documen- 
tar}’ material in the Office of the Surgeon General was 
often hard to pr}' loose. Much of the secrecy, both 
overseas and in the Zone of Interior, was, of course, 
essential. Much of it seemed—and still seems—un¬ 
necessar}’, particularly that w’hich covered plans th.it 
had long since been consummated. In spite of ever}' 
effort to prevent it, some files were destroyed and 
otliers w’ere simply lost, the most striking example be¬ 
ing the complete disappearance of the medical supply 
plans for the North African invasion. 

In June, 1946, the Research and .Archives Branch of 
the Historical Unit had only 600 linear feet of material. 
.At the present time, it has more than 2,300 linear feet 
of material filed in 272 four-drawer legal-size storage 
cabinets. In addition, it can call upon thousands of 
documents in storage depots elsewhere in the countr}'. 
The usefulness of this branch goes far beyond this 
office and other medical organizations of the Depart¬ 
ment of the Army. As w’ord has spread of what it can 
accomplish, it has been called upon to supply medical 
and other data to various otlier units of the .Armed 
Forces in the United States and overseas, chil depart- 
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incuts ol the government, members of the medical 
and related professions, and military and civilian 
elements of foreign nations. One of its recent tasks 
has been to supply material requested bv the offi¬ 
cial biographer of Sir Ale.xander Fleming. The amount 
available was surprising both in its bulk and its 
potential usefulne.ss. 

Scope and Planning of the 
Medical History of World War II 

I'or oln ious reasons, the medical histor\' of World 
ar II is a far more ambitious undertaking than the 
medical history of W'orld War 1. In May, 1945, when 
the war in Europe ended, the Medical Department of 
the Army had tiie respon.sibility for the health and 
medical care of more than .3 million troops in that 
theater, about 500,000 in the Mediterranean Theater, 
about 840,000 in the Southwest Pacific under General 
Mae.Arlhur, and another 455,000 in the Pacific Ocean 
Areas. Each of the 89 Army di\’isions, practically all of 
which were deployed overseas and maintained as fight¬ 
ing units, was supported by some 30,000 men in service 
units. There were 54,000 nurses in the Army Nurse 
Corps. I'he result of this gigantic effort was the 
achievement of the best health record and the lowest 
case fatality rate for battle wounds and battle injuries 
experienced by the U. S. Army in its recorded history 
up to that time. The recording of this experience is a 
task of real magnitude. 

In W^orld ^^''ar II, as in the Civil ^'i'^ar and \Vorld 
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^‘‘ngei-ous implicationsoi. 
form IS the inference, by those who fill it out t 
that .simple act they have done all that is nec^st 
4. Another error in the planning of the hisfnn- 
both World \Vars was failure to take adsanta' 
available opportunities to stress the historical pro- 
and to collect material for it. In World War! t- 
cellent in.speclion system existed, both in 'the’l’i 
States and overseas, and it could have been util 
with very little additional effort, to stress the import 
of collecting and preserving data. It was not so util 
and there were similar failures in World War 11. 
particular error, it miglit be added, is no loiigerl 
made. The historical program is now part of the at 
of the annual inspection made by the Insf 
Genera], Office of the Surgeon General, of miljta 
stallations and organizations under the immediati 
trol of tliat office. Furthermore, current Army hi 
tions require that all medical organizations s 
yearly activity reports, wliich, after circulation 
divisions and offices of the Surgeon General, a 
tained for further reference in the files of the His! 
Unit, The future continuity of tlie historical pu 
in the Office of the Surgeon General is thus assu 
In World AVar II, the excellence of telephon 
radio communications and the speed of combat 
nated many of the documents which necessarily! 
in earlier wars. Personal diaries were not permi 
the combat zone, an order which had its dec 
bad points as u'ell as its good points. Anyway 


^^'ar I, preparation for the writing of the history of 
the Medical Department, as already noted, began 
early. For this reason, the records of all three wars 
arc more adequate than they' would otlierwise have 
been, though in ail three there were errors and omis¬ 
sions in the planning and failure to take advantage of 
all opportunitic.s. General 'Weed's summary of these 
errors and failures iu World AVar I is equally appli¬ 
cable to W^orld AVar II; 

1. There was not enough emphasis, he said, to the 
officers locally concerned, on the necessity for sus¬ 
tained supervision over the local production of 
material. It would have been a simple matter, for 
instance, to impress upon first aid men, in the course 
of their training, that the notations which they made 
on emergency medical tags were of historical as well 
as of medical value. 

2. It was not made sufficiently clear to the personnel 
responsible for them that reports required from hos¬ 
pitals and other medical organizations must be de¬ 
tailed. There is no way of securing a final comprehen¬ 
sive picture unless the original picture contains a great 
deal more tlum will be used, so that ultimate selection 

is possible. 

3. Forms for collecting special material were not 
always thought out with sufficient care before they 
were distributed. Cryptic questions bring cryptic an¬ 
swers and replies will never be complete unless ques¬ 
tions arc penetrating, inclusive, and worded with great 


was little time to set dorni matters of importa 
they came to pass. It is unfortunate, in retr 
that spurious medical officers with e.xperience in 
fields were not delegated to write up tlieir expe 
immediately after they occurred. The task 
Editor-in-Chief of the history of the Medical I 
ment would have been greatly simph'fied, a 
history would ha\'e been greatly improved, if f 
been done. 

In spite of these deficiencies, available hi 
sources are e.xtensive. They consist of official re] 
wide range and scope, as well as of individual 
tives. All of them are used in the medical histo 
cisely as they would be used in a purely r 


or}'. 

adividual narratives has^e proved of gieat 
s. Obviously, one needs the experience 
toon to describe accurately the exq)erience 
ger battle. Personal intenriews have also proved • 
lie to supplement documents, to compensate ■ 
ir nonexistence, and to supply details wiucli, 

: reason or anotlier, have been omitted. The „ 
cer responsible for the blood program in " 
tr II, for instance, prorided a chapter ^ T.. 
e on the surgical consultant system in wl* ^ 
lire to keep himself in the background, 
create the impression that tire program < d 
M and then rolled on, witiiout the help ^ ^ 
ids. After a day spent with this fre- 

nself initiated tlie program and kept it 
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uendy single-handed, a complete and extremely in- 
sresting chapter could be prepared. A similar session 
dth the Consultant in Surgery, Seventli U. S. Army, 

- ow the Assistant Secretary of Defense (Health and 
ledical), wought a similar transformation in his 
hapter by the addition of many details of real in- 
erest which he had modestly omitted. 

By tliese and other methods, an attempt has been 
nade to avoid the desers'ed criticism of Hanson W. 
Baldwin, military critic of tire New York Times, that 

■ nost writers on military' subjects are “as pedestrian as 
quads right.” On the other hand, the intersdew meth- 
)d becomes of decreasing value and reliabilit>' as time 
)asses. That has been pointed out by Kent Roberts 
>eenfield, Cliief Historian for the whole series of 

■’ 'olumes on the histor>' of World War II, who was in 

■ miform during the war and who was formerly Pro- 
'"essor of History and Chairman of the Department 
'-\t Johns Hopkins University. In his excellent little 
"30ok on his philosophy of history and his experiences 

• n his present ofGce,'* Historian Greenfield quotes Sir 
an Hamilton, who, witing of the Russo-Japanese 

. iVar, said: “On the actual day of battle, naked truths 
J'-nay be picked up for the asking; on the folloumg 
.’ noming they have ahead}'' begun to get into their 
-uniforms.” 

The proposal made when the Historical Unit was 
--iirst activated in World War II, that all historical 
i_.vvriting be kept current, proved entirely impractical. 

> > \s General Love has pointed out, its impracticality is 
.-5hown by tlie changing point of view, as the war pro- 
. jgressed, on many policies, including the local use of 
nilfonamides and the use of plasma as a substitute for 
4 - whole blood in shocked casualties. 

^ Changing Plans and Concepts.— In July, 1940, a Sub- 
-ommittee on Historical Records was set up in the 
tijOivision of Medical Sciences, National Research 
Council, with the chief purpose of preparing a history 
af the wartime medical actiwties of all branches of the 
p, pilitar}' services as well as of the Public Health Serv- 
^jjce and certain civilian agencies. The chief of the many 
i^^.i,reasons why this was not a sound plan was that the 
j ^majority of the nine volumes planned were to be pre- 
. pared by civilians. However competent they might be 
'"'in their specialties—some of them were among the 
foremost clinicians in the countr}'—tlie difficulties of 
7' their task seemed insuperable. To put it as simply as 
77 possible, they had had no part in the medicomilitary 
experiences they were called upon to relate. They had 
not been there. 

* General Love had many misgivings about this 
L method of preparing the history, but he went along 

\rith it originally because, as he said quite frankly, he 
did not originally have “enough prestige to take issue 
' with it,” Except that it was modified by the addition 
to the nine planned clinical volumes of seven other 
'•I volumes designed to cover the administrative, techni- 
-r’ ral, and tactical activities of the Medical Department, 
. ^ this plan remained in effect xmtil March, 1944. These 
additional volumes were to be superxised by General 
. Love s office and were to be written by medical officers. 
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As time passed, however, it became increasingly 
clear that, in view of the tremendous scope of the xvar, 
the professional experience gained in it, and the mul¬ 
tiple clinical and medicomilitary problenas invoRed, it 
would be entirely impractical for professional men 
with no militarx’ experience at all to record the story 
adequately. Clearly, it was the inescapable responsibil¬ 
ity of the Surgeon General to assume the task. 

Discussions on the subject were initiated in March, 
1944, and, after an extensive series of conferences, 
which were gradually expanded to include aR con¬ 
cerned in the project, the official Medical Department 
program for the preparation of a clinical and adminis¬ 
trative histor}' of World War II was formally separated 
from the proposed program of the National Research 
Council. 

There can, of course, be no debate about the visdom 
of tliis change of plan, and great credit is due to those 
in the Office of the Surgeon General who had the 
foresight to initiate it and carrx'' it through (chiefly 
General Love, the late Brig. Gen. Fred W. Rankin, 
M. C., Army of the United States, then Chief Surgical 
Consultant, and Col. Michael E. DeBakey, M. C., 
Army of the United States, then Chief of the Surgical 
Branch in this Division). 

Editorial Policies 

The Historical Unit has had five directors. The first 
was General Love, who deserv’es full credit for the 
initiation of the program and whose difficulties, as 
already mentioned, were many. The second had to 
divide his time between the Historical Unit and the 
Army Medical Librar>% each more than a full-time job 
in itself. The third held the position only briefly; in 
effect, this appears to have been an interim appoint¬ 
ment. The fourth was ill during a large part of his 
tenure. My own appointment was effective July 21, 
1934. 

Administrative Volumes.—In the spring of 1946, in 
another change of plan, it was decided that lay his¬ 
torians should be employed to write the administrative 
volumes of the Medical Department histor>% on the 
ground that they would write more objectively than 
Medical Corps officers who had participated in the 
events. Cmiously, this reasoning was directly contrar}' 
to the reasoning by which the Office of the Surgeon 
General had assumed the responsibility for the clinical 
volumes instead of leaving them in the hands of pro¬ 
fessional authors who had had no medicomilitary 
experience. 

There is, of course, the risk of a certain lack of 
objectivity in material prepared by writers who, so 
to speak, helped to create it, but the danger is more 
tlian compensated for by the firsthand e.xperience of 
these medical officers and other mditarv* personnel and 
by the intimate knowledge which they possess of 
medicomditarv" matters, particularly administrative 
procedures and practices. No matter what their com¬ 
petence m the civilian field, lay historians are likely to 
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be uninforniocl on such mntlevs. The result might have 
been expected; Medical administration and logistics 
aic high]}' specialised fields, and the}' have found it 
exlrcmely difficult to orient themseh'es on them. As 
a lesult, the administrative volumes prepared under 
this plan ha\'c lagged. Only a single \'olmne has been 
published. Other manuscripts have been prepared but 
.must undcigo extensive re\’ision. The administrative 
x’olumes recently begun and those still in the planning 
stage Inu'e therefore been jnadc the responsibility of 
Medical Coips and Army Medical Service Coips 
officers, on the ground that nobod}' can po.ssibly know 
as much about a given experience as the man who 
participated in it and who man}’ times directed it. 

Tlic lack of objectivity about which so manv fears 
were expressed has pro\'ed snrprisingl}' infrequent in 
manuscripts prepared In- these ofiicers. Mdicn it is 
encountered, it is easily corrected In’ the judicious 
exercise of editorial authority. 

It is not for a military or a medicomilitary history to 
fix blame or bestow’ praise. On the other hand, a medi¬ 
cal historian should be perfect!}’ free to w’litc the 
facts, if he can cstaldish their accurac}', no matter how 
damning thc}- ma}’ be. A medical officer should be 
free to discuss contro\’crsial matters and to c.vpress 
his opinion on administrative matters connected w’ith 
the management of patients as w’cll as on methods of 
therapy. He is quite as able—perhaps better able—to 
evaluate these matters in retrospect than he was to act 
on them during thc ^\’ar, w’hen he w’<is helping to create 
the data he is now’ analyzing. These arc now’ funda¬ 
mental policies of thc Historical Unit. 

Clinical Voli/nics.—All the clinical volumes of the 
medical history are complete!}' practical. Tlie future 
medical officer w’ho reads them will find certain tech¬ 
niques changed, but he w’ill also find principles largely 
unaltered. Tliis is because these volumes have been 
prepared by clinicians w’ho were in service w'liile the 
experiences w'hich they are relating w’ere occurring 
and W’ho many times helped to shape the evolvrtion of 
clinical and clinical-administrative policies and prac¬ 
tices. 

One thing that has made for difficulties in the past 
is the inevitable overlapping of professional and ad¬ 
ministrative details. Lay historians, w’ith neither mili¬ 
tary nor clinical e.xperience, apparently find it hard to 
understand that there is no sharp dividing line between 
these areas. Hospitalization, evacuation, surgical teams, 
staffing of hospitals, nursing services, supply—these 
and a dozen other phases of military medicine are of 
both clinical and administrative concern. Selection of 
personnel and recommendation of appropriate assign¬ 
ments, for instance, are professional responsibilities, 
e\’en though they are closely tied in w’ith administra¬ 
tive considerations. Equipment is a supply problem, 
but its development, selection, efficient use, and eval¬ 
uation are professional matters. It should not be 
necessary as it once w'as, for a neurosurgeon eminent 
his profession to conduct a real battle in an endeavor 
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vision of more hemostats on the table of eoni»„ , 
an ev.icuation hospital would have simpliBdS 
ciamal .surgeiy. Tins was a matter of supply 

advic"esupply must be based upon profe^ 

Most of the clinical volumes of the history !ia\eo* 
Jr more chapters dealing with general administiatb^ 
considerations in the particular specialty. Even’clijf 
ter in the volumes dealing w’itli the consultant sysfc 
also discusses them. Just as much of the value of a.- 
official medical and surgical history of any war lies r 
the record of the organization and functioning of tf^ 
s’arious parts of the Medical Department as in ft 
purely professional chapters. The clinical material, c 
fact, would be valueless in time of war without c 
efficient administrative scheme for its application. 0. 
the other hand, the primary function of the iMefticJ 
Department is to conserve the fighting strength of ft 
Army and to care for its sick and wounded. Everj’tfiin; 
else, including the total administrative function, r 
subordinate to that task. This is the concept upon 
^v]n■ch all the volumes of the medical history are basei 
w'hether the\' are administrative or clinical. 


Practical Considerations 

By 1954, this w’hole project had dragged on so lonj 
W’ith so little to show' for it, that interest in it Vi 
almost complete!}’ lacking.' Tin’s w’as evident in a nnni 
her of areas. 

Practically all of tlie clinical authors of tliese \d! 
umes have w'orked on a voluntary basis, which has it 
financial ads’antages for the Army Medical Serviced 
also has certain practical disadvantages. There is nor 
rather general agreement that it would have beei 
more sensible—and in tlie end w’ould probably hai' 
been easier for the autliors—if tliey had been heldi! 
uniform until they had fulfilled their commitments fo 
the history. For the most part, tliey were released iritl 
only the promise that they w’ould perform, and ft 
dangers of relying upon promises alone were correeft 
pointed out b}' Genei'al Love when the responsibih 
for the history was transferred to the Office of ft 
Surgeon General. Most of the authors have fu» 
their obligations competently and generously, tliouj' 
not ahvays promptly. As a result, the publication f 
certain volumes is being unduly delayed, and, as i 
further result, a few essential chapters in various soi 
umes are lacking because the authors w’ho P*; 
mised to prepare them simply failed to do so. 
these failures w’ere realized, it was not possibe ‘ 
remed}’ the situation, partly because it was too ^ 
ask substitutes to prepare them and partly because i * 
original authors had had the w’idest experience >- 
these special fields. , 

In their interesting article on /-ud 

pective on medical history, wuitten m 19 , 
Garrison commented on these same difficii , ■ 
ing tliat it was incumbent upon “ ““’’“L,, „ j 
carry out 


tr iX t,“ ~ ^ P- of paWotism but .as 
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•neral and as a dut\- to himself and his Coips.” In 
; Civil War, they dealt with these matters with a 
ner hand. In August, 1862, when orders were issued 
the Surgeon General for the collection and arrange- 
jnt of specimens for die Military' Medical Museum, 
part of the historical program, tlie final sentence of 
3 responsible officers orders stated darkly: "Should 
y m^cal officers of the Army decline or neglect to 
mish such preparations for die museum, you will 
port the name of such officer to this office.” 

In the beginning, the liistory of World War II was 
tended by the same false starts and the same mis- 
rected and wasted efforts which had attended earlier 
Icial histories. In particular, tiiere were poor con- 
cts between the Historical Unit and die editors and 
thors of various volumes; what Colonel Goddard, 
urth Director of the Unit, called “the resulting re- 
ntment” can be characterized only as an under- 
item ent. 

One of die major difficulties in the early days of 
is program arose from die fact diat clinical manu- 
ripts, submitted unth the approval of the authors 
10 had prepared them and of the teclmical editors 
the volumes, had been e.xtensively altered by pub- 
atioos edit ors whg had no backgro und at all in 
nical medicine and "only a limited e.\'perieBC§._«J^ 
eduction work. This practice has long since been 
>pped. Manuscripts received u-ith the approval of 
diors and editors are now ne\-er altered in substance 
cept upon die initiative of die Editor-in-Chief, and, 
matters of any consequence, only after consultation 
ith the author or, where indicated, with other author- 
es on the subject. 

This particular difficulty arose from a lack of cer- 
inty about correct editorial procedures and was to 
; evplained by a lack of certainh' on the part of 
recting personnel. Until the summer of 1955, the 
litorial Branch of this office operated uithout a 
ief, each publications editor going her oum way and 
porting directly to the Editor-in-Chief. Tliis would 
It have been a satisfactor)' method of procedure even 
the publications editors had been persons of extreme 
mpetence and ivide experience, which they were 
>t. In July, 1955, after a search of almost a year and, 
lite literally, all over die countrjf—Civil Service could 
It help—a competent and highly experienced produc- 
m editor was found, and these particular difficulties 
e now ended. Publications editors are now aware 
at, in clinical and other technical volumes, even 
ght changes of expression may produce complete 
langes in sense. Tlie authors of these volumes repre- 
nt the best professional ability’ in their special fields, 
id the unwarranted changes made in their manu- 
ripts in die past, of which they righdy complained, 
e no longer permitted. Rewsion in the Historical 
nit is now reduced to the irreducible minimum re- 
lired by the rules of the Government Printing Office. 
Competent personnel in any field are hard to obtain 
id hold. It would be desirable to employ as publica- 
3ns editors only personnel who have had at least a 


limited e.xperience in production work and who have 
been exposed to the language and associations of clim- 
cal medicine. No such personnel have ever been em¬ 
ployed by the Historical Unit, and the solution of the 
problem, once competent supervision was obtained, 
vv'as a process of in-training. This is neither easv' nor 
satisfactory, and it is also wasteful. The best workers 
in this special field are those who, over a period of 
years, hav'e accumulated tlieir knowledge and skill by 
a process of osmosis rather than by direct indoctrina¬ 
tion and formal training. In-training is a compromise, 
but one which is at last beginning to pay off. 

A certain amount of verification of data is necessarv', 
as will be pointed out shortly, ev'en in the clinical 
volumes of the historv'. This necessity implies, or should 
imply, sufficient background on the part of publica¬ 
tions editors to recognize the difference between estab¬ 
lished facts and facts of general knowledge, which do 
not require verification, and those data which must be 
verified. It should also imply the ability to distinguish 
between factual data and tlie clinical opinions and 
conclusions vv'hich are exclusively the affair of the 
author. A publications editor who does not know what 
not to check as vvell as what to check can be a real 
handicap in an office, as past delays in the publication 
of ch'n ical v'olunies of this histoty have clearly proved. 
‘~Sne~3Srft5tis dsfest sHJI. exists i n the set-up of tlie 
Editorial Branch of the Historical Unit—the lack 
trained medical indexer. This deficiency is particularly 
serious in the clinical volumes, which cannot be useful 
tools unless they are provided with comprehensive in- 
de.xes. The preparation of an inde.x of this land, in 
which the listings not only are adequate but also are 
correctly related to each other, is not a task for un¬ 
trained personnel. This problem, to date, has been 
handled by a series of expedients, none of them really 
desirable and all of them w'asteful of time, trained 
personnel, or both. Meantime, the search for a publica¬ 
tions editor with medical indexing experience still 
continues. 

At the present time, the Editor-in-Chief of the his- 
toty personally reads all manuscript in its final form 
(as w'ell as, verv' often, in preliminar}'^ form). All pro¬ 
duction work, as just mentioned, is now supervised by 
a competent and experienced chief production editor. 
Schedules of production are established and main¬ 
tained. Tlie variation in editorial style from volume to 
volume which characterized the first books published 
in the Medical Department series has now ended. A 
standard format, tv’pe face, and general lay-out have 
been established. There is a consistent form for tables 
of contents, including lists of illustrations, tabular 
data, and the academic and other appointments of 
contributors. Inde.x listings are also consistent. The 
last two volumes published (“General Surgerv' II” and 
"Ortliopedic Surgerj^ in the European Theater of Op¬ 
erations”) are the first to be published under the cir¬ 
cumstances just described. They represent the finest 
work of which tlie Gov'emment Printing Office is 
capable. 
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Sialislics.~A major problem in llie past has con¬ 
cerned statistics. Tlie Statistical Division, Office of the 
Surgeon Gcneial, supplies and verifies all official sta¬ 
tistics, such as theater-wide and Army-wide incidences 
of total and special types of injuries and diseases, case 
fatality rates, hospital stay days, and similar items. 
A distinction must be made, however, between these 
official statistics and special statistical studies made, 
just as in civilian life, by qualified medical officers 
because of their own particular interest in certain 
subjects or at the direction of their superior officers. 
The whole section on abdominal injuries, for instance, 
in the volume entitled "General Surgery IT’ is based 
on statistics of the 2d Auxiliary Surgical Group which 
were collected, as a special project, under the direction 
of Col. James H. Forsec, M. C., the Commanding 
Officer. For a number of reasons, chiefly the selective 
clement, these statistics do not correspond with the 
official statistics. Thc\' arc also broken down into 
details wliich would be impractical in officially col¬ 
lected statistics. Similar special studies appear in other 
volumes. 

•All of these statistical studies were analyzed fairly 
and in the light of professional knowledge and experi¬ 
ence. The conclusions drawn from them arc warranted, 
if not to professional statisticians, to professional medi¬ 
cal officers of wide knowledge, training, and experi¬ 
ence. Clinicians arc in general agreement that neither 
diagnosis nor therapy should be deferred until a level 
of statistical significance has been achieved. If the 
profession had waited for a level of statistical signifi¬ 
cance in regional enteritis, it would not now know what 
it knows about the disease; the original description, 
which is still essentially correct, was based on the 
observation of 14 cases, a sample which many a pro¬ 
fessional statistician would probably view with horror. 
Sitniiarly, many of the cardiac and vascular operations 
which arc now achieving miracles would still be in 
the testing stage if they had not been generally em¬ 
ployed before statistically significant proof of their 
value had been secured. The approach to the person¬ 
ally collected statistics in the medical history of World 
War II is along these same lines. 

Docmucnfalion.—The question of adequate docu¬ 
mentation in an official history is of great importance 
but is reduced to nonsense if the approach is not along 
lines of common sense. Greenfield states that, during 
World War II, the Army produced 17,120 tons of 
records, enough to fill 188 miles of filing cases set end 
to end.-* The reviews of some of the purely military 
volumes mention that they “stagger under prodigious 
and pedantic minutiae” and “practically groan under 
their load of footnotes.” This kind of false scholarship 
is just as undesirable as carelessness in documentation 
when documentation is required. The present endeavor 
is to strike a happy medium, to use precise references 
to official documents, to check all facts which can be 
checked, particularly when they are disputatious, and 
thereafter to accept the word of the man who was 
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diere, even though hw recall is perhaps less than to' 
Tins IS in line rvith Baldwins opinion that 
research makes a historical writer unable to selea-.' 
summarize, that trivia may obscure lines of de 
ment, and that it is well for the writer, at least toso- 
degree, to free himself from what Baldwin wellt® 

the hangman s noose of scholarship.” 

The Use of Proper Nomcs.-The history of the Civ’ 
War followed what General Weed, as well as Wov 
and Garrison, termed “the bureaucratic practice’f' 
giving no credit to individual authors. In World Wai 
all chapters of tlie medical history were, propeif 
accredited to the men who wrote them, and thesair 
policy is being followed in the history of World Ik 
II. For one thing, this is only simple justice. Fora 
other, a great many of these names carrj' with them 
clinical or military authority, or boffi, that would! 
totally lacking in anonymous contributions. 

Furthermore, actual names are mentioned throug 
out the history as is necessary. "Hamlet” could scare 
ly ]ia\'e been written without mentioning Ham! 
This is, of course, in violation of the old rule i! 
one uses a name in history only when the menti 
u'ould embellish tire history, never when it woi 
embellish the name. Names are mentioned in I 
history of the U. S. Army Medical Department 
World War II just as they would be mentioned 
any other kind of writing, if only to avoid the cum!) 
some wording and actual confusion which can em 
when one uses only titles. 

Peripheral Editing.—Bernard DeVoto,*’ liimseli 
Pulitzer prize winner in history, had some useful 
marks to make about what he termed “compulsives 
about unimportant error.” 'Tliere \vill always be, 
said, 

small errors of fact, small misstatements, small niisconcepti 
some of them will result from the author’s inadvertence 
others from his blithe ignorance—and they do not matter in 
least. What does matter is that there have been no impoi 
errors, and it is folly to waste care that might be spenl 
preventing them in the illusory hope of preventing mar; 
ones. . . . There is a professional tendency to make! 
equally important, and in fact to penalize the peripheral f 
more than a cardinal and central misconception. The ptc 
sional vision is trained to be so microscopic that it sonieit 
ceases to be binocular. 

Compulsiveness about unimportant error is pri 
ably the chief reason for previous delays in the p»l 
cation of the volumes of the history of the Me i 
Department in World War 11. It is now ended, bo o 
volume in the series udll represent perfection m e\ 
sense. All of them, no doubt, will contam minor em 
of omission and commission; perfection is se 
achieved in this imperfect world. Authors, edi . 
everyone else connected with these . 

done their best, and the result wiU be 
ally correct, well-rounded account of tl 
outstanding work-of the Medical Departmen 
Army in World War II. 
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rocessing of Manuscripts.—Certain other details in 
processing of these manuscripts for publication 
er\'e comment, for certain procedures are required 
un authorized histors' not necessars' in volumes 
, ited under civihan auspices. 

'or one thing, when tlie final manuscript is read, it 
; st he decided whether any agency of the govem- 
at in addition to the Medical Department has suffi- 
it interest in, or association ssith. the particular 
'ume to require clearance of it. The Public Infoima- 
1 Office must clear all manuscripts for securit}'. This 
'chiefly a formalits' in the clinical volumes but not 
" he administrative volumes, the preparation of which 
■’ Hires die use of a considerable amount of material 
~ t is still classified. 

-fhe final step in the processing of a lolume of the 

■ tori’ is its submission to the Government Printing 
' ice dirough the Office of the Adjutant General. The 
■'ter office has die audiority to pass upon and to ap- 

■ ii’C, or ii’idihold approval from, all matter published 

- the Army. Illustrations are its particular concern. 

• en when diat office is simpathetic, as it has gen- 

■ illy been since the special problems of the medical 

- tori' have been brought to its attention, this step 

- 1 means a minimum delay of four to siv weeks. 
^‘IMien once die manuscripts reach the Government 

• -mting Office, production processes are the same, in 
ence, as they are in any commercially printed book. 

Advisory Editorial Boards 

- It is regrettable that, in the planning for the history 
World M^ar II, attention was not paid to the editorial 

, _ard which e.visted in World War I. It was not utiUzed 
ii’isely as it might have been, but it was appointed 
' omptly and it sen'ed well. 

This board was appointed by the Surgeon General 

- Januari', 1919. It consisted of 28 medical officers, 
men of ii'ide experience in the Regular Army Med- 

'il Corps and the Resen'e Corps, and all outstanding 
their several specialties. The board was too large to 
really functional. At the first meeting, in the fall of 
t '19, practically all of die members were present, but 
c-ere were no other full meetings, because, ironically, 
aen it was practical to hold meetings they were not 

- 'cessaiy', and when they were necessars' they were 
>t practical because of demobilization of Resen'e 

^ ficers and changes of assignment of Regular Medical 

- orps Officers. Additional meetings were therefore 
•atirely informal. On the other hand, even though the 
; lechanism of their formal use pros’ed too compli- 
' ited, collectively and indmdually the members of 
'lis board rendered signal service. 

y Tlie first advisors' editorial board of W^orld War II 
*'as open to the same objections as the ads'isors' edi- 
, orial board of M^orld M^ar I. It was appointed in April, 
916, and it convened promptly. Its distinguished 
nembership represented the Medical Corps of the 
^rmy, medical educational persormel, and editors of 
nedical pubfications. At the first meeting the general 
plan of the histors' was approved and ads'isorj' services 


were arranged for. As time passed, however, it became 
ex'ident tliat no single board could cover the w'hole 
field of the histors", and eventually—far too late—ads'is- 
ory boards were appointed in the various special fields, 
as follows: 

Tire Advisors' Editorial Board on die Histors' of Pre- 
sentis'e Medicine, appointed in 1948, ss’as formerly 
under the chairmanship of the late Brig. Gen. James S. 
Simmons, M. C., U. S. Army (Ret.). It is nosv headed 
by Brig. Gen. Stanhope Basme-Jones, M. C., Army of 
the United States (Ret). The ss'ork on this series is 
being done under a contract ss-ith the Medical College 
of Virginia at Richmond, under the editorial direction 
of Dr. Ebbe C. Hoff, professor of neurological science 
at diat institution. 

The Ads'isors' Editorial Board on the History' of In¬ 
ternal Medicine, appointed in 1932, is under the chair¬ 
manship of Dr. Garfield G. Duncan, clinical professor 
of medicine, Jefferson Medical College, Philadelphia. 
The ss'ork on this series is being done under a contract 
rHth this school, under the editorial direction of Dr. 
W. Paul Havens, associate professor of clinical micro¬ 
biology. 

The Admsorx' Editorial Board on the History' of 
Surgery, appointed in 1953, was formerly' rmder die 
chairmanship of the late Brig. Gen. Fred W. Rankin, 
M. C., Army of the United States (Ret.). It is now 
headed by Dr. Michael E. Debakey', professor of sur¬ 
gery' and chairman of die department, Bay'lor Univer¬ 
sity' College of Medicine, in Houston, Texas. The work 
is being done under a contract with the Tulane Uni¬ 
versity' of Louisiana School of Medicine, at which Dr. 
DeBakey was formerly' associate professor of surgery. 

The Adxisory' Editorial Board on the History' of 
Training, appointed in 1956, is headed by' Major Gen. 
Paul R. Hawley, M. C., U. S. Army (Ret.), formerly 
Theater Chief Surgeon, European Theater of Opera¬ 
tions. Its entire membership consists of Medical Corps 
officers who were intimately associated with all phases 
of the training program during World War II. 

Boards for the volumes on radiology and neuro- 
psy'chiatry' will be appointed later. 

The most important function of all of these adrisory' 
boards is to expedite the publication of the history'. 
Their formal meetings have been of great value, but 
informal contacts have been even more useful. It is 
often of greater and more immediate help to be able 
to pick up the telephone, speak to an authority' in a 
special field, tell him the problem, and receive the 
answ'er, positive, negative, or merely' advisory', with 
no loss of time. Most of die members of these boards 
w'ere in senice during the w'ar y'ears, many of them 
for the entire period. They' represent the happy' com¬ 
bination of specialized medical knowledge and medico- 
military' experience required for this work. They' have 
given freely and generously of their time, and they 
have been of incalculable ser\ice to the history'. 

In this same connection, it is appropriate to thank 
the authors and editors of these \'olumes, who have 
given their time and effort without remuneration to 
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this work. I’jirlicnlar gialilude is due to those who 
horc the brunt of the inadvertent false starts, mis- 
diiccted effoils, and otlier errors wliicli were made in 
the fiist years of this project and because of whicli 
some of tliem lia\'c had to attack tJieir material a num¬ 
ber of times. Many of them have had every reason to 
be resentful, but they have forgotten their own rights 
in the interest of doing this job and doing it well. 

The Surgeon General of the U. S. Army has played 
the chief role in all recorded histories of the Army 
Medical Department. It was the Surgeon General of 
the Ci\'il War, Genera) Hammond, \\'lio had the per- 
cipience to start preparations for the history of that 
conflict only a year after it began. It was tlie Surgeon 
General of W^orld W'ar I, General Gorgas, who .set up 
preparations for the history of that war only a few 
months after the United State.s had entered it. It was 
General Magee, then tlie Surgeon General, who in 
1941 established the Historical Division in his office 
while the United States was still outside of the conflict 
in World M*ar H. His successors ha\'e continued his 
work. In m>' own term of office, I luu'c had the warm 
support and encouragement of Gen. S. B. Hays, the 
present Surgeon General, his predecessor, Gen. George 
E. Armstrong, their deputies, and other key members 
of their staffs, as well as the personnel of various agen¬ 
cies of tin's Office. It is not an idle phrase to say that 
the historj' of the U. S. Army Medical Department in 
World \Var II is prepared and published under the 
direction of the Surgeon General. 

Costs 

The volumes of tlie M^orld War I medical history 
were prepared and published between 1919 and 1929. 
It is completely unrealistic to relate the cost of those 
volumes to those which comprise the history of World 
M^ir II but the comparison has its interesting aspects. 

Tlie history of World W'ar II, as would be e.xpected, 
is a far more ambitious undertaking than tlie history 
of World War I. The cost of living has advanced 
enormously since 1929, and production costs have 
climbed along with it. Personal remuneration has also 
increased enormously, although, as already pointed 
out, most of the clinical manuscripts have been pre¬ 
pared by authors who received no remuneration foi 
their services and who have not always received recom¬ 
pense for their e.vjienditures for secretarial help and 
other items. Also to bo taken into consideration are 
the false starts and misdirected efforts \yhich General 
Weed so franklv reported in his apologia pro hisioria 
sua and which,'regrettably, have also occurred in the 

pre.sent project. i i „ 

The original appropriation for the medical histor) 

of World W^ir 1, for $50,000 in the hscal year 1921, 
was accompanied by the entirely unrealistic rwtnction 
that the total cost must not exceed $150,000. Congress 
promplb’ removed this restriction, and the jost, 
including salaries of personnel, was eventually $57b.- 
m\l\' After the first few volumes had been pub¬ 
lished. it was thought that publication costs could 
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be kept to an average of $10,000 per volume t. 
the end of the task, the average for all volum! 
almost $13,000. If two volumes are evdudelti 
presented special typographic difficulties thea\-^ 
cost per volume was about $11,450, about py 
excess of the working figure of $10,000. As theme 
neared its conclusion, some volumes had to be 
smaller than had been planned in order to keep w 
the financial limits set. Costs increased, even in t} 
clays, in an incredibl)- short time. 

Total figures for the World War II history atei 
yet, of course, available, but it is interesting to 
that the unit cost of production has varied from .ML 
for tlie first clinical volume, which was printed oa. 
coated stock, to $4.18 and $3.84 (estimated), r&p 
tii'elj', for the last two volumes, which wereprodu- 
under competent editorial supervision and printed 
fine coated stock. It is doubtful that these costs f 
be reduced in future I'olumes. The clinical s'oluir 
particularly, are e.vpensive. They must be printed O' 
high grade of paper if the detail of illustrations is 
be properly brought out. Tlie economy in that resp 
25racticed in the earlier I'olumes was an error nk 
will not occur again. This mistake, together urith em 
in reduch'on, seriously mars the appearance of 1 
volume on hand surgery. 

The history of the U. S. Army Medical Depaite 
in M^orld War II has cost a great deal of inont) 
date, and it is going to cost a great deal more ’’.k 
it is completed. We owe it to tlie taxpayers oil 
country, among whom we are all represented, to k 
the costs down as far as is consistent irifli the coni 
and format required to produce quality work. Ill 
one considers tlie huge sums eventually involved ia 
preparation and publication of a massive histon 
is incumbent upoon all concerned to put forth d 
best efforts to make it the best work possible. 

Current Status of the History 

The volumes tliat make up the series entitled “-Mi 
cal Department, United States Army in World'’ 
II,” are part of a total series of about 125 volu' 
dealing with all aspects of tlie war in all theatff' 
which it was fought. These volumes, in contrast 
Samuel Eliot Morison s history of the Navy, whict 
frequently described as “unofficially official, constii 
the official history of tlie Army. Eighty milita^O' j 
limes are to be published by the Office of ^ 



Tlie number of volumes in 
series, like tlie number planned in the 
has varied from time to time. The P ‘ 

envisages about 45. We have avoided, m all 
of our groups (preventive medicine) an er 
plagued tlie producers of the history ^ 

We have not numbered our volumes, a p * P 
is feasible only if all the materia is on hand_^ ^ 
publication of anything is undertaken. H 
not thus written. 
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General Weed said, ratiier bitterly, that in the World 
■ir I series, because volume X\^ was published first, 
production of 14 otlier volumes was required. As 
tters worked out, it proved necessary' to publish 
even larger number, because some material spilled 
jr its limits and tirese volumes had to be published 
two parts each. Then, at the last minute, the au- 
irs of a planned volume on radiolog\' defaulted, and 
'olume on pathologi', whiclj had been deleted, had 
be hurriedly prepared to take its place because 
!re had to be a volume XIV, The planning for, and 
:refore tire number of, volumes in tlie World War II 
tor}' har'e varied from time to time, and it is u'ell 
leed that the IVorld M^ar I plan was not followed, 

; difficulties being sufficiently numerous witliout 
ding this one, 

BLE 1.—Medical Department, United States Army in World 
War h: 'Volumes Tuhlished' 

Boot Series 3953 1955 

nlnlstrativa ....... 

3n3al Medicine.*. 

.ropsyebiatry . 

ventive Medicine . 2 

rery .... 1 2 

cellaneows . 1 

By calendar year. N’o Toiumes vere p\d»I(she<l between 11M6 nnd 19>1 and 
le were pnh]i«hed in 1953 and 1954. 

Ever}' concei\'able effort is now being made in the 
istorical Unit, consistent "dth personnel and funds 
aflable, to eliminate bottlenecks and concentrate 
ion completing the long-overdue histor}' of the med- 
il effort in M^orld "War II. In Jul}', 1954, there was 
ailable a large amount of material that was com- 
eted or that could easily be completed. Some of it 
IS physically in the Historical Unit. Some of it u'as 
‘11 in the hands of authors and editors, who, under- 
indably, u'ere making no effort to move it because 
thing had happened to material already submitted, 
me of it four to seven years earlier. 

‘The simple militar}' tactic u'as employed of breaking 
S'Ough at the weakest point; tliat is, all the effort was 
ncentrated upon the volumes nearest completion, 
ther tlian dispersing tire rather limited resources of 
e Historical Unit over a great many volumes. This 
)licy has paid off, not onh' in volumes published 
.able 1) and in press and being prepared for publica- 
on (table 2) but in the changed attitude of all con- 
!med in tliis work. 

Volumes of the medical histor}' of M'^orld War II 
iblished to date include the follou'ing; In the pre- 
^ntive medicine series, ‘Tersonal Healtli Measures and 
nmunization” and "Environmental Hygiene,” both in 
155. In tlie administrative (technical) series, "Hos- 
itah'zation and Evacuation, Zone of Interior,” in 1956, 
In tlie surgical series, ‘The Physiologic Effects of 
i^ounds, in 1952; ‘Wascular Surgery,” in 1955; “Hand 
urger}',’ in 1955; "General Surger}', Volume 11” (vol- 
me I Mill appear later), in 1956; and "Orthopedic 
urger}' in the European Theater of Operations,” also 
1 1956. 


In the miscellaneous series, “Dental Service in M^orld 
War II,” in 1955. 

Tnvo volumes are now in press, “Orthopedic Surger}’ 
in the Mediterranean Theater of Operations” and 
"Ophthalmolog}' and Otolar}’ngolog}',” botli in the 
surgical series. In preparation for press are two vol¬ 
umes in the preventive medicine series, two volumes 
in the internal medicine series, one of tire tsvo neuro¬ 
surgical volumes in the surgical series, and “Cold 
Injur}', Ground Ts'pe,” in the miscellaneous series. 

Utilization of the M'orld War 11 Histor}- 

Colonel Goddard had the excellent idea of tr}'ing 
to find out what useful purpose the medical histor}' of 
World War II might sers'e by investigating what pur¬ 
pose the histor}' of World War I had served.^ Medical 
officers performing administrati\'e functions doubted 
tliat the clinical I'olumes would offer much of value, 
partly because of the delay in getting them into print 
and partly because all significant items of medical 
progress achieved during the u'ar were already ar'ail- 
able in the periodical literature. In 1951, 161 question¬ 
naires were sent out to the libraries of foundations, 
government agencies, colleges and universities, munic¬ 
ipalities, professional schools, and professional so¬ 
cieties, both in the United States and overseas, which 
had been given complete sets of the histor}' of World 
War I. The (few) medical libraries svhich had re¬ 
ceived these sets were also questioned. The great 
majority of the 110 questionnaires M'hich M'ere returned 
indicated that tlirough the years almost aU the calls 
had been for the clinical volumes and that the interest 
in tlie Mbrld IVar II histoty would be chiefly in tliese 
same volumes. The ratlier na'ri'e astonishment of those 
M'ho prepared and anah'zed tliese questionnaires indi¬ 
cated that the nature of the replies M'as quite unex¬ 
pected. 


T.^ble 2.~Medical Department, United States Army in World 
War II: Current Status of Volumes 



AdmiD' 

istra- 

Internal 

Xeuro- 

psychi- 

Preven¬ 

tive 

Sur- 

Mis- 

cella- 



tive 

Medicine 

atry 

3red)dne 

gery 

Deouc Total 

Scheduled . 

8 

4 

2 

9 

35 

S 

40 

Published . 

1 


... 

2 

5 

1 

9 

In pre5S . 


... 


... 

2 

... 

2 

Being processed. 

... 

2 

... 

4 

1 

1 

fi 

Being revised ... 

2 


... 



... 

2 

In preparation . 


2 


5 

i 

3 


PlaoDiDg stage . 

1 

... 


... 

1 

2 

4 

Xo action . 

o 

... 

o 


.> 

I 
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This same question arose at the .April, 1956, meeting 
of die Advisor}' Editorial Board for Surgen-, in con¬ 
nection with the neurosurgical volumes.' These vol¬ 
umes, sent to the Historical Division in June, 1947, 
had never been published, and the authors of the 
various chapters, despairing of any official action, had 
pubh'shed their oM-n material. Tlie editors of the %'ol- 
umes, M’ho had ei’en' reason to be pessimistic in die 
light of their past e.xperiences, therefore proposed to 
limit die resurrected material to a brief account of 
certain administrative problems and an equall}’ brief 


IS.'iC Total 
1 1 
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account of the evolution of mefliods and technique.?. 
The idea was not %\'el] received hv the hoard. The 
sense of the meeting was that, a.s'a matter of con- 
vcmencc and practical irsefulne.?.?, quite aside from 
Its licstorical value, the original material should 
be publi.slied as part of the official history, TJ)e 
editors have acquiesced with good grace, and the 
neurosurgical material is being reconstituted on the 
original basis. 

Tile title of the World War I hislorv, “Tlie hfcdical 
Department of the U. S. Army in tlie World War,” 
was adopted after much deliberation. The title first 
suggested, ‘'Jiie .Medical and Surgical History of the 
M'orld M'ar," n-as discarded for a number of rca.sons, 
but the changed title, wrote General MW'd, was a 
mistake, for it "smacks of mcticulosity and . . . the 
reasoning which led to its adoption u'as fault}'.” 

Particularly interesting is his .statement that the 
desire to reach the widest possible range of readers 
would have been facilitated by the term history in 
the title and was frustrated by dropping it. He men¬ 
tioned that the most widely circulated medical journal 
in the United States (presumably Tnn jounxAL of the 
.American M<>dical Association) described volume 1 of 
the World War I history in a liook notice as the "Re¬ 
port of the Surgeon General." A.s a result, he contin¬ 
ued, many potential readers, sncl) as Medical Reserve 
officers no longer in service, remained permanently in 
ignorance of the c.Yistcnce of the historj' of the Medi- 
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The volumes of the history of World War if 
more readily handled (the average weight of i"' 
recently published volumes is something ^tr 
each) even though they do not meet thedesirw 
laudable but not very practical desire-of onelh 
editors, who visualized something small enottd, 
carr}' m his coat packet These volumes are, houfi 
.vmali enough to be readily usable, several at a t- 
if necessary. 

Distribuiion.~lf we are to avoid the limited iisff 
nc.« of the volumes of die history of World Wa;t 
we must make the volumes of World W^ar ii p 
generally ai'ailable. This means that their evistei 
must be publicized. There must be careful distnlwt 
of the copies which are given to organizations Audi 
stitntions, as well as legitimate publicity for the cfif 
which are for sale by the Superintendent of Da 
ments, U. S, Government Printing Office, Washinjt 
D. C., at the remarkably low price, incidentalli, 
about $4 each. 

The distribution of the Civil \Var histor}- was r 
lire!}' individual. In 1869, Congress authorized i 
printing of 5,000 copies, 1,000 to go to the Sen:' 
.3,000 to the House, and 1,000 to the Surgeon Gene 
for distvibvrtion. The demand was great, and a secc 
printing in tlie same number was authorized andji- 
larly distributed in 1875. As a result of this system,! 
sets, for the most part, went into private iibraa 
The)' were available to relatii'ely few readers, partir 


cal Department in W'orld War 1. 

We paid for this ignorance in World War II, as 
DeBakey" pointed out in his Ether Day address at 
Massacliusetts General Hospital in 1946 and as many 
of the autlions of tlie M^orkl A\kir 11 In'story as well as 
others liavc attested. Tlie ignorance was entirely real. 
One author read U'itli a\’id interest the introductory 
section which had been provided for the chapter he 
had prepared for the hi.story of W^orlcl Wkar II and 
which dealt with the story of his specialty in World 
War I, He inquired wiiere on eartli it had come from. 
It had come directly from the official history of the 
first World War. In shining contrast is the story of how 
Col. (later Major Gen.) Guy B. Denit, M. C., went 
ashore in North Africa carrying as an essential part of 
liis impedimenta certain volumes of the history of the 
Medical Department in M^orkl War 1. 

The volumes of the history of the Civil Wav were 
publi.shed in the “family Bible” size. Tlie volumes of 
the history of World War I were published in the 
smaller ro’val octavo size, but they did not escape what 
General Weed well termed "ponderosity,” Four of 
them, he noted, weighed an average of 8 lb. each- 
These are reference works, it is true, hut, as he said, 
this is far too heavy for the “dictates of convenience. 
Volumes of this size, from 650 to 1,000 pages each 
printed on coated stock, tax the lasting qua ities o 
their binding, and their size actually interferes with 
Iheir \ise. Certainly they do not lend themselves to 
being iwrried ashore on D-Day. 


larly to those who might have benefited most by & 
and tlie expressed objective of all die toil and ta' 
that had gone into their preparation was not realm 
At the present time, when the demand for tkis 
increasing, these volumes, as well as tlie volutnfs 
the World War I history, are becoming scarcer i 
more difficult to obtain. 

When the first volumes of die World War I bis!' 


u'ere pubh'slied, the number printed, 3,000, was e 
sidered ample to supply all stations of the Anri}, 
important public libraries in the United States, ^ 
all similar libraries in leading foreign nations. 


first volumes were electroplated, hut this practice^ 
latev discontinued, in the name of econom)', tk: 
as a mvatter of fact the saving thus effected was ir 
diateiy cancelled out by a rise in the cost of pnk 
The distribution list of the World Wav II liistor 
represents a serious endeavor to meet Hanson 
Baldwin's comment on die militaiy volumes, tklf 
sons must be found to read these books as "C ■ 
funds to pay for their production. The 
nines are being sent, without charge, to the iw 
of all medical schools in the United States and an' 
the most important medical journals in this i , 
and abroad; all Army installations; other , 

agencies; selected heads of medical 

wlnVh we. are allied; and certain 


Congress, upon request. , -e art®' 

’he copies which go to f Gen«- 

lied by a covering letter from ^ofrf- 

.vhich it is pointed out that tliese books. 
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oortance to the young men who must, almost in- 
tably, be prepared to ser%'e in the Medical Corps of 
ne one of the armed sendees when they finish their 
dical course. It is also suggested in tliis letter tliat 
^e volumes could play a useful part in tlie Medical 
ucation for National Defense (MEND) program 
vv operative in some 25 rriedical schools, which has 
its purpose the teaching of tlie principles of military’ 
J disaster medicine. 

[n his covering letter to the editors of medical jour- 
s, tlie Surgeon General has pointed out tliat the 
Tent value of these volumes is quite as great as 
lir historical interest. They contain the essential 
dical facts which must be our bulwark against fu- 
e disaster. In tlie ne.vt v'ar, if it should come, there 
II not be montlis of time available to mobilize and 
in troops. There wall be no time for medical oflBcers 
ivly inducted into tlie Army Medical Corps to go to 
school leara tecVmiqwes or to 

to staff schools to learn medicomihtar}' procedures, 
e medical profession itself mil not be sufficient to 
-e for casualties. Dentists, veterinarians, nurses, even 
' technicians, will all be obliged to extend tlieir ac- 
ities bej'ond their immediate fields of training, 
ese books can show diem the way. 

In 1948, in a perceptive reriew of a volume of the 
litarj' series of tVorld tVar II histories dealing mdi 
; Army Ground Forces, Hanson W. Baldm'n mote;® 

B approach is in tlie best tradition of the historian: "Get tlie 
th; let the chips fall where they may.” . . . The inescapable 
ipression of these . . . volumes is one of almost indescribable 
nfusion in our attempts to raise an arm)’, of constant changes 
plan, of a babel of many voices ... of the lack of a clear, 
lered staff procedure and policj'. Yet—and this is the diffi- 
It)’ of the organizational plan of tlie Army’s historj'—I have 
und it difficult to trace down tlie reasons for this situation to 
eir sources ... I hai'e, therefore, a suggestion to make to tlie 
rtorical dirision and the Army General Staff. Someone— 
obably not a historian . . . should go through these I’olumes 
. and e\tract from each for training purposes the major mis- 
kes made and lessons learned in World War II in training, 
ganization, administration, planning, and leadersliip. There is 
nsiderable danger—and some eiidence—tliat our present e\- 
mding Amij' is making some of the World I\’ar 11 mistakes 
1 over again. The historj’ project (aside from its other great 
lines) will have more than paid its way if the lessons of tlie 
1 st can be utilized in the present. Thej’ are aU here . . . but 
ey will never be learned from these volumes as thej’ stand, 
imeone must cull tliem, sharpen tliem, arrange them, simplifj 
lem—and, particularlj’, shorten them. So doing, we might save 
me and effort—and lives. 

I was not familiar with Baldvan’s proposal when, 
bout a j'ear ago, I began to urge that precisely this 
ind of action should be taken jvith tlie volumes of 
le medical historj’ when the whole project is com- 
leted. It is the business of tlie Historical Unit and its 
ersonnel to proj'ide tlie facts of Medical Department 
ctivities in World War II. Their evaluation and inter¬ 
relation are the business of a later da\’. The rej'iew 
nd analysis proposed should be made by as represen- 
ative and as high-pojj-ered a board as can be assem- 
led. Everj’ branch of tlie Army Medical Serj-ice 
hould be represented on it. Tliis is not a task for 


historians. It is a task for e.xperts in all fields of mihtarj’ 
medicine. In short, I hope that the j'olumes of the 
historj’ of the Medical Department in World War II 
jj’ill eventually be subjected to exactly the same ana¬ 
lytical process as Baldjj’in has advocated for tlie strictly 
militarj' j’olumes. “So doing,” as he says, ‘we might 
saj’e time and effort—and lives.” 

In 1946, in an (unpubhshed) address before the So- 
cietj’ of hledical Consultants to tlie Armed Forces, Dr. 
R. Glen Spurling, editor, jjith Dr. Barnes M'oodhaU, 
of the neurosurgical j’oIumes of the historj’, jJTOte as 
follojj’s: 

We are now engaged in the preparation of the history of the 
Medical Department in \Yorld M'ar II. I very much hope that 
we shall make it a frank record of our mistakes as well as of our 
achiei’ements, of the difficulties under which we labored and of 
possible solutions for them, . . . How franklj- and fully [these 
volumes] are written will determine how manj’ mistakes we can 
avoid if we are ever again put to the test. 

1 passionate)}’ hope Aiat the need for mohiVizing civilian 
components of the Armj’ Medical Corps will nes’er again come 
in our lifetime, or in the lifetime of our children. But if the 
unhappj' dutj’ of mobilizing for a third World War should fall 
upon our own or upon some succeeding generation, that task 
will be easier if the record of the past is written so plainly that 
it cannot be misunderstood. 

As Editor-in-Chief of the histon’ of tlie U. S. Arm}’ 
Medical Department in M^orld War II, this is exactly 
jj’hat I am trj’ing to accomplish. 

Addendum 

Since tliis report jvas prepared, “Orthopedic Surgery’ 
in the Mediterranean Theater of Operations” has been 
published in the surgical series. 

The opinions expressed are my own and do not necess.iril}’ 
express those of the Surgeon General, U, S, Arm}’, 
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DIAPEU RASH 

OR conluric.>.s skin eruptions in the diapei 
region ha%-c plagued infants and tko^e re- 
.sponsible for their care. Laesslei states 
that few infants escape this condition en- 

The c„,— 

down of urea with the ic.suinnb organism 

monia. Racterium ammonu g Other rashes 

in this region that , icUly heat, thrush, 

coinitanlly are cliarrhea, intertrigo 

excoriation assotiatet n j.cv" A severe rash 

seborrheic infection and 

mav be complicatec y J j j aggravated 

„keialio„. Diaper rash . . S™';" sHn. 

hy lack of cleanliness and maceration _ -_ 


2 !aSv i:„ Aio^Sc^a sf Ka- 

7*.l:25U-2r)B (July) 19o6. S'lwicky, H. H.’. New 

a Kiihau, 11.-. Bchwarf/.nv.m, J., a of NiipWn 

;,r.,l n™,r.ly i..i l>revo.>i...n " 73..125-1» 

li.um.vUli^ (Diaper Rash), Arch. 

i.April) pp.iHt Clin. North Amer- 

.t Swill, S.; Diaper DcrmaUtis, Iccliat. <.^nn. 

w r Ru.'ib.lh') (Aug.) I95G. Dermatitis: Study in 

brown. C. P., and Wilson F. ” . -Diaper Rash, 

lUi,n>,i.,rl mul Chentol Control 0 Ammonu 

Arch. l’> <h.a. (March) 1957. 
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Tlie treatment varies with the cause to be r. 
moved. As an aid to healing, the diaper area sboii.) 
be kept warm and dry. In severe cases this may Il^ 
cessitate placing the baby under an electric cradle, 
allowing him to lie on one or more spread-out dii- 
pers. Swiff* advocates the use of hydrocortisoM 
ointment followed by zinc oxide ointment or zinc 
oxide (Lassar’s) paste. Kahan and co-workers “ state 
that the ideal preparation for local application 
should be moisture-repellent, keratolytic, and bac¬ 
tericidal. They used an emulsion containing 37 
silicone, which is moisture repellent; 0.2% allantoin 
(glyoxyldiureid), which is keratolytic; and 0.257 
hexachlorophene, which is bactericidal. All tbiee 
principal ingredients have the advantage of being 
nonirritating and nonsensitizing. The mothers weie 
instructed to (1) make no change in the general 
care of tlie infant, (2) avoid the use of oUs, lotions, 
ointments, or powder on the skm but aj?ply Ibe 
emulsion two or three times a day instead, (3) clean 
tlie diaper area with lukewarm water after unnation 
or defecation, and (4) report any aggravate or 
untoward reaction. With this regimen they obtained 
excellent results. Kaessler * used a similar prepara¬ 
tion in powdered form and obtained a clearing o 
dm rash in 6 to 28 days. The results m a contio 
series using ordinary baby talcum powder were not 

as cood Swdft found treatment with sihcone piepat- 

:LTeffective but no better than diat wr^ - 
oxide ointment or zinc o>ade paste. The s^cones 
have the disadvantage of being more ^xpen^ 

It has been said diat the pracbee of pediataci 

should be predominantly “^'^7 

r-'taSSrsss 

have die opposite eaec , prompt changing 

to brief social pLts should never 

would be inconveni • AAnph attention has 

be left on tliroughout the pen 

been given to the ^red the results o! 

Benson and ^™fCmu.ercial lauafc 

home laundering x j ‘n the home on the average 

i„g, Tbe teehnlq^ us^dm to 

consisted of soaki S The technique used 

suds, and triple rinsing m elaborate, 

L cJmmereial (-"vas mu* 

consisting of ' bleaching, tliree rinses in W 

two soapmgs at 180 F, methylbenzetlionium 

water followed by a total process 

and aiiodier m g j^griological and chemica 

taking over one houi. ■‘^^^’^®.,.fmdering was much 
testing showed that inhibiting grow* oj 

more effective m removing an irritant 
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best antiseptic: mehylbenzethonium and RH 3104, 
'both quaternary ammonia compounds, effectively 
- inactivated urease so that tlie decomposition of urea 
; to ammonia was inhibited, and zinc silicofluoride 
-enhanced the inactivation of urease by the quater¬ 
nary compounds. They concluded that the best re- 
; suits required treatment of diapers with a combina¬ 
tion of bactericide, a urease inhibitor, and zinc 
silicofluoride. 

' Although commercial laundering is not essential 
To the prevention of diaper rash, the nearer a home 
laundering procedure can approximate that of com- 
'mercial launderies the better the protection. It is 
doubtful that many homes would find the elaborate 
technique used in commercial launderies pracb'c- 
' able. Finally, it should be emphasized that preven- 
‘ tive measures must be continued as long as diapers 
are worn. 


THE JOHN J. ABEL CENTENNIAL 

The American Societi' of Pharmacolog)' and Ex¬ 
perimental Therapeutics commemorated the cen¬ 
tennial of the distinguished scientist John Jacob 
Abel on September 5, 1957. in special ceremonies at 
the Johns Hopkins medical institutions in Baltimore. 
His career tells a stor>' of how scientific medicine de¬ 
velops and in principle is not unlike the historx' of 
other outstanding figures in medicine. Such men are 
a source of inspiration for those who ma\’ wonder if 
the long road in medicine and research is wortli 
following. 

Dr. Abel, who was bom near Cleveland on May 
19, 1857, received his Ph.B. degree from tlie Uni¬ 
versity' of Michigan in 1883, his college education 
being interrupted for a three-y'ear period when he 
was principal of the high school and later superin¬ 
tendent of the public schools at La Porte, Ind. After 
graduation, he spent a y'ear in the department of 
biology at Johns Hopkins University’, after which he 
went abroad for seven years study'ing medicine and 
doing postgraduate work under such celebrated 
teachers as Ludwig, Von Frey', His, Stnimpell. 
Kussmaul, Von Recklinghausen, Nauny’n, Hoppe- 
Sey'ler, Von Nencki, and Schmiedeberg. It was 
Schmiedeberg, long regarded as the father of mod¬ 
ern pharmacology, who stimulated Abel’s interest 
in pharmacological research, particularly’ in its chem¬ 
ical aspects, and it was on Schmiedeberg’s recom¬ 
mendation that Dr. .Abel was offered the first full¬ 
time professorship of pharmacology in the United 
States, founded in 1890, at the University’ of Michi¬ 
gan. In 1893, Dr. .Abel left .Michigan to assume the 
chair in pharmacology at the newly’ organized medi¬ 
cal school of the Johns Hopkins University, a posi¬ 
tion he retained until his retirement in 1932. From 
then, until his death in 1938. he served as the direc¬ 
tor of endocrinological research at the university’. 


Prior to Dr. Abel’s appointment at tlie UniN’ersity' 
of Michigan, materia medica and therapeutics were 
taught by' physicians engaged in private practice. 
Dr. Abel, hower'er, introduced Schmiedeberg’s meth¬ 
ods of instruction, which included lectures, demon¬ 
strations, and quizzes and instituted the use of 
student e.xperiments. His prodigious energy and un¬ 
bounded enthusiasm exerted a strong influence on 
both his students and assistants, many of whom ad¬ 
vanced to important positions in medicine or the 
medical sciences. 

Dr. Abel’s research actiMties covered a wide range 
of subjects, from his earliest researches on the 
“molecular weight of cholic acid, cholesterol and 
hy’drobilirubin” to the studies on the mode of action 
of tetanus antito.xin. undertaken after his retirement 
from active teaching. Possibly his best-known works 
were the isolation of the benzyl derivative of epine¬ 
phrine, the active principle of the adrenal medulla, 
in 1897, and the preparation of cry’stalline insulin in 
1926. These studies, and his extensive work on the 
purification of the active principles of the posterior 
lobe of the pituitary gland, were facilitated by’ the 
broad training he had receh’ed in Europe, where 
he first came to appreciate the great role that 
chemistry’ would play’ in the future der’elopment 
of scientific medicine. His prophetic instinct was 
also illustrated by his development, in 1913, of 
an “artificial kidney’.” capable of remo\’ing dia- 
ly'zable substances from the blood of hVing animals 
by circulating it through a series of celloidin tubes 
surrounded by saline solution and by his introduc¬ 
tion during the year 1921-1922 of a course in bio- 
phy'sics in the medical school. 

Dr. Abel’s contributions to the medical sciences 
include also the founding of several scientific journals 
and societies. In 1895. he suggested to President 
Gilman of the Johns Hopkins University the need 
for an .American journal, covering the field of ex¬ 
perimental medicine, and the foUowing y’ear, with 
Gilman’s encouragement, the medical faculty’ found¬ 
ed the Journal of Experimental Medicine. The suc¬ 
cess of this journal prompted Abel to initiate the 
steps that led to the launching of the Journal of 
Biological Chemistry in 1905 and the Journal of 
Pharmacology and Experimental Therapeutics in 
1909. On December 26. 1906, Dr. .Abel called a 
meeting of biological chemists in New A’ork, which 
led to the founding of the .American Society’ of Bio¬ 
logical Chemists, and, in 1909, the .American Society 
of Pharmacology and E.xperimental Therapeutics 
was organized rrith .Abel as its first president. 

Dr. .Abel’s contributions to tlie development of 
basic medical science in .America were trulv out¬ 
standing, and his influence on contemporary work¬ 
ers was lasting and profound. Practicing physicians 
may well join with their academic colleagues in 
paying homage to this great scientist and teacher. 
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fluthci (hat, since the advantages of overweight in 
die adolescent and earl\' adult years has been re¬ 
placed by prevention of infectious diseases and 
inipio\'ed tliciapcusis, at no time in one’s life span 
should obesity be tolerated. 

In the United States the National Research 
Councils Food and Nutrition Board has had a tre¬ 
mendous impact on the thinking of the teachers in 
the field of nutrition. 1 heir table of recommended 
food allowances is used as a yardstick for the 
measurement of the adequacy of the diet. There 
is no question that it has scr\’ed a useful func¬ 
tion and has brought about an upgrading in the 
general nutritional status of the people of this 
country. One can question whether their caloric 
allowances for the 65-\'ear-old group and older 
are not too generous and conducive to the pro¬ 
duction of obesity. Lyons and Trulson - report 
a survey of JOO men and women over 65 years of 



Increase in body weiKlit-on constant intake, 2,800 calorics 
per day, and constant expenditure, correcting for decreased 
inetalrolisin due to age. (U. S. Army photograph.) 


age living in Boston. They found that 35% of the 
inen and 52% of the v'omen consumed 100% of 
the National Research Council caloric allowances 
-2,600 and 1,800 calories respectively; 48% of the 
men and 57% of the women were 10% or more 
;d) 0 \’e their desirable weight. This would indicate 
that for this group the National Research Councils 
calorie allowances are too high. 

The diet has been implicated in the genesis of 
atherosclerosis. This discussion will not go into the 
details of the arguments pro and con. No doubt, in 
time atherosclerosis will be i^roved to have a rela¬ 
tionship to metabolic factors. Whether these are 
due to faulty dietary habits and can be reversed by 
changes in the diet is still a very open question. 
There is at present no evidence which calls form a 
recommendation for drastic changes in the Present 
dietary regimen to combat atheroscleiosis. le 
which' will bring about and maintain optimum nu- 


J-A.M.A., Sept. 21, 

trition can be achieved by the consumption of (K 
normal variety of foods in amounts sufficient^ 
maintain the desirable weight. 

Chronic disease states have their influence m 
niitiitional requirements, and meals must h 
planned accor Jngly to supph^ the required 
of nutrients. Tlie physician who prescribes dit! 
therapy as part of the treatment in the aging popu. 
lation must make certain that the therapeutic tfe 
not only is nutritionally adequate on paper but n 
actually consumed by the patient. Low-sodium 
diets, frequentl)' prescribed for the aged, are par¬ 
ticularly anorexigenic, and, if careful attention is not 
paid to the adequac)' of the consumption, secondari 
malnutrition occurs, particularly with respect li 
protein and some of members of the w’tamin 1 
coinple.v. Paralysis agitans (Parkinson’s disease 
may make it ver)^ difficult for die patient to fee 
himself. Concentrated foods in liquid mixtures ma 
be neccssarx' as supplements between meals. Gastn 
intestinal disturbances, both functional and organi 
frequently lead to limitation of food choice. Tl 
therapeutic diets prescribed for gout and diabet 
mellitiis are more easily inteipreted into good foi 
intakes than some of die others. 

Limitatioh of physical activity because of im 
cardial dis'ease and circulatory insufficiency a 
arthritis and other joint difficulties should call I 
a compensating decrease in caloric intake, otlienv 
weight gain is inevitable. Added body pounds 
causes a further load on die circiihtion and weig 
bearing joints. The precipitation of anginal pain 
a full meal discourages many from eating a 1 
meal. Personality changes and die negatiidsm I 
quentlj' associated witli cerebral arteriosclen 
have a direct bearing on appetite and food consul 
tion. Socioeconomic factors must be investiga' 
These latter, too, can determine to a large ex’ 
the food intake. 

Look carefully for dental or local oral lesion 
a cause of poor eating. Ill-litting dentures and 
gums are a real deterrent. Man)^ functional gas 
intestinal upsets resvilt from foods diat have 
been masticated. Pay attention to the mechat 
state of the food as well as its nutritional cont 

Basically, the nutritional requirements for 
aged are essentially the same as for the youi 
adults. With the exception of recognition of 
decreasing calorie requirements, one need not 
the light of present knowledge, alter the dietaq 
nattern. One must recognize diat the metabolic 
status of the aged is the end-result of prewou 
experiences and that optimum nutrition must 
maintained throughout life. 
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MEDICINE AND THE LAW 


COMPLAINT AGAINST A PHYSICIAN SUBMITTED TO A MEDICAL SOdETY- 
BASIS FOR LIBEL ACTION BY THE PHYSICIAN 


■ • A patient submitted a complaint in a letter to tlie 

ew York County Medical Socieh' which in part 
ad as follows: “It was guaranteed to me by tlie 
' nysician, who is the subject of this correspondence, 
' lat die scar which is on my left shoulder would 
" isappear, e.xcept for a thin and barely visible line 
'■■’ter tlie performance of tlie operation. Further, 
'■'lat this healing process would take only about 
■' )ur months. Since the date of tlie operation, no 

■ aange whatsoever has taken place, nor has tlie 
2ngtli or ugliness of the scar in any way dimin- 

-•hed. 

“The consultation which took place on Saturday 

-etween Dr.and myself, was botli dis- 

-■eartening and, I believe, unethical. Dr. 

■ aadily admitted to the operation’s failure, indicat- 
ig that the scar would not disappear and that he 
id not perform a proper operation. When asked 

ry me what he proposed doing to recHfy this situa- 
'ion, he suggested another operation at additional 
: ost.” The letter ended with a request for “assist- 
_ nee and guidance.” 

‘ One of the Principles of Medical Etliics of the 
“.ledical Society of tlie State of New York, of wliich 
The physician was a member, states, in part, that 
. tlie promise of medical care or boasting of cares 
i,jr e.vtraordinar}’’ skill and success is unetliical,” 
The physician and his witnesses readil)' admitted 
- hat no scar can be completely eliminated and, if 
ncised, must of necessity be substituted by another 
xj-car. The Grievance Committee of the Medical So¬ 


ciety rejected tlie patient’s complaint on the basis 
of the physician’s assurance that no guarantee or 
promise of a satisfactory outcome had been made 
b\’ him and that tlie procedure which he used in 
the operation was standard practice. 

The physician then sued tlie patient for libel for 
having submitted this letter of complaint to the 
medical society. The court concluded “that a guar¬ 
antee of remoi’al and reduction of tlie scar to that 
of a thin and barely visible line would be repre¬ 
hensible, deceitful and unethical. To false!}' accuse 
a surgeon of making such a definitive guarantee of 
recover}' is to impugn liis integrity and professional 
standing as a surgeon, amounting to libel per se.” 

The court said tliat tlie letter, even though sub¬ 
mitted in confidence, could be the basis for a libel 
action, “for it is enough tliat it be public and made 
known to persons otlier than the parties, e\-en 
though tliey be members of an official body or 
a select and private group of professionals.” The 
court also stated that it would be contrar}' to pub¬ 
lic policy to hold that tlie physician “being a mem¬ 
ber of the Societ}' and thus bound b}- its principles 
and rulings must be presumed to hai'e waii'ed his 
legal rights.” 

Nevertheless the court dismissed this libel action 
as it found that the patient’s assertions in her letter 
of complaint to the medical society were true and 
were made without mRhce.—Kantroioifz v. Candel- 
ario, 163 N.Y.S. 2d 297, Supreme Court, Trial Term., 
Kings County, Part IV., May 17,1957. 


CONFIDENTIAL COMMUNICATIONS AND RECORDS 

This is the third in a series of six articles dealing with the necessity for and proper format 
of certain medicolegal forms. The subjects to be covered are (1) consent to operations and 
other medical procedures; (2) patient’s right to privacy: (3) confidential communications and 
records; (4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Depart¬ 
ment of the American Medical Association under the title “Medicolegal Forms with Legal 
Analysis.” The book will nwlude extensive legal citations and a substantial number of addi¬ 
tional forms which have not been included in this series of articles.— Ed. 


Tlie relation between a physician and his patient 
is an e.xtremeh' confidential one. The patient should 
feel free to make a full disclosure of facts to his 
physician, in order that tlie physician may most 
effectively render his sen'ices, and the patient 
should be free to make tliis disclosure with the 


knowledge tliat the physician will respect tlie con¬ 
fidential nature of the communications. It is a 
breach of professional etliics for tlie physician to 
reveal the confidential communications of liis pa¬ 
tients witliout tlie e.\-press consent of tlie patient 
unless required by law, as in the case of communi- 
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cablr (lisoasos. Tlu' bclrayal of a patients confidence 
nniy also he gi-ounds for revocation of the physi¬ 
cians license, flic ))hysiciaji should, therefore, 
ol)tain the express written consent of llu: patient 
before releasing confidential information. 


Confidential coininnnications between physician 
,ind patient ))a\’e llu* sUxlutoyv status of p/'ivilegcd 
cominunieation.s in .some stales. In slates where 


communications ha\’e this status, the phvsician may 
not testify in a judicial or adininisti‘ali\'c proceeding 
as to infoiniation obtained as a result of the phv.vi- 
cian-palient relaliojj.ship. 

The privilege also extends to hospital records 
insofar as they lend to disclose M'hal the physician 
learned in the course of treatment. Generally, it 
has been held that, where a physician is employed 
by an insurance compaiu’ or other adx’crse part}' 
to examine a claimant, with no contemplation of 
any treatment, the information thus acquired is not 
privileged and the physician may testify as to such 
information. 


AND THE LAW . . , 

J-A.M.A., Sept, suf¬ 
fer violation of the privilege. In seeking to reco^- 
agatnst a physician for the alleged i^opeTfe 
closure of information, it appears that the 
Iwsis for recovery, if any, would depend InK 
al^ihty to establish a breach of his right of privan 
Tins is an area of law ^\'hich is still in the proJ 
of development. 


I'ouM 1.-Authorization for Disclosure of Informatml 
Examining Physician ‘ 

7 attfliorizc Dr. , 

(li.sclosc complete information to._ 

concerning tlie results of a physical examination ol t; 

muicrsignecl made or to be made on.. 

.‘inti to testify, without limitation, as to all finfc 

of said physical examination, in any legal action or judicLl 
proceedings to which I am, or may become a partj’; mil 
waive on behalf of myself and any persons who may haven 
interest in the matter, all provisions of law relating to 
disclosure of infonnation acquired through said exaniinatin: 

Signed .. 


In order for prh'ilcgo to apply, it i.s not necessary 
that any treatment shall actually hax'c been given; 
all that is nccc.ssai}’ is that the information shall 
luu'C been gained for tlic purpose of aiding in 
treatment. 

The communication is privileged if it is made in 
the prc.sencc of a third person who is aiding the 
physician or who is ncccssav)' as a means of com¬ 
munication between physician and patient. But, if 
the communication is made in the presence of a 
third person, who is not assisting the physician and 
u’ho is not necessary as a means of communication 
between physician and patient, it is not privileged. 
It has been held in some states that, in such a 
situation, only the third person, but not the doctor, 
could testify as to the communications, while in 
other stales it has been held that both the doctor 
and the third person can testify as to the communi¬ 
cations. If the communication is made in the 
presence of a third person whose character is such 
that the communication is nonprivileged, the pa¬ 
tient cannot be compelled to testify as to the com¬ 
munication. 

The privilege belongs not to the physician but to 
the patient, who may waive it. The patient’s bring¬ 
ing of a professional liability action against the 
pliYsician may constitute a waiver of the privilege. 
The prix'ilegc may may also be waived if the pa¬ 
tient testifies as to the communications or if Ue 
calls the physician as a witness. 

FundamentaUv, the physician-patient privilege, 
which exists in many jurisdictions in various forms, 
is a limited right of exclusion of evidence in a judi¬ 
cial or administrative proceeding. Ordinarily, it 
docs not present any issue of legal right of recovery 


Place 

Date 

Wjtnexs . 


FonM 2— Consent to Examination of Physician’s Rccoit!! 

To Dr.: 

I hereby authorize and request you to furnish a cop)'t! 

the medical records of . . .. 

(State name of patient or “myselTI 

covering the period from.19" 

to . 19. or to allow those ree 

ords to be inspected or copied by. . 

I hereby release you from all legal responsibility or Irahr: 
that may arise from the act I have authorized above. 

Signed .. 

Date ... 

Witness ... 


Foum 3.-Consent to Access fo Hospital Records 

•pp.... Hospital Superinteflfc 

. Hospital. 

I hereby authorize you to furnish a copy of the hosp* 

j r .covering t'- 

records .... 

(State name of patient or myselt ) 

19." 

period from.19...... to.V"V""ri’nnieI t 

or to allow those records to be inspected or P 

.I hereby release...'".iTtrir 

Hospital and you personally from ^Sed abo'^- 

liability that may arise from tlie act I hase au 

Signed ... 

Date ... 

Witness . 
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ARIZONA 

General Practitioners Meeting in Mesa.—The an¬ 
nual meeting of the Arizona Chapter, American 
Academy of General Practice, wll be held Oct. 
12-13 at the Maricopa Inn, Mesa. The program in¬ 
cludes the foUowing guest specialists: Dr. Karl 
0. Van Hagen, clinical professor of nem:olog\', 
Universih' of Southern California, Los Angeles; Dr. 
M^iUiam A. Brewer, surgeon, Phoenix; Dr. Herman 
W. Lipow, pediatrician, PhoenLx; Dr. Samuel G. 
Blount Jr., director, cardiovascular laboratorj', Uni- 
versit)’^ of Colorado, Denver; Dr. Jack E. Brooks, 
eye, ear, nose, and throat, Phoenix; Dr. Robert W. 
Weber, orthopedic surgeon, Tucson; and Dr. Wil¬ 
liam Dock, internal medicine, Palo Alto Clinic, 
Calif. A $3 fee will be charged for nonmembers. The 
meeting is approved for postgraduate credit, cate¬ 
gory'’ I, for members of the academy, and is open 
to all members of the medical profession. Entertain¬ 
ment includes a banquet Oct. 12 and a golf tourna¬ 
ment Oct. 13. A ladies’ program is planned. For 
information vTite Dr. V. E. Frazier, General Chair¬ 
man, Arizona Academy of General Practice, 40 
South Country' Club Drive, Mesa, Ariz. 

ARKANSAS 

Society News.—The Arkansas Dermatological So¬ 
ciety has elected the foUov'ing officers: Dr. Ray 
Fulmer, Little Rock, president; Dr. Ellis P. Cope, 
Little Rock, wee-president; Dr. Cal\'in Dillaha, 
Little Rock, secretary'; and Dr. Davis W. Goldstein, 
Fort Smith, program chairman. Plans have been 
made to form a regional group of dermatologists 
TOtliin a radius of about 400 miles from Little Rock 
which wll hold yearly' informal meetings. 

CALIFORNIA 

Foiurth Annual Surgical Symposimns.—The San 
Francisco Academy' of General Practice has an¬ 
nounced that the fourth annual surgical sy'mposiums 
wU be held at Fort Miley Veterans Administration 
Hospital, 42nd A\'enue and Clement Street, San 
Francisco, Tuesday's at 8:00 p. m.. Sept. 24, Oct. 1, 
8, 15, 22, and 29. The sy'mposiums are under joint 
sponsorship v-ith the University' of Cahfomia 
School of Medicine. Practical concepts of surgical 

Ph>'siciaiis are inWted to send to this department items of nes\’s of 
gene^ interest, for example, those relating to societ>* actinties, new 
hospitals, education, and public health. Programs should be received 
»t least three weeks before the dale of meeting. 


technique will be stressed and new advances in 
surgery' discussed. The symposiums are designed to 
fit the needs of the general practitioner. Dr. Louis 
Brizzonlara, chief, department of smrgery'. Fort 
Miley', will act as moderator, and Dr. Forrest M- 
WiUett, chief, department of medicine. Fort Miley, 
will be coordinator. For information write Dr. 
Alex F. Fraser, 3490 20th St., San Francisco 10, 
Calif. 

Society News.—The 1957-1958 officers of the Los 
Angeles Radiological Society' are as foUow's: presi¬ 
dent, Dr. Richard A. Kredel, Pasadena; wee- 
president, Dr. Lew’is J. Peha, Beverly' Hdls; secre¬ 
tary', Dr. Putnam C. Kennedy', Glendale; treasurer. 
Dr. Robert B. Rickenberg, Los Angeles. The society' 
meets tire second M^ednesday' of September, Novem¬ 
ber, March, April, and June, at the Los Angeles 
County' Medical Association Building. The mid¬ 
winter radiological conference will be held Feb. 
22-23, 1958, at the Biltmore Hotel, Los Angeles. 

CONNECTICUT 

Personal.—Dr. Franklin S. DuBois, of New' Canaan, 
recently' named to the new'ly created State Board of 
Mental Health, w'as elected secretary' of the group at 
an organization meeting in Hartford. 

Hospital Anniversary' Program.—A scientific meet¬ 
ing will be held in The Hospital of Saint Raphael, 
New' Haven, Oct. 2-3 as part of a three-day' celebra¬ 
tion of the 50th anniversary of the hospital. Par¬ 
ticipants include Dr. Paul di Sant’Agnese, assistant 
professor of pediatrics. College of Phy'sicians and 
Surgeons, Columbia University', w'ho will discuss 
“Cy'stic Fibrosis of the Pancreas”; Dr. Charles A. 
Hufnagel, professor of research surgery', George- 
tow'n University' School of Medicine, M^ashington, 
D. C., speaking on “Selection of Patients and 
Evaluation of Procedures for Cardiac Surgery'”; 
and Dr. Shields Warren, professor of pathology. 
Harvard University' School of Medicine, Boston, 
w'hose subject will be “Radiation and the Human 
Race.” A clinical pathology' conference will be part 
of the afternoon session and will include Drs. Har¬ 
old Jeghers, chairman, department of medicine, 
Seton Hall College of Medicine; Mario Stefanini, 
associate professor of medicine and lecturer in 
pharmacology'. Tufts University' Medical School, 
Boston; i^old Janzen, radiologist, Hartford; and 
Robert Nesbit, pathologist. Hospital of St. Raphael. 
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Exhibits will include those on hypersplenism, 
cholangiograph)^ heart-lung machine, and electro¬ 
phoresis. 

LOUISIANA 

General Practitioners Mecting.^Thc 11th annual 
assembly of the Louisiana Academy of General 
Ijacticc will be held Oct, 8-10 at the Frances 
Hotel. Monroe. The program includes the following 
topics by oiit-of-slatc speakers: 


J.A.M.A., Sept. 21, 1957 

and assistant professor of psychiatry. Tufts Medical 
School, has begun a one-year leave of absence Un- 
der a fellowship training program, Dr. Mackenzie 
will hold the position of senior instructor at the 
University of Aberdeen Medical School in Scotland, 
lie will teach third and fifth year undergraduates 
in the College of Medicine courses in psychody¬ 
namics, individual and group therapy, and the ap¬ 
plication of psychoanalysis to the major mental 
illnesses. 


Gallbladder and Duct Di.sease, Dr. R. L. Sander.s, professor 
of .snrjrcry, Univer.sily of T ennessee, Mcmpln's. 

Acute Abdominal Conditions, Dr. Sanders. 
luNternal Ldoinetrio.sis. Dr. William F. Gnerriero, clinical 
associate professor of obstetrics and gynccoloitv, Sonth- 
wcstcni .Medical School, University of Texas, D.allas. 
Newer Aspects in the M.mat'cmcnt and Diagnosis of Car¬ 
cinoma of Female Genitalia, Dr. Gnerriero. 

Urology that the General Practitioner Should Know, Dr. 
Thomas D. .Moore, professor of urological snrgcrx'. Uni¬ 
versity of Tennessee. 

Interpretation of Pyclograms, Dr. Moore. 

Collagen Diseases, Dr. Ilarrx’ E. Bangharf, assistant profe.ssor 
of medicine, Ilanncmann Medical College, Philadelphia. 
Ostcoporo.sis, Dr. Bangharf. 

At the hmchcon Dr. J. P. CuliicpiX'r, prc.sidenl. 
Southern Medical As.sociation, will speak on “The 
Hole of Organized Medicine,” and Dr. E. S. Mc- 
y, chief of preceptorship program, Unh'ersity 
'e.va.s School of Medicine, Galveston, on “The 
dical Student and the Preceptorship.” A dinner- 
ncc will be held Oct. 7. For information write the 
ouisiana Academy of General Practice, 3420 Canal 
St., New Orleans 19, La. 


MASSACHUSETTS 


Hospital News.—TIic New England Center Hospital, 
Boston, has announced the establishment of a new 
department of infectious diseases under the direc¬ 
tion of Dr. Louis Weinstein who, in addition to 
being named chief of the new unit.and senior phy¬ 
sician at the hospital, has also been appointed 
professor of medicine at Tufts University School of 
Medicine. Both the Hospital and the Medical School 
are part of Boston’s New England Medical Center. 
To accept these appointments, Dr. Weinstein has 
resigned as chief of the Infectious Diseases Service 
at Haynes Memorial of the Massachusetts Memorial 
Hospitals and as associate professor of medicine at 
Boston University School of Medicine. 


Personal.-Dr. James B. Dealy Jr., of Newton, has 
been appointed by the trustees of Peter Bent 
l\am Hospital as radiologist-fn-cliief, succeeding Dr. 
Merrill C. Sosman, who has retired after more than 
30 years. Dr. Dealy has served as acting radiologist- 
in-chief, since Dr. Sosman s retirement last July. 0 
is also assistant clinical professor of radiology and 
actim' chairman of the department at Harvard Med¬ 
ical School. Boston.—Dr. John M. Mackenzie, as¬ 
sistant superintendent of the Boston State Hospita 


NEW JERSEY 

Society News.-The New Jersey Rheumatism Asso¬ 
ciation has elected the following officers: president, 
Dr, Irving L, Sperling, Neu'ark; vice-president, Dr. 
Evehm Merrick, Orange; treasurer. Dr. Banker R. 
Edwards, Trenton; and secretary. Dr. 'William D. 
Kimler, Haddon Heights.—Tlie Essex County 
Pathological and Anatomical Society' xvill celebrate 
its 50th anniversary Nov. 9 in Newark at the Essex 
House. During the day there will be a clinical- 
pathological program at the Martland Medical Cen¬ 
ter and in the evening Dr. Hans Popper, associate 
professor of pathology. Northwestern University 
Medical School, Chicago, will give the anniversary 
address.—The following officers were recently 
elected to the New Jersey State Gastroenterological 
Society': Dr. Jacob A. Riese, president; Dr. Ferdi¬ 
nand "Weisbrod, x'ice-president; and Dr. Abraham 
Friedman, secretary'-treasurer. 


NEW YORK 

Personal.—Dr. Martin A. Seidell, internist and neu¬ 
rologist, has assumed the post of medical director 
of J. B. Roerig and Company', New York pharma¬ 
ceutical firm. Dr. Seidell, who practiced for two 
years at the Mayo Clinic, Rochester, Minn., joined 
the Roerig division of Chas. Pfizer & Co., Inc., July 
15, succeeding Dr. Jerome J. Van Gasse, who has 
been appointed assistant general manager of Pfizer 
Laboratories in Brookly'n.—Dr. Charles P. Blunt, 
a specialist in surgery, has joined the Corning Glass 
Works medical staff in Corning. Dr. Blunt comes 
from Rupert, Idaho. Previously he was engaged in 
general surgery' in Ly'nchburg, Va., from 1950-1952, 
and at Marion, Va., from 1952-1955. 


Hospital News.-At the first reunion of former 
house officers of the Rochester General Hospital, 
Sept. 13-14, Dr. Philip Thorek, Chicago, was guest 
speaker. Mr. James Card, curator of movies at 
George Eastman House, was the banquet speaker. 


edicate Health Department Budding-Cere- 
onies marking the dedication of tlie new State 
ealth Department office building were held 1 
Ibanv Tune 27. State Health Commissioner, Dr. 
erman'E. Hilleboe, who presided at 
:remonies, introduced Governor Averell H^ 
id Dr. LeRoy E. Burney, Surgeon General of th 
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United States Public Health Service, who were guest 
speakers. The new building brings together under 
one roof about 600 State Health Department em¬ 
ployees who were previously housed in eight dif¬ 
ferent ofBces and buildings tliroughout tlie ciW of 
Albany. Albany Medical College and Hospital, Al¬ 
bany College of Pharmacy, and tlie Albany Veterans 
Administration Hospital are nearby. Tire Hospital 
Sur\’e}" and Planning Commission is housed in the 
building. Constructed of face brick wtli limestone 
trim, the building is “E” shaped, is completely air 
conditioned, and took two years to construct at a 
cost of $3,180,000. It includes offices of tire M'^ater 
Pollution Control Board and the Air Pollution Con¬ 
trol Board. A total of 170,000 square feet of usable 
floor space is available uatlrin tlie building. The 
basement floor contains a cafeteria wadi a seating 
capacity of 200 people; an auditorium seating 300 
people; a photography laboratorj' and darkroom; an 
ex'hibits w'orkshop; and general storage and file 



The new office building of the New York State Depart¬ 
ment of Health. 


rooms. The auditorium is available for meetings of 
medical societies and other health groups through¬ 
out the area. 

New’ York City 

Dr. Brunschw'ig Honored.—Dr. Alexander Brun- 
schw'ig, New’ York surgeon, has received official 
notification of promotion to the rank of Officier in 
die French National Order of the Legion of Honor. 
By decree of the president of the Republic of 
France, the honor w’as bestow’ed upon Dr. Brim- 
schw’ig “as a token of appreciation for die valuable 
services rendered by him to the cause of 
Franco-American cooperation in the field of medi¬ 
cine.” Dr. Brunschw'ig, w’ho was first aw'arded the 
Legion of Honor in 1950, grade Chevalier, is chief, 
gj'necologj' sen’ice. Memorial Center for Cancer 
and Allied Diseases, and professor of surger)', Cor¬ 
nell University' Medical College. 

Personal.—Recently Dr. Louis J. Sofi^er, clinical pro¬ 
fessor of medicine. State University' of New' York 
College of Medicine, was aw'arded the Alumni 
Achievement medal of the University' “for outstand¬ 
ing contributions to medicine.” Prei'iously', he w'as 
aw'arded die Harlow'-Brooks medal by' the New' 
York Academy' of Medicine. He sen’ed as a con¬ 
sultant of the Mount Sinai Hospital staff from 1938 
to 1946 and became regional consultant, U. S. ^'^et- 


erans Administration in 1952.-Dr. Jolm Caffey', 

professor of radiology', Columbia University' College 
of Phy'sicians and Surgeons, w'as elected honorary’ 
member of the Roy'al Society' of Medicine at its 
London meeting “in recognition of his distinguished 
sen'ices to science.”—Dr. George E. Daniels has 
been appointed director of the Columbia Psy'cho- 
analy'tic Clinic, succeeding Dr. Abram Kardiner, 
w'ho has retired and accepted an appointment as 
lecturer in the department of psychiatry'.—Dr. 
George T. Pack has been ini'ited to speak at the 
third National Cancer Congress of the Chilean 
Cancer Society' in November, w'hen he w'iU lecture 
on Cancer of the Stomach and the Surgical Treat¬ 
ment of Liver Tumors. 

NORTH CAROLINA 

Aging Research Grant.—A $306,922 grant for re¬ 
search on aging has been made to Duke University', 
Durham. This is the first grant in the U. S. Public 
Health Sen'ice’s new' program designed to en¬ 
courage estabhshment of research centers in w'hich 
many' departments of a university' and health and 
related agencies of a community' will cooperate in 
study'ing various aspects of aging. The program at 
Duke University' has four main objectives: (1) to 
develop a center for aging research based upon a 
university'-w'ide effort; (2) to support fundamental 
research concerned w'ith health problems of aging 
and to include relevant research contributions from 
the social and behanoral sciences and related fields; 
(3) to train investigators interested in the problems 
of aging; and (4) to foster a regional resource for 
the dissemination of scientific know'ledge in the 
field of aging. 

The Public Health Serx'ice’s program to encour¬ 
age research on aging is under the Center for Re¬ 
search on Aging at the National Institutes of Health, 
Bethesda, Md., established in October, 1956, under 
the direction of Dr. G. Halsey' Hunt. 

OHIO 

Personal.—Dr. Edward A. Gall, head of the pa¬ 
thology' department, University' of Cincinnati Col¬ 
lege of Medicine, has been named editor in chief of 
the American Journal of Pathology. The journal is 
the official organ of the American Association of 
Pathologists and Bacteriologists, of w'hich Dr. Gall 
is secretary'. 

Public Health Research Grants.—MyTon Leon, 
Ph.D., Saint Luke’s Hospital associate in surgical 
research, has been aw'arded grants by the National 
Institutes of Health of the Public Health Senice 
totaling $47,100. The grants, covering a three-year 
period, are to be used for the study of purification 
and properties of complements and properdin. Dr. 
Leon will be assisted in these studies by two ex¬ 
change fellows from Germany', Dr. Klaus Rother and 
Dr. Ursula Rother. 
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PENNSYLVANIA 

Hawthorne Surgical Society.-Tlie Ilawtliorne Sur¬ 
gical Society, an lionorary fellowship of qualified 
surgeons who are alumni of the Graduate School 
of Medicine of the University of Pennsylvania, 
Philadelphia, Mali hold its fifth annual meeting Oct. 
16 at the Shelbumc Hotel in Atlantic City, N. J. 
The meeting will be addressed by Dr. Henry L. 
Bockus, chainnan, department of* medicine, Uni¬ 
versity of Pennsylvania, Graduate School of’Med¬ 
icine. Reservations should be forwarded to Dr. 
Julian A. Sterling, Secretary, Hawthorne Surgical 
Society, lOOS Shaiplcss Road, Philadelphia 26, Pa. 

Philadelphia 

Cancer Research Grants.—U. S. Public Health 
Service grants totaling $38,559 have been awarded 
members of the faculty of the Temple University 
Sehool of Medicine. The two largest grants are for 
cancer studies in progress under the direction of 
Dr. Herbert M. Stauffer, head, department of radio¬ 
log)', and Dr. "N^al)' Menkin, associate professor of 
experimental patholog)'. 

Personal.—The Lillian K. Synder award of tlie 
Philadelphia Allerg)' Society has been given to Dr. 
George I. Blumstein, assistant professor of immu- 
alogy at the Temple University Medical Center, 
a paper written in conjunction with Dr. Henry 
.\, of Fairborn, Ohio. Tlie society presents the 
'ard annually to the paper deemed most wortliy 
I tlie scientific point of ^'ie\v.—Dr. Emest A. 
wpiegel, professor of e.xperimental and applied 
neurology, and Dr. Henry T. Wycis, clinical pro¬ 
fessor of neurosurgery. Temple University School 
of Medicine, attended the First International Con¬ 
gress of Neurological Sciences in Brussels, Belgium, 
recently, and participated in a special symposium 
devoted to stereotaxic operations in which tliey have 
pioneered. They reported on, “Principles and 
Methods of Stereoencephalotomy.” 

SOUTH DAKOTA 

Personal.-Dr. Magni Davidson has been appointed 
secretar)' of the South Dakota Board of Medical Ex¬ 
aminers, replaeing Dr. Chester B. MeVay.—Dr. 
George T. Jordan was presented a distinguished 
service award at the annual University of South 
Dakota Medical School Banquet recently. The 
award was in recognition of Dr. Jordan s many years 
of service devoted to clinical instruction in the field 
of otolaryngology and ophthalmolog)'. 

State Medical Elcction.-The following officers of 
the So\ith Dakota State Medical Association have 
been installed; Dr, M. M. Morrissey, Pieire, 
president; Dr. Arthur A. Lamperl, Rapid City, 
president-elect; Dr. Robert A. Buchanan, Huron, 
vice-president; Dr. A. P. Reading, Marion, secretary- 
treasnrer. 


J.A.M.A., Sept. 21, 1957 

general 

Society News.-Officers of the National Medical As- 
soeiation are as follorvs; Dr. Arthur M. Townsend Tr 
St. Louis, president; Dr. Relliford S. Smith, Macoii’ 
Ga., president-elect; Dr. Leonidas Berry, Chicago’ 
first vice-president; and Dr. John T. Givens, Nor- 
loJk, Va., executive secretary. 

Personal.-Dr. Alfred L. Copley, formerly of New 
York City, has accepted a position as director of 
experimental research in vascular diseases at the 
new Medical Research Laboratories, Charing Cross 
Hospital, part of the University of London. Dr. 
Copley, an experimental physiologist, has been 
u'orking since 1952 in Paris, France, at first as head 
of the Laboratory of Physiology at tlie International 
Childrens Center, and later as Charge de Re- 
eherches of the Institut National d’Hygiene. His 
work v'ill be aided by a grant from tlie National 
Science Foundation, Washington, D. C. He will 
continue his investigations of tlie endothelium in 
relation to hemorrhage and of thrombosis and 
atherosclerosis. 


Award for Laryngology Research.—Establishment 
of the Gould Award for Research in Laryngologi' 
was announced at the recent International Voice 
Conference by Dr. William E. Gould, president, 
William and Harriet Gould Foundation for Medical 
Research. The first recipient is Dr. K. Faahorg- 
Andersen, for his electromyographic studies of the 
intrinsic laryngeal muscles in humans. The board of 
directors of tlie foundation has approved specific 
funds for this annual au'ard to encourage basic 
lar)'ngeal research. Mdiile these funds are accumu¬ 
lating, the amount of tlie annual prize has been set 
at $250. An international committee will be ap¬ 
pointed to draw up the regulations governing this 
award. For information write Dr. Hans V. Von 
Leden, Medical Director, William and Harriet Gould 
Foundation, 30 N. Michigan Ave., Chicago 2, Ill. 


Tuberculosis Research Fellowship.—The New York 
Tuberculosis and Healtli Association has announced 
that the Janies Alexander Miller Fellowship will be 
available for the year starting July 1, 1958. This 
fellowship has been established by the association 
to assist a qualified im'estigator in medical or bio¬ 
logical sciences who will devote full time to a re- 
seai’ch project in tuberculosis or some related 
problem. Assurance must be provided that the ap¬ 
plicant will be acceptable in the laboratory or clinic 
of his choice and that he will be provided with the 
facilities necessary for the pursuit of the work. The 
annual stipend is $7,000. Consideration will be 
given to extension of the term of the fellowship at 
the end of the first year. Applications should be 
submitted in duplicate b)' Noy , 

Tames Alexander Miller Fellowship Committee tiie 
New York Tuberculosis and Healtli Association, 
386 Fourth Ave., New York 16, N. Y. 
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Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
die United States, its territories and possessions in 
the weeks ended as indicated: 


Aren 

New Enpland States 

Maine . 

New Hampshire. 

Vermont . 

Massachusetts . 

Rhode Island . 

Connecticut .. 

Middle Atlantic States 

New York. 

New Jersey . 

Pennsylvania . 

East North Central State? 

Ohio . 

Indiana . 

Illinois . 

Michigan . 

Wisconsin . 

West North Central State? 

Minnesota . 

Iowa . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas . 

South Atlantic States 

Delaware . 

Maryland .. 

District ol Columhia . 

Virginia . 

West Virginia . 

North Carolina. 

South Carolina. 

Georgia . 

Florida . 

East South Central States 

Kentucky . 

Tennessee . 

Alabama . 

Mississippi . 

West South Central States 

Arkansas . 

Louisiana . 

Oklahoma . 

Texas . 

Mountain States 

Montana . 

Idaho ... 

Wyoming .. 

Colorado . 

New 3fexico. 

Arizona .. 

Utah . 

Nevada .. 

Pacific States 

Washington . 

Oregon . 

Califomln . 

Territories and Possessions 

.A.hiska . 

Hawaii . 

Puerto Hico . 

Total . 


Aug. 24,1957 

_A_ 

Paralytic 
Type Total 



3 4 

1 1 

8 41 


1 1 

95 307 


Aug. 25. 
1956 
Total 


6 

1 


ol 

15 

13 

46 

26 

167 

42 

39 


15 

63 

31 

o 

1 

12 

18 

1 

6 

13 

9 

19 

6 

13 

10 

10 

12 

15 

21 

9 

31 

19 

50 

1 

10 

4 

9 


8 


9 

3 

85 

1 


Cirrhosis of the Liver.—The Metropolitan Life In¬ 
surance Company has reported tiiat cirrhosis of the 
li\’er now ranks among the 10 leading causes of 
death in the United States. At ages 45-64, the only 


diseases which outrank cirrhosis of the liver as a 
cause of death are heart disease, cancer, and cere¬ 
bral hemorrhage. In 1956 cirrhosis accounted for a 
total of about 18,000 deaths in the United States, 
about two-thirds of them among males. Cirrhosis 
of the liver show's marked geographic variations in 
its death rate, tending to be highest in the eastern 
industrial states and California, and lowest in the 
South and Southw'cst. Compared with a national 
average of 9,9 per 100,000 in 1950-1954, the death 
rate from the disease ranged from 3.7 in South 
Carolina to 1S.5 in the District of Columbia. More 
than one-fourth of the deaths from the disease are 
reported to be associated w'ith alcoholism, but the 
reporting appears incomplete. Overweight adverse¬ 
ly influences the mortality from cirrhosis, according 
to insurance e.xperience. A recent study among in¬ 
sured overweight men show'cd that the mortality 
from the disease was two and one-half times that of 
standard risks. 

Occupational Health Conference.—Tlie first annual 
Western Occupational Health Conference will be 
held Oct. 4-6 at the Biltmore Hotel, Los Angeles. 
The program includes the follow'ing panel discus¬ 
sions and moderators: 

Human Factors in Engineering, Craig L. Taylor, Ph.D., 
UmVersit>' of California, Los Angeles. 

Dermatological Problems in Industrj-, Dr. Harold Price, Los 
Angeles. 

Hazards, Hidden and Otherwise, Mr. Jack Shanahan, safetj' 
engineer, U. S. Electric Motors, Inc. 

Hiring the Handicapped Without Handicapping Industry, 
Dr. H. L. Herschensolin, medical director, Douglas Air¬ 
craft Co. 

Radiation in Industry, Dr. Birchard M. Brundage, medical 
department, North American Asiation Company. 
Emotional Problems in Industr>', Mrs. Marion Mav-ne, R. N., 
Los Angeles Count>- Health Department. 

Guest speaker at the banquet Oct. 5 will be Mrs. 
Spencer Tracy, founder of the John Tracy Clinic. 
For information W’rite Dr. A. C. Remington, West¬ 
ern Occupational Health Conference, 9851 Sepul¬ 
veda Blvd., Los Angeles 45, Calif. 

WEST \TRGINIA 

Personal.—Dr. John N. Rich, of Huntington, chief, 
clinical service. Veterans Administration, Hunting- 
ton, has been named superintendent of the Andrew' 
S. Row'an Memorial Home at Sweet Springs. He 
succeeds Dr. Robert G. Blackwelder, of Marion, Va. 
Dr. Rich has sers'ed with the Veterans Administra¬ 
tion since 1946. Prior to that time he was a member 
of the staff of several hospitals in Philadelphia. 

University News.—Dr. Robert R. Glover, professor 
of thoracic surger>’. Temple University, Phila¬ 
delphia, will be the guest lecturer Oct. 20 at the 
auditorium of the Charleston General Hospital, 
Charleston. The lecture, “Diseases of the Coronary' 
Arteries,” is being sponsored by the West Virginia 
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Langlois, William Edward, Worcester, Mass.; Uni¬ 
versity of Pennsylvania Department of Medicine, 
1 hiladelpliia, 1895; for many years school physi¬ 
cian; died in St. Vincent Hospital July 5, aged *85, 
ol chronic nephrosclerosis and uremia. 

Lapp, Henry Clarence, North Tonawanda, N. Y.; 
University of \Y'rmont College of Medicine, Bur¬ 
lington. 189/; scr\'cd as city liealth officer and as 
county coroner; on the staff of the DeGraff Me¬ 
morial Hospital; died June 29, aged 84, of coronary 
disease. 

Lawrence, Frederic Mortimer, Carlisle, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1894; died in the Carli.slc Hospital Julv .3, 
aged 85, of arteriosclerotic heart disease. 

Lee, George Francis, Santa Clara. Calif.; Denver 
and Gro.ss College of Medicine. Denver, 1909; 
veteran of World War II; died in the Letterman 
Army Hospital, San Francisco, June 1, aged 70, of 
bronchopneumonia and cirrhosis of the liver. 

Lischer, Robert Franklin ^ .Mascoutah, Ill.; Wa.sh- 
ington University School of Medicine, St. Louis, 
1904; served on the staff of St. Elizahctli’s Hospital 
in Belleville, where he died July 6, aged S3, of cere¬ 
bral thrombosis and arteriosclerosis. 

McBryde, Stewart * .Arlington, Yu.; Medical Col¬ 
lege of Virginia, Richmond, 1912; served overseas 
during World IVar I; on the staff of the Arlington 
Hospital; died July 10, aged 70, of congestive heart 
disease. 

McCalip, William Davis * Yazoo City, Miss.; Louis¬ 
ville (Ky.) Medical College, 1897; veteran of World 
War I; died in the King’s Daughters’ Hospital June 
26, aged SO, of diabetes mellitus and coronary de¬ 
compensation. 

McCutcheon, Merle D’Aubigne ^ East Liverpool, 
Ohio; College of Physicians and Surgeons, Balti¬ 
more, 1908; member of the Radiological Society of 
North America; veteran of World War I; associated 
with the East Liverpool City Hospital; died June 
26, aged 72, of cancer. 

McEntcc, Edward James, Brooklyn; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1901; an associate member of the Ameri¬ 
can Medical Association; fellow of the American 
College of Surgeons; for many years on the staff of 
St. Catherine’s Hospital; died July 9, aged 77. 

McNecl, John Osborne ® St. Louis; University of 
Virginia Department of Medicine, Charlottesville, 
1935- veteran of World War II; resigned from the 
U. s’. Public Health Service Aug. 16, 1940; on the 
staff of Jewish Hospital; accidentally drov,med June 

19, aged 48. 


J.A.M.A., Sept. 21, 1 ^ 3 ; 

Markley, Josiah Preston, Laramie, Wyo.; Universih 
of Pennsylvania Department of Medicine Phikdl 
phia, 1908; veteran of World War I; died b ft 
Veterans Administration Hospital, Cheyenne, C 
20, aged 78. • > • « 


Martin, Cecil Edward ® Emporia, Va.; Universih 
College of Medieine, Richmond, 1909; died in fte 
Roanoke Rapids (N. C.) Hospital May 25, aaedi] 
of coronal)' thrombosis. ■ > o , 

Martin, Roy David, Grand Island, Neb.; Universih 
of Nebraska College of Medicine, Omaha, 1911; 
specialist certified by the American Board of Oto’ 
laryngology; member of the American Academy ol 
Ophthalmology and Otolaryngology; served on 
the staffs of the Grand Island Lutheran and St, 
Francis hospitals; died July 1, aged 72. 

Martyn, George, Los Angeles; Licentiate in Medi¬ 
cine, Surgery and Midwifery of the Apothecaries’ 
Society, 1892; L. R. C. P., of London, and M. R. 
C. S., of England, 1893; an associate member of 
the American Medical Association; died April 29, 
aged 88, of cerebral arteriosclerosis and thrombosis. 


Melvin, Ale.vis Merritt ® Soutli Miami, Fla.; Jeffer¬ 
son Medical College of Philadelphia, 1904; sen-ed 
in France during World 4Var I; died June 18, aged 
76, of arteriosclerotic heart disease. 


Menkel, Herman Carl, McMinnville, Ore.; Denver 
College of Physicians and Surgeons, 1906; for many 
years a medical missionary in India; died June 30, 
aged 82. 


Mercer, Eugene LeRoy, Su'arthmore, Pa.; Univer¬ 
sity of Pennsylvania School of Medicine, Phila¬ 
delphia, 1913; served as director of athletics and 
coach, Swartlimore (Pa.) College; formerly dean 
of the department of physical education at the 
University of Pennsylvania, Philadelphia; died in 
the Uni^'ersity Hospital, Philadelphia, July 2. 
aged 68. 


Minassian, Harootune Avedis ® Des Moines, Iosya; 
Bellevue Hospital Medical College, New York Cits’, 
1887; died June 26, aged 89, of heart disease. 


Moore, Moore Sr. ® Memphis, Tenn.; Memphis 
(Tenn.) Hospital Medical College, 1898; fellow ot 
the American College of Surgeons; for many years 
chief of staff, Home for Incurables; consultant, 
Methodist Hospital, where he died June 28, aged 
80, of cerebral thrombosis. 


Murphy, Edgar Watson ® New Albany, Ind.; Un>; 
versity of Louisville (Ky.) School of Medicine, • , 
died April 6, aged 55, of acute myocardial mtarc- 


cer, Samuel Thomas, Pharr, Texa : 
versity School of Medicine, Nashville, 
)• died July 2, aged 70, of uremia. 
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Perr>', Richard Wilbert ® Seattle; TriniU' Medical 
College, Toronto, Ontario, Canada, 1897; L. R. 
C. P., of Edinburgh, L. R. C. S., of Edinburgh and 
L. R. F. P. £c S., of Glasgow, 1900; past-president 
of tlie King County Medical Society; charter mem¬ 
ber and past-president of the Puget Sound Academy 
of Ophthalmology and Otolar\mgologi'; past-presi¬ 
dent of tlie Seattle Academy of Surgeons; veteran 
of M'orld War I; died Jub' 9, aged 82, of cancer. 

Pyle, Jesse N., Dallas, Texas; Barnes Medical Col¬ 
lege, St. Louis, 1906; died July 2, aged 85, of cere¬ 
bral thrombosis. 

Rainey, Louise G., New York City; Laura Memorial 
Woman’s Medical College, Cincinnati, 1902; died 
May 9, aged 89. 

Ranldn, Claude Bernard, Monticello, Ky.; Hospital 
College of Medicine, Louisville, 1898; died June 11, 
aged 86, of a heart attack. 

Reineke, George F. ® New Ulm, Minn.; University 
of Minnesota College of Homeopathic Medicine 
and Surgery, Minneapolis, 1896; specialist certified 
by the American Board of Otolan,'ngology; sen'ed 
on tlie staffs of the Loretto and Union hospitals; 
died May 21, aged 86, of coronary thrombosis. 

Rejent, Antliony Joseph, Toledo, Ohio; St. Louis 
University School of Medicine, 1921; fellow of the 
American College of Physicians; on the staff of St. 
Vincent’s Hospital, where he died June 2.3, aged 60, 
of coronar)' thrombosis. 

Roach, Richard Aloysius, Santa Monica, Calif.; 
Northwestern University Medical School, Chicago, 
1906; died in Los Angeles, June 28, aged 73, of 
uremia, lu'pertensive heart disease, and interstitial 
nephritis. 

Robinson, Charles Irwin, Lakeland, Fla.; Univer¬ 
sity of Pennsylvania School of Medicine, Philadel¬ 
phia, 1910; died May 2, aged 75. 

Russell, Thomas J. ® Philadelphia; University of 
Marv’land School of Medicine, Baltimore, 1910; 
died July 11, aged 71. 

Schatz, Francis John ® St. Cloud, Minn.; Jefferson 
Medical College of Philadelphia, 1909; died May 
20, aged 74, of coronary occlusion. 

Scluade, Joseph Patrick, New York City; Long Is¬ 
land College of Medicine, Brookljm, 1940; veteran 
of World War II; died in the Veterans Administra¬ 
tion Hospital June 28, aged 44. 

Schwartz, Abraham S., New Y’ork City; Long Island 
College Hospital, Brooklyn, 1906; an associate 
member of the American Medical Association; died 
in the Manhattan Eye, Ear, and Throat Hospital, 
June 16, aged 81. 


Sherwood, George Edward ® Kimball, Minn.; Uni¬ 
versity of Minnesota College of Medicine and Sur¬ 
gery, Minneapolis, 1894; past-president of the 
Stearns-Benton Counties Medical Society; vice- 
president and director of the State Bank of Kimball; 
serx'ed on the staffs of tlie Meeker County Memorial 
Hospital in Litchfield and St. Cloud (Minn.) Hos¬ 
pital, where he died July 5, aged 85, of bilatera^ 
pneumonia. 

Silver, H. Fletcher * Goldsboro, Md.; Baltimore 
Medical College, 1896; died in the Memorial Hos¬ 
pital, Easton, May 5, of carcinoma of the prostate. 

Sivertsen, Andrew, Minneapolis; Marquette Univer¬ 
sity School of Medicine, Milwaukee. 1916; an asso¬ 
ciate member of the American Medical Association; 
died in St. Barnabas Hospital June 8, aged 77, of 
coronary thrombosis. 

Skwor, Charles James ® Mishicot, Wis.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1908; died 
June 20, aged 77. 

Smith, James Bathurst Jr., Keysville, Va.; Medical 
College of Virginia, Richmond, 1926; died April 
22, aged 57. 

Sogge, Ludwig L. ® Windom. Minn.; University of 
Minnesota College of Medicine and Surgery, 
Minneapolis, 1905; past-president of the Minnesota 
State Medical Association; died July 2, aged 78, of 
carcinoma of the lungs. 

Storey, Charles Arthur, Pasadena, Calif.; University 
of Wooster Medical Department, Cle\'eland, 1882; 
died July 17, aged 92. 

Stratton, John Newton ® Safford, Ariz.; Soutli- 
western University Medical College, Dallas, Texas, 
1907; died in the Tucson Medical Center, Tucson, 
June 25, aged 79, of pulmonary edema and arterio¬ 
sclerotic heart disease. 

Svec, Floyd Alfred ® Los Angeles; Northwesttin 
University Medical School, Chicago, 1945; interned 
at die Wesley Memorial Hospital, where he serr’ed 
a residency; sers'ed in the U. S. Naval Resers'e and 
the U. S. Army Reserve; instructor in medicine. 
University of Southern California School of Medi¬ 
cine; on die staffs of the California Lutheran and 
Los Angeles General hospitals; died in Newhall, 
Calif., July 7, aged 40, in a traffic accident. 

Taylor, Jay Richard, Brookljm; University of Penn¬ 
sylvania Department of Medicine, Philadelphia, 
1878; died in the Kings County Hospital June 18, 
aged 100, of bronchopneumonia, pyelonephritis, 
and emphysema. 

Taylor, John Edwin Mar\in, Sparkman, Ark.; Uni¬ 
versity of Arkansas School of Medicine, Litde Rock, 
1912; member of the American Academy of General 
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Piflcti'cc tUicl the Arkftnstis Mcciicul Societyj for 
niany yeais secretary of the school board and mem¬ 
ber oHlie city coiinci]; died in Little Pock July 3, 
aged 72. of cerebral liemorrliage. 

Ta)'lor, Seplinuis Theodore, Alexandria, La.; Louis- 
^ illc (Ky.) Medical College, 1.902; .service member 
of the American Medical Association; veteran of 
"World 1\7ir J; for many years associated with Vet¬ 
erans Administration, retiring in June, 1949; died 
June 26. aged 78. 

Terry, Elmer Clayton, V^ashinglon, D. C.; Howard 
University College of Medicine, Washington, 1916; 
served on the faculty of In's alma mater; on the staff 
of the Frccdmen s lio.spital; died July 9, aged 70, of 
heart failure. 

Thomas, Joseph Turner, Detroit; Meharry iMedical 
College. Na.sln'il}c, Tenn., 1905; veternu of the 
Spanisli-.American Wav; died June 13, aged 82. 

Thompson, Lcland Alexander ^ Springer, N. M.; 
University of Tennessee Medical Department, 
Naslwille, 190S; died June 24, aged 77. 

Tinsley, Will Houston ^ Gonzales, Texas; Vander¬ 
bilt University School of Medicine, Nashville, 
Tenn., 1943; veteran of World War II; died March 
2S, aged 37, of acute coronary occlusion. 

Treglown, Llewellyn Henr)’, Livingston, Wis.; 
Keokuk (la.) Medical College, 1897; died March 
13, aged 83. 

Trimble, Staunton, Burnsville, W. Va.; Baltimore 
Medical College, 1908; died in Weston July 5, aged 
74. 

\’'ail, William Penn, Blairstown, N. }.; University 
of Pennsylvania Department of Medicine, Phila¬ 
delphia, 1906; veteran of World War I; died in the 
Newton (N. j.) Memorial Hospital June 22, aged 
77, of rupture of an aneurj'sm and arteriosclerosis. 

Valentine, Richard Ellis ® Tallula, Ill.; Louisville 
(Ky.) Medical College, 1904; veteran of World War 
I; died in the Illinois Soldiers’ and Sailors’ Home, 
Quincy, June 13, aged 76, of terminal pneumonia. 

Van Metre, Richard Tliompson, Fremont, Neb.; 
State University of Iowa College of Medicine, Iowa 
City, 1905; an associate member of the American 
Medical Association; died in Bradenton, Fla., June 
13, aged 77, of cerebral hemorrhage. 

Vass, Rufus Samuel, Raleigh, N. C.; Leonard Med¬ 
ical School, Raleigh, 1912; served on the staff of 
St. Agnes Hospital; died June 8, aged 70. 

Visanska, Samuel A. ® Atlanta, Ga.; Medici Col¬ 
lege of the State of South Carolina, Charleston, 
1894; died July 18, aged 88, of a heart attack. 


J.A.U.A., Sept. 21, ijj; 

Weeks, Joseph Clayton Jr., Lake City Fla-Ik 
Tennessee College of Medicine, Memnfe 
1982; health officer of Columbia, Gilchrist, ^ 
Hamilton counties; veteran of World War II’ 
June 29, aged 49. ’ 


Weitzel, William Forrest, Indiana, Pa.; Baltimore 
Medical College, 1903; an associate member of fte 
American Medical Association; died in the Presb 
terian Hospital, Pittsburgh, June 2, aged 79, of 
pneumonia. 


IVinton, Sigmund Samuel ® Chicago; Universitj'c! 
Toronto Faculty of Medicine, Toronto, Ontario, 
Canada, 1939; specialist certified by the American 
Board of Internal Medicine; member of the Amer¬ 
ican College of Cardiology; on the staffs of the 
Columbus Memorial, Weiss Memorial, and Midiael 
Reese hospitals; died July 27, aged 47, of myocar¬ 
dial infarction, coronar)'^ thrombosis, and coronai}- 
arteriosclerosis. 


White, Henry Clay, Covington, Ky.; Medical Col¬ 
lege of Ohio, Cincinnati, 1897; veteran of Worid 
War I; for many years health officer of Kenton 
Count)'; died in the Veterans Administration Hos¬ 
pital, Cincinnati, June 29, aged 83. 

White, Lutlier Alexander, Brooklyn; Howard Uni¬ 
versity College of Medicine, Washington, D, C., 
1925; veteran of World IVar I; died May 59, 
aged 67. 


Williams, Frederic Nathaniel ® Mount Vernon, 
Ind.; University of Louisville (Ky.) Medical Depart¬ 
ment, 1911; veteran of tire Spanish-American War 
and World War I; died in the Welborn Memorial 
Baptist Hospital, Evansville, May 15, aged 79, of 
carcinoma of the duodenum with massive hemoi- 
rhage. 


Williams, Sara Angela Mulvanity, Yonkers, N. U 
Tufts College Medical School, Boston, 1908; died 
June 17, aged 71, of coronary occlusion. 

Wilson, Isaac M., Sunset, Texas; Memphis (Tenn) 
Hospital Medical College, 1900; died in Bonie 
May 1, aged 83. 


vger, Nathaniel Shurtz ® Philadelphia; Univer- 
' of Pennsylvania Medical Department, PWa 
phia, 1898; specialist certified by the American 
ud of Psychiatry and Neurology; member o 
lerican Psychiatr'ic Association; died June 
;d 84, of a cerebral vascular accident. 

mg, Edward V. J. ® Chicago; Illinois 

liege, Chicago, 1910; died in the 

rial Hospital July 8, aged 72, of pulw 
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Adenocarcinoma of the Uterus.—A. Dass (/. Ohst. 
& Gtjnec. India 7:4 [June] 1957) studied 22 patients 
wth adenocarcinoma of the body of the uterus, half 
of whom fell in the age group 41 to 50 years. Thus 
here it appears in a younger age group than in the 
West. In eight of the patients in this series meno¬ 
pause had not occurred, although malignancy of the 
uterus is a disease of the postmenopausal age. This 
may be accounted for by the younger age group. 
The prognosis in younger patients is not necessarily 
worse than that in older patients. No rapid spread 
of tlie growtli was noticed in the young patients, 
and they constituted better operative risks. All the 
patients were married e.vcept one; 10 were nullipar- 
ous. Irregular bleeding was tlie main ssunplom for 
which patients came to the hospital, it being present 
in 21. Several of these patients did not come to the 
hospital till about two years after the onset of tlie 
symptoms. 

Of 755 patients subjected to curettage for irregu¬ 
lar uterine bleeding in the four-year period of this 
study, 36 showed e\'idence of endometrial cancer. 
Obesit}', diabetes, and hypertension were not com¬ 
monly associated rath adenocarcinoma of the uter¬ 
us, as reported by others. The only constant feature 
that was repeatedly observ'ed was the high incidence 
of either absolute or relative sterility. In one patient 
a diagnosis of metropathia haemorrhagica was made 
on curettage; later the patient was found to have 
mahgnancy of the uterus. Another patient had mul¬ 
tiple fibromyomas with associated adenocarcinoma. 
Resection followed by irradiation was performed 
whenever possible in this series on 14 patients. Si.\ 
patients were given preoperative deep .x-ray therapy 
because of the presence of extreme sepsis in a growth 
protruding from the cervLx. The effect of preopera¬ 
tive irradiation was striking in these patients. No 
adenocarcinoma of the uterus should be considered 
too advanced for treatment unless secondarx' metas- 
tases have developed. Four patients had irradiation 
only, as they were considered to be poor operative 
risks. No recurrence was obsen'ed after operation, 
although it is too early to assess the end-results. 

Serum Proteins.—A. Kumar and co-workers (Indian 
/• M. Sc. 11:6 [June] 1957) made electrophoretic 
analyses of the serum proteins in 72 normal subjects 
ranging in age from 20 to 52 years. There were 53 
men and 19 women, 34 of the men being profes- 

■ aems in these letters are contributed by regular correspondents 
in the various foreign countries. 


sional blood donors coming from a poorer class of 
society. The hemoglobin value was above 13.5 Gm. 
per 100 ml. in each case. The value for the mean 
total serum proteins was 7.27 Gm. per 100 ml. with 
a ver}' narrow range of variation. The albmnin- 
globulin ratio varied from 4.95 to 0.95 \s'ith a mean 
of 1.70. The gamma-globulin was the highest of all 
the various globulin fractions. The values for gamma¬ 
globulin were significantly higher than those re¬ 
ported for Europeans and Americans. No significant 
difference was obsert'ed in the values of total serum 
proteins in the two sexes and in the men of differ¬ 
ent economic groups. The different protein moieties 
also did not show any appreciable difference in the 
various groups. 

Poliomyelitis.—C. P. Tiwari (Indian Practitioner, 
June, 1957) studied 100 patients wth parahtic 
pohomyelitis. The disease was more common in 
males (63%) than in females. Seventy-three of the 
patients were under 5 years of age. The onset of the 
disease was determined from the historj’. Thus in 
89 patients it was judged by such sj-mptoms as fever 
associated with paralysis, and in 8 it was suspected 
because of weakness in the lower limbs. One patient 
reported within one week of the onset of paralysis, 
but another did not report until 25 years after the 
onset. The most common presenting sx'mptom was 
paralysis. Forty-three patients came to the hospital 
because of paralysis, but 46 reported only after such 
sequelae of paralysis as deformities and shortening 
had appeared. Inability to walk after 2 years of age 
was the complaint for which eight children were 
brought to the hospital. Three cases were detected 
incidentally during clinical examination for an un¬ 
related complaint. Though the disease was present 
in all strata of society, deformities and contractures 
were more common in patients of the lower class. 
The lower extremity was involved in SO patients, and 
in many of these the involvement was bilateral. 
There was a preponderance of involvement on the 
left side in both upper and lower e.xtremities. Fixed 
deformities were obser\’ed in most patients. Some 
did not develop deformities either because of early 
treatment or because of total paralysis of muscles 
resulting in a flail joint. 

Rheumatoid Arthritis.—Gour and Dutta (/. Indian 
M. A. 29:2 [July 16] 1957) studied 160 patients with 
rheumatoid arthritis of whom 6.5% were between 21 
and 35 years of age. In the entire series, 36 were 
men and 124 were women. SweUing of interphalan- 
geal and metacarpal joints was a common finding. 



The \\’nsr, ankle, anti cJbou' were also commonly 
iin'oh^cd. Fibrous ankylosis was present in four 
patients. Wasting of muscles was found in 108. The 
cr)^throcytc count and hemoglobin level were gen¬ 
erally low. The leukocyte counts varied from 4,300 
to 11,200 per cubic millimeter. Lj'mpliocytes pre¬ 
dominated in 116 patients and polymorphonuclear 
cells in 44. The .s'cditncntation rate was invariably 
increased. Estimation of plasma proteins showed 
hypoprotcincmia in 23 patients; in 36 the globulin 
level was increased and the albumin level was de¬ 
creased. Salicylates. Jrgapyrine (equal parts phenyl¬ 
butazone and aminopyrinc), autohemotherapy, and 
gold injections n’crc gi^'en to 142 patients with 
not very encouraging results; 9 were treated with 
injections of placental scrum, 7 with injections of 
serum from pregnant women, and 2 were given cor¬ 
ticotropin and cortisone. The .scrum injections were 
given in doses of 6 or 7 cc. intramuscularly twice a 
week mi.ved with penicillin to prevent infection. 
There was definite clinical improvement after 
these infections; this wa.s, however, not sustained 
unless the injections were continued for five or si.v 
months. The sedimentation rate came down appreci- 
ablj’, but the roentgenograms showed no change in 
spite of the clinical improvement. No untoward 
effects u'ere seen. 

Aortic Changes in Malnutrition.—Sriramachari and 
Gopalan (Indian }. M. Sc. 11:6 [June] 1957) studied 
the changes in the cardiovascular system of monkeys 
in which protein malnutrition was induced. Degen¬ 
erative changes in the aorta characterized by mucoid 
degeneration of the tunica media of the aorta were 
observed in five of eight animals. The outstanding 
features were breaking up of the elastic fibers, depo¬ 
sition of mctachromatic material (mucoid) in the 
interstitial spaces, and an abnormal increase in the 
calcium content These changes resembled the 
changes observed by otliers during aging, hypo¬ 
thyroidism of long duration, and in experimental 
pyridoxin deficiency. In animals with such degener¬ 
ative changes, the thyroid gland showed changes 
suggestive of hypothyroidism. Atherosclerotic lesions 
were not observed in any of these animals. The 
incidence of degenerative atherosclerotic changes as 
against atherosclerosis in malnourished persons 
slionld be investigated. 


PERU 

The Endometrium of Sterile Women.-A histochemb 
cal study of the endometrium of 43 sterile married 
women between 22 and 40 years of age was carried 
out bv Mezzadra and co-workers (Geniceologta y 
oLtLS, vol. 3, no. 1, March. 1957), The histo- 
chemical and morphologic charactenstics of about 
400 samples of endometrium were examined for 
their glycogen, mucus, alkaline phosphatase, muco- 


protein, and mucopolysaccharide content In ordw 
to prevent inaccuracies in the results, the patien?. 
were given no local or hormonal treatment Enl'* 
metnal biopsy was performed within the 24 hours 
before menstruation. In 14 patients the endometri. 
urn revealed an insufficient secretion phase and in 
7 an anovular cycle. Glycogen, mucopolysaccha- 
rides, and mucoprotein levels ivere normal in 
amount and distribution in relation to the time of 
the menstrual cycle, but the alkaline phosphotase 
level in both the glands and the vessels was franhlv 
diminished. 


UNITED KINGDOM 

Treatment of Sickle-cell Anemia.-Sickle-cell ane¬ 
mia, which is inherited and has a poor prognosis, 
is due to a defect in the o.vygenation of the hemoglo¬ 
bin, which, when deprived of its oxygen by the re¬ 
spiring tissues, undergoes a molecular rearrangement 
to form long rod-like particles with resulting alter¬ 
ation of tlie erythrocyte contour. The standard treat¬ 
ment is blood transfusion. After the discovery that 
zinc acetate and sodium cyanide, which are car¬ 
bonic anhydrase inhibitors, prevent the in vitro sick¬ 
ling of washed erythrocytes from patients ivith 
sickle-cell anemia, Hilkovitz (Brit. M. J. 2:266, 1957) 
tested the action of acetazoJamide on the blood of 
patients with tin's disease. The drug is a powerful 
although comparative])' nonto.vic inhibitor of car¬ 
bonic anhydrase. In vitro tests showed that a con¬ 
centration of 1 part in 20,000 of acetazolamide de¬ 
creased the degree of sickling of blood in persons 
with sickle-cell anemia to almost zero. Further tests 
showed that it inhibits sickling by preventing oxy¬ 
gen loss from the hemoglobin of ery'throcytes. The 
administration of the drug at a dosage level of 2 
to 7 mg. per kilogram of body weight to a child 
with sickle-cell anemia reduced the percentage of 
sickle cells from 18.7 to 7,5 for several hours. A 
montlr’s treatment with acetazolamide caused the 
hemoglobin to rise from 7.1 to 9.4 Gm. per 100 ml. 
of blood. 


Attempted Suicide.—It is a legal anomaly that those 
who fail in suicidal attempts are guilty of a felony, 
while those who succeed are usually pronounced of 
unsound mind at coroners’ inquests. In 1956, of 4,844 
cases of attempted suicide known to the police 
(2,480 men and 2,364 women), 662 were charged. 
A few of these went to prison. Dr. Phyllis Epps e.\- 
amined 100 women sentenced to prison for attempt¬ 
ed suicide (Lancet 1:182, 1957). Their ages ranged 
from 17 to 81 years; about 75 were under 40. 
greatest number were between 20 and ^9 -4 al¬ 
though many professed some form of ^^hg 
played an unimportant part m the hves f 
diem. Just under half were single, although 
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: these were coliabiting or in an involved situation, 
‘ and a further 30% were worried over love affairs or 
illegitimate pregnancies. Only 10% of those married 
• denied marital difficulties. An unhappy home back- 
ground was common. Loneliness was a factor in 
■- many cases. In only two persons was physical dis- 
' ability present or contributor)'; another eight were 
"i pregnant, and pregnancy contributed to their de- 

■ pression. A history of previous mental illness ^^'as 
r, obtained from 49, and 42 had been in mental hos- 

■ pitals, 20 of them more than once. Thirt)' had been 
previously conwcted in tlie courts, and 42 knew 
that suicide was an offense, although this did not 
deter them. Eleven had been charged wdth at¬ 
tempted suicide previously. A large number (90) 
were admitted to the hospital before appearing in 
court and being sentenced. 

: The metliod of attempted suicide was an over¬ 

dose of drugs in 52 (barbiturates in 34 and aspirin 

■ or codeine in IS), the use of gas in 17, cutting a vein 
; in 15, drowning in 5, poison in 3, and miscellaneous 
; methods in S. About 24 gave warning of their in- 
: tention by letters, and 44 had made previous at- 
: tempts. Forh’-nine were psychoneurotic, 19 psy- 
; chotic, 16 psychopathic, 11 epileptic, and 5 were 
: borderhne or mental defectives. About 24 were 
: chronic alcoholics. In 82 cases a medical report was 

requested by the police. Dr. Epps states that many 

■ attempts at suicide are knowm to physicians but not 
reported to the police. The attempted suicide rate 

‘ is probably si.v or seven times the actual suicide rate. 

Blood Tests and Legitimacy.—The results of blood 
tests were taken as conclusive evidence by a Scot¬ 
tish court in a legitimacy case. A mother claimed 
that her ehild was illegitimate and not the lawful 
offspring of her former husband, who obtained a 
divorce and legal custodv of their child, who was 
^ bom three weeks before their marriage. The hus- 
‘ band claimed that the ehild became legitimate by 
his subsequent marriage to the mother, vho hoped 
to keep the child b)' declaring it illegitimate. Blood 
tests were made b)' two pathologists. The judge said 
that unless tliere was a case of mutation, the chances 
of which were only 1 in 100,000, he would accept 
the evidence of the tests that the child was indeed 
not the daughter of the divorced husband. This 
overruled a decree giving the custody of tlie child 
to die former husband, because custody cannot be 
granted to a man who is not tlie child’s fatlier. 

Benzidine and Cancer.—At a Manchester inquest it 
was stated tliat the handling of benzidine by a 56- 
year-old worker led to his deatli. A verdict of acci¬ 
dental death from cancer of the bladder was re¬ 
turned. The man had worked for several years 
weighing out dye intermediates, including benzi¬ 
dine. He was admitted to hospital si.v montlis be¬ 


fore his death and found at operation to be suffering 
from cancer of the bladder. It was stated at the in¬ 
quest that until 1938 no protective clothing or pads 
for the mouth and nose were worn by workers in 
the dye industr)', although some workers were 
given tests from time to time. A to.xicologist em¬ 
ployed by the company said that he e.vamined e.x- 
posed employees wnth a riew to the early diagnosis 
of cancer of the bladder. It was only in 1941 that 
the carcinogenic properties of benzidine were recog¬ 
nized, and since then all those e.\-posed were pro¬ 
tected, and a new plant was designed to minimize 
the risk of direct contact. The deceased had been 
handling benzidine from 1935 to 1939, before the 
risk of cancer of the bladder was known. 

Bronchiectasis.—A subcommittee of the antibiotics 
clinical trials committee of the Medical Research 
Council reported on the treatment of severe bron¬ 
chiectasis by the prolonged administrarion of peni¬ 
cillin and ox)’tetracychne {Brit. M. }. 2:2.55, 1957). 
The patients selected were between 15 and .55 years 
of age. They had had s)'mptoms for at least three 
montlis, and the bronchogram showed frank bron¬ 
chiectasis affecting at least two lung segments. The 
sputum was either purulent or mucopurulent, and 
four 24-hour specimens measured at least 150 ml., or 
25 ml. if mucopurulent. Obsen’ations were also 
made on the e.xtent of cougli, hemoptysis, dyspnea, 
and disabih't)'. A series of 122 patients were allo¬ 
cated at random to one of three forms of treatment; 
38 were treated with penicillin, 44 with o.vudetracy- 
cline, and 40 controls with lactose. Two 0.2.5 Gm. 
capsules were given four times a day tu'o days a 
week for a year. The-patients were e.samined regu¬ 
larly during this period, and measurements were 
made of the volume of a 24-hour sputum specimen 
and of the severiti' of cough, dyspnea, hemopti-sis, 
and disabihty. As far as possible, the three groiqis 
of patients were matched for age, histoi)- of illness, 
and the e.vtent of pulmonai)' involvement as deter¬ 
mined bronchographicall)'. During the )-ear three 
deaths occurred, one from each group; two patients 
stopped treatment because the)- could not tolerate 
it, and five defaulted. Of the remaining 112 patients, 
36 were treated witli penicillin or lactose, respec¬ 
tively, and 40 with o.\-)'tetracychne. Sputum produc¬ 
tion was diminished more in tlie group treated with 
ox)'tetracycline than in the otliers. There was some 
reduction in the severit)' of cough and dyspnea in 
each group. There was some reduction in each 
group in disabiht)-, judged by the number of days’ 
absence from work, episodes of fe\-er, and the num¬ 
ber of da)-s spent in bed. No to.-dc effects were ob- 
seiA’ed with any of tlie preparations. Although, in 
general, tlie results with o.metracycline were better 
than u-itli penicilhn, it was considered that its in¬ 
creased cost would not justif)- its widespread use in 
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niost patients witli bronchiectasis. The physicians 
in cliarge of the patients estimated that 60% of the 
o.vytctracydinc-treated group, 42% of the penicillin- 
tieated group, and 28% of the control group im- 
pioved. Much of the improvement in all groups was 
attributed to postural drainage. 

Chronic Bronchitis.-In 1955, deaths from the effects 
of bronchitis in Leeds (population 508,000) num¬ 
bered 463, but only 6/ died from tuberculosis. Dr. 
Gordon Edn-ards and co-workers of Leeds investi¬ 
gated the bacterial flora of patients with chronic 
bronchitis and the effect on the course of the dis¬ 
ease of (1) a preparation containing sulfadiazine, 
sulfathiazolc, and sulfamerazine, (2) o.vytetracy- 
cline, and (3) an autogenous vaccine of Hemo¬ 
philus influenzae. Sputum specimens from 320 con¬ 
secutive paHcnts with chronic bronchitis revealed 
that nearly half were purulent, with H. influenzae 
and Diplococcus pneumoniae as the most commonly 
occurring organisms, followed b)' Klebsiella pneu¬ 
moniae, ijcta-hemoiytic streptococcus, and Micro¬ 
coccus pj’ogenes var. aureus. The criteria for diag¬ 
nosis were that patients should be over 20 years of 
age; that they should have had cough, sputum, and 
dj'spnea for more than a j'ear w'ith some disability 
arising from them; and that there should be no evi¬ 
dence of other causes for these symptoms. Sixty-sLv 
patients (57 men and 9 women) aged 28 to 71 
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sulfonamides. The use of the sulfonamide 
was of little clinical value, and the autogenous vac^ 
cine gave no benefit. Although H. influenzae auJ o 
pneumoniae were the predominating pathogens no 
significant change could be detected in the poten. 
tially pathogenic flora of bronchitic sputunis after 
effective antibacterial drug treatment. It is pos- 
sible that the value of the latter lies in preventing 
superinfection of the bronchial tree rather than k 
direct acKon on the established bacterial flora ol 
the bronchi. 

Kesearch in Anesthesia.—The new department of 
anesthesia which opened at the Royal College of 
Surgeons, London, is the only department of anes¬ 
thesia research in the country relieved of the re¬ 
sponsibilities of teaching medical undergraduates 
and of providing a hospital anesthesia senice. 
Clinical work is performed by members of the staff, 
ivho hold honorary appointments in some of the 
London hospitals. Postgraduate teaching is done in 
the department. The staff includes not only anes¬ 
thetists but also physicists and other scientific 
workers. Two of the main research problems are 
hypothermia in experimental animals and human 
respiration under anesthesia. The department has 
been subsidized by generous gifts from die phar¬ 
maceutical industiy. 


years were admitted to the trial. Each patient was 
given 1.5 Gni, daily of oxytetracycline, or the sulfon¬ 
amides, or a course of injections of the vaccine, 
starting with 100 million bacilli and increasing to a 
maximum of 2 billion organisms. The oxytetracy¬ 
cline and sulfonamides were given until the sputum 


Medical Etiquette.—In the opening article of the 
symposium on medical etiquette (The Practitioner, 
July, 1957), Dr. C. A. Clarke stated that there is no 
doubt that a deterioration has occurred in the re¬ 
lations between the family physician and tiie con¬ 
sultant since the introduction of the National 


became mucoid, and then the dose of eacli was re¬ 
duced to 1 Cm. daily. Inert tablets were also used 
as controls. Treatment was continued for six months. 

Two bacteriologists allotted patients to different 
treatment groups by random selection after balanc¬ 
ing for sex and age. Final assessment was made from 
sputum changes (volume and purulence), respira¬ 
tory disability' (determined by work category), 
physical disability (colds or acute exacerbations of 
the chest condition), general health, and bacteria 
in the sputum. In addition a complete blood count, 
.sedimentation rate, vital capacity determination, 
and a roentgenogram of the chest were made and 
body weiglit and chest expansion recorded. Two of 
the patients died, one from coronary thrombosis 
and the other from congestive heart failure, and 11 
patients dropped out of the trial. This left 53. Sta¬ 
tistical analysis of the data obtained at the end ot 
the trial showed without doubt the clinical value 
of the continuous administration of oxytetracycline 
to patients with chronic bronchitis. Marked im¬ 
provement followed the use of this diug, an t e 
results were enhanced by tlie simultaneous use o 


Health Service for the following reasons.* 1. There 
is a grovang tendency for the family physician to 
lose patients, in the sense that, although they re¬ 
main on his list, they are not his patients, treat¬ 
ment and advice always being given by somebod)' 
else. There seem to be too many special clinics for 
common conditions, all having too extensive a 


3 llow-up, so that patients tend never to get per¬ 
manently discharged back to their own doctors. 
Consequently, the patients come to regard the 
lospital staff, and not the family physician, as their 
dvisers. The young physician may become dis- 
ouraged when be finds all he is left with are some 
ncurable patients with psychoneuroses and chrome 
ironchitis. 2. Consultants in the National Heaiw 
lervice are paid at a much higher rate and are no 
0 dependent as they used to be on the genera 
n-actitioner for their livelihood. 3. All physioans 
lave too much routine work to do. Most o i 
tre either chasing full lists or full office ; 

:iarke particularly criticizes the abuse of ffi 5 
em of domiciliary visits, i. e., the system vhe 
^ consultant is paid $11-75 for each visit he pa)s 



Vol. 165, No. 3 


FOREIGN LETTERS 


277 


a National Healtli Sendee patient at the request of 
the patient’s family physician. He cites the follow¬ 
ing example of what happens. A general practi¬ 
tioner saw a patient with a consultant, and two 
weelcs after the original consultation he received 
a letter from the consultant saxdng tliat the latter 
had looked in again on the patient. He reported 
some findings and enclosed a second domiciliary' 
xdsit form to he signed by the practitioner and re¬ 
turned to him. The reaction of the practitioner can 
well be imagined. In tlie old days when you saw 
two physicians talking to each other it was usually 
about their patients; now they are discussing how 
much money they can make out of the Health 
Sendee. 

The Hippocratic Oath and the rules as laid down 
by the British Medical Association ethical commit¬ 
tee are largely outdated in their details, according 
to Dr. A. L. Potter. He quotes the followdng exam¬ 
ple of an outdated rule: “Except in emergency, an 
industrial medical officer shall not undertake any 
treatment tliat is normally the responsibihty of the 
employee’s oxto doctor, unless it be ndth his agree¬ 
ment.” As, on an average, there are 350 xdsits a day 
in the casualty' departments in the factories xxdth 
which he is concerned. Dr. Potter believes that a 
great waste of money, time, and medical, nursing, 
and clerical effort would result if this rule were 
strictly adhered to. It has proved much easier to 
obtain the cooperation of all the practitioners in the 
area and their agreement to his treating their pa¬ 
tients by inviting them to come to the factories 
and see how the medical department works. 

“A Bluebook Full of MTiitewash.”—In a pamphlet 
published by' the Fellowship for Freedom in Medi¬ 
cine, the description “a bluebook full of white¬ 
wash” has been apphed to the Guillebaud report 
on the National Health Sen'ice—the late Lord 
Border’s gallant rearguard action against the Na¬ 
tional Health Service and the only' medical organ¬ 
ization in the country with the specific aim of 
protecting tlie public and the medical profession 
from state monopoly' in medicine. The Guillebaud 
committee was appointed by' the Minister of Health 
in 1953 to suggest means of insuring the efficient 
use of the funds available to the Health Serx'ice 
and to make recommendations for avoiding a rising 
charge on the exchequer. In its report, published 
last year, the committee stated, “We have found no 
opportunity for making recommendations which 
would produce new soirrces of income or reduce in 
a substantial degree tlie annual cost of the Service.” 
It is this complacent conclusion that is assailed in 
the pamphlet. The fellowship points out tliat the 
committee seeks to attribute some of die strains and 
stresses of the serx'iee to the difficulty' experienced 
by many' who had grow'n up under the old sy'stem 
in adjusting tliemselves to tlie new. To this it adds 


what appears to be an ominous suggestion that “the 
gradual emergence of a new generation”—one, pre¬ 
sumably', to which the time honored ideal of service 
to medicine rather than to the state is u nfam il i ar— 
“may' make comparatively' simple many' things 
which now appear difficult—or impracticable.” 

The fellowship has two major criticisms of the 
Guillebaud report. The first is that no constructive 
suggestions were put fonx'ard for transferring more 
work from the hospitals to general practitioners 
and thereby' reducing the cost of the Sen’ice and 
improving the standard of general practice. The 
second is that there were no constructive recom¬ 
mendations for dealing xHth the present dix'ision of 
the Sen'ice into three xx'atertight divisions—the hos¬ 
pital and specialist sen'ices, the general pratitioner 
semces, and the local authority' sen'ices. The fel- 
loxx'ship’s proposal for dealing xx'ith this unfortunate 
state of affairs is that the three parts of the Service 
should be fused at national, regional, and local 
lex'els. On the top story xx’ould be a national health 
board xx'hich xx'ould be responsible to the NIinister 
of Health for preparing an annual budget, for the 
general administration of the Service, and for keep¬ 
ing a proper balance betxveen the different parts of 
it. The xvork xx'ould be decentralized through re¬ 
gional and local health councOs, xx'hich in their turn 
xx'ould have simUar responsibihty', including the 
disbursement of funds made ax’ailable to them on 
the basis of budgets they had submitted. A further 
important advantage claimed for the estabhshment 
of such a board is that it xvould remove the Service 
from party pohtics. 

The felloxvship advances the foUoxx'ing sugges¬ 
tions for the more efficient running of the Serx'ice: 
restoration of the phy'sician’s right to buy' and sell 
the goodxx'ill of practices; the imposition of a board 
and lodging charge for patients in hospitals; the 
raising of the charge on prescriptions; the introduc¬ 
tion of the Austrahan method of prox'iding essential 
drugs free and charging for the rest; the decentral¬ 
ization of financial control of hospitals by' the adop¬ 
tion of a system of block grants for current 
expenditure; the placing of some responsibility' on 
patients by' imposing a small charge, at the time 
serx'ices are received, on those xvho can afford to 
pay'; and loxvering of the cost of private beds so as 
to attract more pay'ing patients. The feUoxx’ship 
behex'es that the report leaves a strong impression 
that in its desire to ax'oid embarrassing the Minis¬ 
try' adx'isers, the committee shrank from proposals 
that might appear to disparage the present system. 
Unless due consideration is gix'en to die manifest 
shortcomings of the report, it is almost certain that 
a succession of Health Ministers xx’ill use it as a 
shield behind xvhich to Iride in resisting attempts 
to bring about the major reorganization of tihe 
National Health Serx’ice xx-hich e.xperience has 
shoxx’n to be so urgently’ needed. 
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Sept. 21 ,195] 


CORRESPONDENCE 


INTRACUTANEOUS ADMINISTRATION 
OF ASIAN INFLUENZA VACCINE 

To ihc Ef/i7or;—Previous experiences with the intra- 
cutancous method of immunization introduced orig¬ 
inally by me for typhoid vaccine and later applied 
to other antigens (/. A. M. A. 164:1626 [Aug. 3] 1957) 
make it quite natural for the question to be raised 
as to whether this method could be applied in the 
immunization of individuals with the Asian influen¬ 
za virus vaccine. I have been asked this question by 
several physicians with the objectives in mind of 
conserving the vaccine supply and of minimizing 
reactions. Previous experiments with vaccines pre¬ 
pared from strains of influenza virus other than the 
Asian have showm that an intracutancous injection 
of 0.1 ml. of such a vaccine induces a degree of im- 
munit)' in terms of antiviral antibody comparable to 
that provided by a subcutaneous injection of 1.0 ml. 

Because the Asian strain is new to the United 
States, suffleient time has not elapsed to determine 
whether this also would be ti'ue of a vaccine pre¬ 
pared from this strain. However, after inquiry in 
various laboratories, it was learned diat some pre¬ 
liminary experiments have been carried out by Dr. 
Maurice Hilleman, chief of the department of res¬ 
piratory diseases, Walter Reed Army Institute of 
Research in Washington, D. G. After a personal 
conversation with him concerning the resul s of 
these experiments. Dr. Hilleman offered the follow¬ 
ing information, based on a small senes of tests, 
which is being summarized w'lth Ins permission. 
•.„,0 amount of ontiviml antibody as measured 
bv the hemagglutination technique engendered b> 
■irtLeofinjeCion of 0.1 ml (—g 
units of Asiatic ‘flu’ virus vaccine) w'as almost but 
not ‘quite as good as that w'hich followed sub^ 
ruaneous injection of 1.0 ml. (containing 160 
un ts) Therefore, Nvhere the supply is plentiful, 

li e‘subcutaneous injection of 1.0 ml. is to be pie- 
Iht ^«6cutan conservation 

oTirii neVessarv, then the injections may be given 

;l;l:uaneous,vwi.b«ded^^^^^^^^ 

er dose will induoe “twaneously.' 

which approximates that « ^ ^ ex- 

1 am in agreement with the latte i 
‘ Iw Dr Hilleman. I believe, therefoie, that 

in doses np to ^ ‘ supply is adequate. 

rimUrc'rWivl" inlvaculaneously (aud it is 


important that the entire dose he given into and not 
beneatli the skin) in doses of 0.05 to 0.1 ml. (the 
former for young children, the latter for older chil¬ 
dren and adults). This method, likewise, can be 
utilized in those patients in whom the occurrence 
of a general or constitutional reaction (e. g., fever, 
chills, etc.) which occasionally follows subcutaneous 
injections might be detrimental to their condition, 
as for example in patients with general debility or 
cardiovascular disease. Since the immunity which 
follows injection of the influenza virus vaccine is 
variable in degree and temporary in duration, lasting 
for periods averaging perhaps four to six months, it 
might be w'ell to give an additional booster dose of 
0,05 to 0.1 ml. intracutaneously four or more montlis 
after the administration of the initial dose to tliose 
individuals who are being exposed to the disease 
at that time (in the event of an epidemic outbreak) 
or are likely to be exposed to the disease if it is still 
active in their community. Such administration can 
do no harm; in fact, it may be instrumental ii' si'')*' 
ulating the waning immunity induced by die initial 
injection at a time when they need it most and 
might help to prevent the complicating respiratory 
infections prevalent especially during the winter 
months. 

Louis Tuft, M.D. 

1530 Locust St. 

Philadelphia 2. 


LLERGY TO INSULIN 

»ihe Editon-The article on tolbutamide (On^se) 


lat appeared in The Journal under New and Non 
S Cgs (164,1® [July 20) 1957) was ver,- 
ifoimative. The indications and 
lere well presented, but one impoitant p . 
amely allefgy to insulin in diabetics, was not men- 
ilei DiabeL who find it difficult or imporf 
n use insulin due to severe local and general man 

estations (about 14% of all 
Jrbach and Gottlieb: Allergy 

3rune & generally affects 

•eferred to allergists, ilns aiie gy » ^ 

patients in the tolbutamide, 

roup most suitably tx'eated o 

Therefore, where allergy to nsulm P 
a,is drug may be of M.D. 

178 E. Mount Eden A^e. 
New York 57. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Hospital’s Liability for Negligent Acts of Its Em' 
ployees.—This was an action for damages for person' 
al injiuaes resulting from the alleged negligence of 
die defendant physician and the defendant hospital- 
There was a verdict against both defendants and 
die hospital appealed to die court of appeals of New 
York. 

The plaintiff entered the defendant hospital for 
correction, by her owm physician, of a fissure of diC 
anus. She had been made ready for the operation, 
before the surgeon’s appearance, by the hospital 
anesdiedst and by tivo nurses also in the employ of 
the hospital. Preparatory' to administering spinal 
anesdiesia, the anesthetist painted the lumbar region 
of the patient’s back wth an alcoholic antiseptic, 
tincture of Zephiran, an inflammable fluid, reddish 
in color. Again, after induction of the spinal anes' 
diesia, one of die nurses applied the Zephiran solu' 
don to the operative area. At that time there were 
three layers of sheeting under the patient. The 
nurses were fully aware that the inflammable an' 
tiseptic employed was potentially dangerous. They 
acknowledged that they had been instructed not 
only to e.xercise care to see diat none of the fluid 
dropped on the linen but to inspect it and remove 
any diat had become stained or contaminated. How' 
ever, they made no inspection, and the sheets orig' 
inally placed under the patient remained on the 
table throughout the operation. The surgeon waS 
not in the operating room when the antiseptic was 
applied and at least 15 minutes elapsed before he 
initiated the preoperative draping process. The 
draping completed, tlie doctor took a heated elec¬ 
tric cautery and touched it to the fissure to mark it 
before beginning the actual searing of the tissue- 
There was a “smell of very hot singed linen” and, 
“without waiting to see a flame or smoke,” hc 
doused the area with water. Assured that the fire 
was out, he proceeded with the operation. Subse¬ 
quent e.\-amination of the patient revealed severe 
bums on her body and later inspection of the linen 
revealed several holes burned through the sheet 
under her. 

As is apparent, said the court of appeals, the 
liability asserted against the hospital is predicated 
on an independent act or omission of the hospital- 
employed nurses, and not on any conduct of theirs 
ordered or directed by a visiting doctor or surgeon 
or, for that matter, by any physician. The evidence 
strongly supports the findings, implicit in the jury’s 
verdict, that some of the inflammable Zephiran solu¬ 
tion had dropped on the sheet beneath the pl aintiff ’s 
body, that it had left a stain discoverable upon in¬ 


spection, that the nurses in attendance had had full 
opportunity, before the beginning of the operation, 
to remove tlie stained linen and that the solution, 
which had dropped on the sheet, had given off gas¬ 
eous vapor that ignited upon contact wth the heat¬ 
ed cautery'. In the light of these facts, the jur)' was^ 
thoroughly justified in concluding that the failure 
of the nurses to remove the contaminated vapor- 
producing linen constituted the plainest sort of 
negligence. The hospital contended, however, that 
such negligence occurred during the performance 
of a “medical” act and, accordingly, under the so- 
called Schloendorff rule, the doctrine of respondeat 
superior may not be applied to subject it to liability'. 

The court of appeals admitted that there had 
been a great deal of difficulty in differentiating be¬ 
tween the “medical” and the “administrative” in 
applying the Schloendorff rule. It refused to do so 
in this case but, instead, decided to review the rule 
itself. The distinctions necessary' under the rule 
were the result of “a judicial policy of compromise 
between the doctrines of respondeat superior and 
total immunity for charitable institutions.” The 
court, therefore, re\'iewed the basis for the immun¬ 
ity rule and concluded that it is no longer support¬ 
able. The doctrine of respondeat superior, said the 
court, is grounded on firm principles of law and 
justice. Liability is the rule, immunity the excep¬ 
tion. It is not too much to e.\pect that those who 
ser\'e and minister to members of the public should 
do so, as do all others, subject to that principle and 
within the obligation not to injure through careless¬ 
ness. It is not alone good morals but sound law that 
indh'iduals and organizations should be just before 
they are generous, and there is no reason why' that 
should not apply' to charitable hospitals. The con¬ 
cept that the hospital does not imdertake to treat 
the patient, does not undertake to act through its 
doctors and nurses, but undertakes instead simply' 
to procure them to act upon their ou'n responsibil¬ 
ity, no longer reflects the facts, the court continued. 
Present-day' hospitals, as their manner of operation 
plainly demonstrates, do far more than furnish facil¬ 
ities for treatment. They' regularly' employ on a 
salary basis a large staff of physicians, nurses and 
interns, as well as administrative and manual work¬ 
ers, and they' charge patients for medical care and 
treatment, collecting for such services, if necessary', 
by' legal action. Certainly, the person who avails 
himself of “hospital facilities” expects that the hos¬ 
pital \s'ill attempt to cine him, not that its nurses or 
other employ'ees u-fll act on their oum responsibility^ 
Hospitals should, in short, shoulder the responsi¬ 
bilities borne by everyone else. There is no reason to 
continue their exemption from the universal rule of 
respondeat superior. The test should be, for these 
institutions, whether charitable or profit-making, as 



280 


It IS for every other employer, was the person who 
committed the negligent injury-producing act one 
of its employees and, if he was, was he acting with¬ 
in the scope of his emjdoj'ment. 

The court of appeals accordingly held that the 
rule of nonliability is out of tune with the life about 
us and that it should be abandoned. The judgment 
of the appellate diwsion in favor of the defendant 
hospital was therefore reversed and the case re¬ 
manded for a now trial.-B/ng o. Thunic, 143 NE 
3 {New York, 1957). 

Malpractice: Standard of Care Required of Den¬ 
tist.—This was an action for injuries caused by tlie 
alleged negligence of the defendant dentist. From 
a judgment of nonsuit, tlie plaintiff appealed to the 
Supreme Court of North Carolina, 

In e.xtracting two of the plaintiffs upper molars 
the defendant broke off the roots, probed for them, 
but left them imbedded in the jaw bone. Three or 
four da}'s later the plaintiff returned to the defend¬ 
ant’s office in great pain. Tlie defendant at that 
time opened the infected area and drained a con¬ 
siderable amount of pus and blood. This treatment 
was repeated two or three times a week over a 
period of five months. When these treatments failed 
to clear up the condition, the plaintiff consulted 
specialists in the eye, ear, nose, and throat who 
hospitalized her and surgically removed tlie roots. 
One of tliese specialists, testifying for the plaintiff, 
stated that it is accepted practice to remove a root 
fragment follonang an e.xtraction unless only a flake 
is left. More than a flake was left in the plaintiffs 
jawbone, however. 

A dentist, said the supreme court, is liable if in¬ 
jury approximately results from a want of skill or 
from a want of its application. One who holds him¬ 
self out to practice dentistry, by implication agrees 
to bring to his patient’s case a fair, reasonable, and 
competent degree of skill and to apply that skill 
with ordinary care and diligence in the exercise of 
his best judgment. The dentist does not have to 
possess extraordinary skill and learning nor does 
he have to exercise the highest possible degree of 
care. He is liable, however, if there is a want of 
ordinary and reasonable care which leads to a bad 
result. There was expert testimony for the plaintiff 
that broken roots should be removed at tire time of 
the extraction. That infection in and around tlie 
broken roots should be allowed to continue for five 
months with two or three weekly treatments which 
did nothing more than drain the infected area, 
would, said the court, seem to be enough to permit 
the plaintiff to submit her case to the jury. Accord- 
inglv, the judgment of nonsuit in favor of the de¬ 
fendant dentist was reversed. Hazelwood v. Adajns, 
95 S.E. (2d) 917 (N. C., 1957). 


J.A.M.A., Sept. 21 ,1957 


MEDICAL FILM REVIEWS 


sautes. Prepared by J. Marion Bn’ 
ant M.D. New York. Procurable on loan from Wyeth Lst 
oratones, Philadelphia 1. ^ ^ ^ 


The purpose of this film is to demonstrate tlie 
bedside use of the hepatojugular reflux and to give a 
simplified explanation of the reflux’s significance in 
the diagnosis and treatment of congestive heart 
failure. This distention of the neck veins when pres¬ 
sure is applied over the liver is a physical sign o( 
congestive heart failure which appears much earlier 
than the conventional classic signs and symptoms of 
heart failure. It was originally described by William 
Pasteur in 1885, and subsequently has been mention¬ 
ed in many textbooks and articles. However, de¬ 
tailed instructions to enable the practitioner to use 
this maneuver are not available at present in the 
medical literature. This is an unusually good film 
which is self-e.xplanatory. The photography is excel¬ 
lent and the direction and organization are superior. 
It is highly recommended for general practitioners 
and also would be of interest to cardiologists, inter¬ 
nists, medical students, residents, and interns who 
haxm not had recent reviews on the subject. 


Immediate Postoperative Care: 16 mm., color, sound, show¬ 
ing time 27 minutes. Prepared by Frank Glenn, M.D., J.ohn 
.\'I. Beal, M.D., and Joseph Artusio Jr., M.D., New York 
Produced in 1956 by Billy Burke Productions, Hollywood, 
for and procurable on loan from E. R. Squibb and Sons, 
Dhasion of Olin Mathieson Chemical Corporation, 745 
Fifth Ave., New York 22. 


This film shows a wide variety of procedures, 
equipment, drugs, and special skills required to pro¬ 
ride patients witir the same caliber of care during 
;he immediate postoperative period that they re¬ 
ceived during tire operation. The film begins vrith 
scenes that apply to all patients: maintenance of a 
clear airway; observation of vital signs; various tech¬ 
niques of providing oxygen; control of pain; fluid 
therapy and blood replacement; the use of suction; 
and special recovery room procedures and records. 
Then portions of different surgical procedures such 
as urologic, intrathoracic, gastrointestinal, biliar)' 
tract, and others are shown to help the viewer 
understand the reason for the related recover) 
room procedures described. The subject is pre¬ 
sented more from the standpoint of scope rather 
dian actual techniques. The color photography ant 
narration are excellent; however some of the suij>- 
cal techniques should have been omitted, an m 
of the more common techniques of 
tive period could have ^^en illustrated. The 
is suitable for showing to medical studen s, > 
interns, residents, hospital administrators, and 

geons. 



Vol. 165, No. 3 


281 


ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in The 
J ouHNAL. They will consist of an introduction by the author followed by a pictorial digest of 
actual frame enlargements selected as hey points of the film. The written review of this film 
appears on page 280 of this issue. Ralph P. Creeb, Director 

Motion Pictures and Medical Television 
Council on Scientific Assembly. 


THE HEPATO-JUGULAR REFLUX 

A HELPFin, SIGN IN THE DIAGNOSIS AND TREATMENT OF CONGESTHTE HEART FAILURE 


J. Marion Bryant, M.D., New York 

The hepatojugular reflu.x is a reliable but neglected physical sign which appears earlier in the course of 
congestive heart failure tlian tlie conventional signs and symptoms. In 1S85, Pasteur originally described this 
sign as a manifestation of tricuspid regurgitation. However, e.xperience has shown that it is present with heart 
failure of all etiologies. 

Tlie hepatojugular reflu.\’, as presentlj' defined, consists of a distention of the neck veins w’hen pressiue is 
applied over tlie liver. With a competent heart, pressure on the liver does not elevate the venous blood level 
in the neck I'eins w'hen the subjects are in the semirecumbent position. The competent heart promptly 
increases its output, in response to an increase in venous return, and thus prevents a rise in general venous 
pressure. In the presence of congestive heart failure, pressmre appHed to the liver causes a sustained rise of 
tlie venous pressure tliat is prominently reflected by distention of the superficial, and elevation of the pul¬ 
sating level of the deep, neck veins. Tlie impaired heart is unable to respond to an increase in venous return 
by an increase in its output; therefore, the venous pressure rises. 

Measurements of I'enous pressure, per se, may not unequivocafly disclose minor grades of heart failure. 
How'ever, the hepatojugular reflux wdll often indicate the presence of failure before sjTnptoms or other signs 
become obrious. The disappearance or diminution of the hepatojugular reflu.x proiddes a practical end-point 
of optimal or ma.ximum tlierapeutic effect. 


NOTE ox A 

NEW PHYSICAL SIGN OF TRICUSPID 
REGURGITATION. 


: Bv TV. PASTEUR, JI.D.Loxn., 5I.R.C.P., 

MEDICAL HLGISTRAB TO THE MIDDLESEX noiCtTAl., ETC. 

In 5-MTal in wliicli llicro was roa'on to 

fiinctioiml incnni]!. t..nc,> of llli-tricii-piil Anl\e wliicli li.ni 
recently come uii'lcr my nlivr\ .Ttion, a jilij’-ic.a! jioii lin 
Ven pn'-ent to wliicli j iHOieic attention lia« not t>.'t i 
I r.Twn.aml of t\liicli I lia\cl>>‘cn unable to liml any nientioi 
•-■itlicr in the ••tainl.ir.i Icvt-booki or in the best kiiom 
innnoL'rnjili' on the •-iibject of cnnliac disease. Tlii- -ii:i 
con^ivts in a di^teri'ion -with or without pul-ation-of tTi. 
MiiKTlici.al \cin-. of the neck, occurrin" wlien linn llre^.-url 
l'\er in the direction of the fpin.i 
i ,* "I”’“'’‘U,'''^''P‘"‘l'‘nt of the movements of re^Jiuration 
■ b* con'ider.iimn of the anatomical relation-of theiiirt' 
erne.1 v.-ill ‘uie^te.f (Jje fncilitv with which an iin;etli. 


I.—The hepatojugular reflux was originally reported 
as a manifestation of tricuspid regurgitation by William 
Pasteur. 



Fig. 2.—This sign consists of an elevation of the pulsating 
level in the deep neck veins or distention of the superficial 
neck veins when pressure is exerted over the liver. 
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ILLUSTRATED FILM REVIEWS 



Fit: 3.-1 ,1 the normal snlijeet, pressure applied lo the 
Jner docs not c.iiisc n rise in tlie senous blood level. 



Fig. o_As pressure on the iucr is released the venous 

level falls. 


4 .' 

s 

i 



Fig. ^.-Venous pulsation is most commonly limited to the 
jui»ular veins and is recognized by the character o 
the movement communicated to the .structures covering the 


\ eins. 


J'A.M.A., Sept 21, 


1951 



Fig. 4.-With heart failure, pressure on the congested Jjio 
produces a sustained rise of tlie venous level m tlie necl 
veins. 



Fig. 6.~A close-up view of the neck during hepatic pres¬ 
sure demonstrates distention of the veins with the subject in 
the upright position. The motion picture shows tlie supenor 
poition of the blood column in the deep veins pulsating 
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Fig. 9.—With the subject in tlie supine position the deep 
neck \eins acquire a rippling, u.i\e-hke motion along the 
entire lengtli of the neck. 



Fig. 11_^^enous and arterial pulsabons are easilj dif¬ 

ferentiated. The venous pulse can be eliminated by app^Ing 
gentle pressure at the base of the neck mtliout disturbing 
the arterial pulsations. 



Fig. 13.—Diagram of the supine subject shows that the 
normal venous zero level lies a little below the suprasternal 
notch. (From Lewis, T.: Diseases of Heart, ed. 4, London, 
Macmillan &. Co., 1946.) 




Fig. 10.—Careful positioning and obserration Mill demon¬ 
strate 1 enous pulsah'ons in most patients. 



Fig. 12.—Eleiation of the patient is followed by emptying 
of the superficial \eins, dunng which the deep \ein pulsa¬ 
tions move from the jaw to tlie clasicle. 



Fig. 14.—With an eleiated i enous pressure, the vertical 
distance between the blood level and the suprasternal notch 
is more or less the same in the semirecumbent, the semi¬ 
sitting, and the upright positions. 
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medical uteratujie abstracts 


Olose Widi :t iifgatiA-c yawtion io (he L. E. test were 
(‘.vsenlially alike. Pathognomonic features of .systemic 
lupus o ythematosus were not observed in any patient. 

The evidence presented in tliis study indicates that 
the L. E. phenomnenon way occur in patients with 
rheumatoid arthritis as a nonspecific reaction of un¬ 
known causation. The diagnosis of sy.stemic lupus 
erythematosus should ]iot be made ij) patients with 
rheumatoid arthritis u’ho ha\e a positive reactioti to 
the L. E. test unle.ss it can be confirmed by other evi¬ 
dence. I'he prognosis and choice of therapy in such 
patients should not be ba.sed on the results of a single 
laborator)’ I'vamination. 

Successful Electrical Stimulation of the Heart for 90 
Hours in Aefams-Stokes Disease. G. Friese. Miinchen. 
med. ^^■chnschr. 99:811-81.3 (.May 31) 19.57 (In Ger¬ 
man) [Munich, Germany]. 

The case of a 65-year-old woman with hypertension 
and myocardial insufficienc)’ is presented. Disturb¬ 
ances in the atrio\-entricular conduction .system cau.sed 
repeated .Adams-Stokes attacks. At first these attacks 
could be controlled by the administration of .sym- 
pathicomimetic drugs, but later they became ineffec- 
ti\’e, and so an electrical pacemaker was u.sed for pro¬ 
longed periods, for 61 hours. 90 hours, and 14 hours, 
ever}' time the w-oman seemed to become moribund. 
The patient improved under the combined use of the 
electrical pacemaker and cardiac stimulants. Three 
months after she w'as dismissed from the hospital, she 
w\as free from cardiac symptoms. The author mentions 
several investigators w'ho ha\’c developed cardiac 
pacemakers. The one he icsed in the w'oman presented 
here has so far been used efFecti\'ely in 4 patients. 

He believes that the use of the electrical pacemaker 
is indicated in cardiac arrest of extreme bradycardia 
in Adams-Stokes disease; in cardiac arrest after ex¬ 
posure to high tension current; in cardiac arrest after 
defibrillation; in cardiac arrest resulting from e.xces- 
sive doses of digitalis or procaine amide; and during 
the so-called reflex arrest occurring after surgical and 
endoscopic interventions. Not every dying heart, how'- 
ever, is amenable to the use of the electrical pace¬ 
maker, but only those in w'hich the contractility is 
still preserved. In patients w'ith Adanrs-Stokes at¬ 
tacks the pacemaker should be used also when the 
ventricular automatism has not as yet completely 
subsided but is so slow- that it is not capable of 
furnishing a minute volume necessary for the preser¬ 
vation of life. 

Diagnosis and Differential Diagnosis of Atrial Scptol 
Defects. 0. Baver. Schweiz, med. Wclinschr. 57:535- 
,519 (May 4) 1957 (In German) [Basel, Sw'itzerlandJ. 

Haver emphasizes the fact that the clinical diag¬ 
nosis’of an atrial septal defect has not been made as 
freciuently in the past as one would have expected ac¬ 
cording to the high incidence of this defect revealed 
hv anatomicopathological reports. There are 3 types 
of atrial septal defect which must be distinguished 
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anatomically, namely, the persistent ostium sea,-'' 
m the upper portion of the atrial septum, 
deuce of winch IS predominant; the persistmo'- 
piimum in the basal portion of the septum’ wa". 
common atrioventricular canal. The atria! s’enb ; 
feet, and particularly the persistent ostium seema- 
is frequently as.sociated w'ith a transposition of c 
or several of the pulmonary veins. Hemodmr 
changes and particularly the heavy e.xtra volume 1 
placed on the right side of the heart and the o>etf 
ing of the pulmonary circulation determine the d- 
ical symptomatolog)^ of the ariial septal defect, 0^ 
sis ma\' be absent in patients with an uncomplb' 
ati’ial septal defect or may occur only in their,- 
advanced stages of the disease. Besides the 
of the typical murmur, it is tlie roentgenogram wl 
reveals cliaracteristic changes such as enlargement r 
the riglit side of the lieart, the typical prominencei 
the pulmonary arch, and the strongly increased ti, 
ings of the pulmonary vessels with increased aiitor 
mous pulsation of the hilar vessels. Tlie electrocard 
graphic findings vary wuth the size and the 
the defect. Catheterization of the heart is indty, 
.sable for establishing the diagnosis and for the d 
termination of the shunt volume. Analysis of it 
pressure curves of the left and the right atrium isi 
considerable aid in the determination of the size 
the defect Differentia] diagnosis of an atrial sep‘ 
defect from an isolated partial transposition of pi 
monary veins is most difficult The methods wh' 
]la^’e been dev'ised for this purpose, such as fhei 
jection of dyes in the left and right piilmonar)'; 
teries or the blockade of the right branch of f 
pulmonary artery w'ith a balloon sound, are eitf 
technically difficult or- are associated with a cert; 
factor of insecurity. An exact quantitative diagnosis 
necessary because of the impsortance and the sety 
ness of tJie surgical intervention. 

E.xperience with the Course and Cheniotherap) 
Chronic Pulmonary Histoplasmosis. W, D. Sail 
Am. Rev. Tuberc. 75:912-920 (.fune) 1957 [New I® 

Of 23 men betw'een the ages of 33 and 73 )f- 
w'ith chronic pulmonar)' histoplasmosis, the diagno 
W'as established by cultures of Histoplasnia capre 
turn from the spsutum in 19, and tissue removea 
operation w'as the source of H. capsulatum in to 
r-emaining pratients. The most frequent 
w'ere cough, mucopurulent spoutum, w'eight loss, c« 
pain, weakness or fatigue, fever, dyspnea on exerw 
and bloody sputum, in that order. Detailed reF* 
of the cases of 2 patients, 1 w'ith gradual onseUn 
wath advanced pidinonary changes, iJlvstrate 
and the late manifestations of the disease. In j _ 
patient, the roentgenogram taken 1 on 
the development of a very small infiltn on 
increase in the infilhation appeared l^jnori 
the onset, and 20 months after ^^,^5 see 

shadow 3 cm. in diameter xvith a 
at the level of the second anterior rib wit 
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Mending in a linear manner to the hilum. Calcified 
' dules were present in the hilum and in the lung 

• renchraia. In tlie second patient, the roentgeno- 

• am taken 15 montlis after the onset of tlie disease 
owed bilateral apical fibrous lesions wth multiple 

- vities 1 to 3 cm. in diameter; calcified nodules were 
esent in both lung fields, both hili, and in the spleen. 
Surgical and antimicrobial therapy were used sys- 

.matically in attempts to influence favorably the 
herwise fairly uniform course of the disease. Ex- 
'_;ion of tire area of abnormal tissue was performed 
8 patients. Ethyl vanillate in doses of 50 mg. orally 
, !r day was given to 5 patients, ;8-dietliyl-aminoethyl- 
ncholate in doses of 150 to 600 mg. intravenously 
;r day to 7 patients, nystatin to 4 patients, and acti- 
one, 2-aminostiIbamidine, and cycloserine to 1 each. 

• efinite improvement was noted after ^-diethyl- 
ninoethyl-fencholate therapy in 1 patient vdtli rela- 

- vely mild chronic pulmonarr' histoplasmosis. Dis- 
mrinated histoplasmosis was arrested in 2 patients 
ier treatment, one of whom was given ediyl vanil- 

- te, and tire otirer was given ;3-diethyl-aminoetlryl- 
-mclrolate. Toxic srmptoms limited tire use of all of 
Tese agents in vandng degrees. A general conclusion 
-•as reached tlrat more potent and less toxic antifungal 
-gents were needed for adequate favorable thera- 

• ■eutic effect in patients witlr chronic pulmonary histo- 
-lasmosis. 


•.^valuation of Clinical Aids to tire Diagnosis of 
■Jlrronic Progressive Cardtarj' Histoplasmosis. P. H. 
-.ehan, C. A. Brasher, H. W. Larsh and M. L. Furco- 
-rw. Am. Rev. Tuberc. 75:938-948 (June) 1957 [New 

brk]. 

7 Of 130 patients v4tlr a positive reaction to serologic 
ests for histoplasmosis (called “serologically proved”), 
he diagnosis of cardtary histoplasmosis was confirmed 
y mycologic studies in 33. The obserr'ations made in 
aese 33 cases and in 10 additional mycologically 
-'Proved cases from anotlrer study indicate that the 
finical and roentgenographic features of cardtary 
listoplasmosis are indistinguishable from tlrose of 
••ardtar)^ tuberculosis. The skin test and the serologic 
tests for histoplamosis are useful screening aids, but 
jach has its hmitations. Appro.ximately 25% of knorrm 
patients are ironreactors to the skin test. At least 10% 
have negative reactions to the serologic tests em¬ 
ployed. In the light of these findings it is erddent 
that negative results from a sldn or serologic test 
for histoplasmosis do not exclude the diagnosis of 
■histoplasmosis. 

Concomitant infections with Mycobacterium tuber¬ 
culosis and Histoplasma capsulatum are not uncom- 
nion and should be searched for. Such infections may 
a^unt for some of tlie failures in the chemotherapy 
of tuberculosis. Mycologic studies of the sputum in 
proved cases reveal that H. capsulatum can be readily 
and repeatedly isolated in these cases. Adequate path¬ 
ological studies using special fungal stains are neces¬ 
sary' to exclude a fungal cause. 


SURGERY 

A Clim’copathologic Study of Large Benign Gastnc 
Ulcers. J. C. Turner Jr., M. B. Dockertx', J. T. Priestley 
and M. W. Comfort. Surg. Gx'nec. & Obst. 104:746-750 
(June) 1957 [Chicago]. 

It was accepted until quite recently that large 
ulcerating gastric lesions are malignant. In recent 
years there have been scattered reports on large gastric 
ulcers that were benign, but few of these have been 
proved histologically. The autliors undertook a clinico- 
pathological study of a relatively large group of such 
cases. The surgical files of the Mayo Clinic from 1940 
tlirough 1954 were examined for examples of chronic, 
benign gastric ulcer with a diameter of 4 cm. or more 
and for which gastric resection had been performed. 
Measurements had been made by the surgical pa- 
diologist at the time of the original examination of 
fresh tissue. During this 15-year period there were 100 
cases that met the requirements. Data collected from 
tlie records and from gross and microscopic study of 
the surgical specimens form the basis of this report. 
The 100 cases of “giant ulcer” represented 4.1% of all 
cases of benign gastric ulcer treated surgically. The 
mean age of tlie patients was 53.2 years, tlie extremes 
being 3 months and 73 years. Tliere were 78 males and 
22 females. Nineri'-three patients presented a si'mptom 
complex that was suggestive of peptic ulcer, namely, 
an intermittent, ulcer h’pe of distress that occurred 
postprandially and that was relieved by ingestion of 
food or alkali. 

The most frequent clinical diagnosis was that of 
carcinoma of the stomach, which was made in 45 pa¬ 
tients. On the basis of roentgenologic findings, car¬ 
cinoma was suspected in 40 patients and benign gastric 
ulcer was correctly diagnosed in 45 patients; various 
other benign conditions accounted for the remainder 
of the roentgenologic diagnoses. Gastroscopic exami¬ 
nation did not appear to be of value in the diagnosis 
of large ulcers. The surgeon definitely stated prior to 
resection his opinion as to whether the lesion was 
benign or malignant in 24 patients. An eiToneous diag¬ 
nosis of carcinoma was made in 13 of these 24 patients. 
The Billroth 2 ti'pe of gastric resection was the pro¬ 
cedure most frequently employed (in 76 patients). Of 
tlie 7 surgical deatlis, 6 were due to generalized peri¬ 
tonitis; tlie 7th was due to bronchopneumonia. In 66 
of the patients the ulcer had perforated or penetrated. 
The organ most frequently involved by perforation 
was the pancreas, the liver being ne.xt in frequency. 
The majority' of the ulcers had circular outlines wntli 
sharp edges. Microscopic examination of the mucosa 
adjacent to the ulcer showed vary'ing degrees of gas¬ 
tritis with associated hy'perplasia of mucous glands, 
cystic glandular disorganization, and prominence of 
foci of ly'mphatic tissue in the base of the mucosa. The 
floor of the ulcer consisted of 4 rather indistinct zones; 
(1) a zone of purulent exudate, (2) a zone of fibrinoid 
necrosis, (3) a zone of granulation tissue, and (4) a 
zone of fibrous tissue. The authors conclude that a 
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their t)'ping paper. One gir] so]^^ed t]ie shorthand 
problem by wearing thin white cotton gloves. A drafts¬ 
man started his day at the draftboard with a dozen 
nandkeichiefs jiiled before him. It was necessary to 
wipe his hands before drawing every line to prevent 
smearing the ink. 

Medical treatment was first tried on 9 of the early 
cases. It consisted of atropine by mouth, formaldehyde 
sOtiKs foi tlic liunds, niid snicill doses of x-ray therapv 
on the palms. These measures failed to produce satis- 
factoi)' results. Twenty-one patients were subjected 
to surgical treatment, the 2nd and 3rd thoracic gan¬ 
glions being removed in the first 4 patients. In the other 
1 1 the ganglions were not removed but the chain was 
divided at the 3rd or 4th ganglion and sutured outside 
the thoracic cavity. One of the patients who had un¬ 
dergone ganglionectomy had a recurrence of the 
sweating 5 years later. Two others stated that their 
hands became moist in a warm room. The other 18 
patients have had completely dry hands for from 1 to 
15 years after the operation. The only treatment that 
offers the patient a complete cure is upper thoracic 
sympathectomy. Recent improvements in the surgical 
technique have eliminated the hazards of the operation 
and the morbidit}' and shortened the postoperative 
convalescence period to less than a week. 
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toms of 2 years’ duration. The roentgen picture ■ 
a cancerous lesion of the type 

There was lymph node involvement. Histofc 
study of the gastrectomized specimen showed & 
me of resection passed just below the border o f- 
lesion The surgical treatment of cases of this h- 
should consist of a total gastrectomy with xeseefe^ 
the lower pole of the esophagus and a splenector 

The Surgical Treatment of Congenital Vah-ular hi 
monao' Stenosis Under Direct Vision During Hw- 
thermia, E. Derra and F. Loogen. German M. Mor*' 
2:129-132 (May) 1937 (In English) [Stuttgart Gf:- 
many]. 

Since the end of 1955, 9 male and 13 female 
tients between the ages of 5 and 44 years wth cc 
genital valvular pulmonary stenosis who had hec 
admitted to the surgical department of the Academ 
of Medicine in Diisseldorf, Germany, underwent sc 
ger)' b)' direct vision on the open heart as describ 
by Su’an in American literature, with the aid c 
h)pothermia of about 30 C (86 F) according t 
Zindler’s technique. The patient is placed in a rubh 
suit through which water flows at a temperature ( 
from —3 C (26 F) to -|-5 C (41 F), and in addition ft 
patient is co\'ered with a wet bath-towel with whic 


Cancer of Gastric Mucosa: Early Diagnosis. G. Martin 
Arribas. Rev. din. espaii. 65:31-36 (April 15) 1957 (In 
Spanish) [Madrid]. 

Early diagnosis of gastric cancer is possible when 
the cancerous lesion is located in tlie mucosa of the 
gastric wall or at a depth of not more than 2 mm. At 
this stage of the disease the patients complain of loss 
of appetite, fatigability, nervousness, moderate in¬ 
somnia, and moderate loss of weight. The gastric 
symptoms consist of a dull gastric pain relieved by 
ingestion of food. Ingestion of food causes a sensation 
of gastric fullness which disappears on taking of 
sodium of bicarbonate. Occasionally the patients com¬ 
plain of severe tenderness on abdominal palpation. 
The diagnosis is established by roentgen examination, 
which demonstrates the cancerous lesion, no matter 
Ixow small. Gastric cancer is classified into diree stages: 

(1) lesions restricted to the parietal gastric mucosa, 

(2) lesions with lymphatic infiltration, and (3) lesions 
with hematogenous spread, Gasti'ic cancer is curable 
in tlxc early period by ample gastric resection. Three 
cases are reported. Two patients, 52 and 46 years old, 
respectively, presented themselves with gastric symp¬ 
toms of 6 months’ and 2 months’ duration respectively. 
The roentgen picture of the lesion was minimal but 
definite. Gastric resection revealed the lesion to be 
the size of a pea. Histological study of the resected 
specimens revealed an adenocarcinoma in one and a 
papilloma with malignant degeneration of the mucosa 
in the other. The patients are in good health 1/a ye^s 
and 6 months, respectively, after the operation. The 
third patient, a 74-year-old man, complained of symp- 


pieces of ice are wrapped up so that the meltii 
water runs directlj^ down on the patients’ sldn. ( 
the 22 patients with right ventricular pressures high 
than 70 mm. Hg, 10 bad an isolated pulmonaj 
stenosis, 11 had a valvular pulmonary stenosis ass 
ciated with an atoial septal defect, and 1 had bo: 
valvular pulmonary and infundibular stenosis ass 
ciated with a small venhucular septal defect. Is 
patients the associated atrial septal defect was closi 
during a second period of circulatory arrest, a If 
minutes after the valvulotomy had been successis! 


accomplished. 

No significant complications occun'ed before i 
after tlie operation, except in 2 patients. One died I 
jays postoperatively of a sudden massive hemorrba! 
horn a previously unsuspected duodenal ulcer. 
>ther died on the second postoperative day of multip 
small pulmonary emboli originating from clots on £ 
’ndocarditic pulmonary valve. Comparison of ps 
operative and postoperative measurements of p“ 
aaonai'y arterial and right venti'icular pressures show^ 
that results were very good in 6 patients witb 
systolic right ventricular-pulmonary arterial pressui 
gradient of from zero to 10 mm. Hg, good in 7 wib 
gradient of from 11 to 30 mm. Hg, and poor m 2 wt 
a gradient of more than 70 mm. Hg, although o 
was an absolute drop in right ventricular and a ^ 
in pulmonary arterial pressures after valwJo . 
The differences in the results are explained ) 
wide variation in the structure of the ^ 

(the right ventricle was not opened, but the i 
ular portion was explored by finger ^ 
some patients there was, in addition to the 
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2 nosis, a marked narrowing (“waist-like”) at the 
ise of the valve which prevented the reconstruction 
a normal outflow opening. 

Tire advantage of the method used hes in allondng 
-le to perform an accurate and localized dilatation 
■' the valve without undesirable artifacts. Surgical 
' implications, such as have been reported b}' various 
rgeons using Brock’s method of vahTilotomy, are 
’-most unknown if h^TDothermia is skillfully con- 
'jcted. The mortalih' was very low, and only 1 of tlie 
-deaths could fairh' he ascribed to the operation or 

■ die hj’pothermia. The operation can be performed 
patients of more advanced age than Brock’s tech- 

que, as it was shown in a -M-year-old patient udth 

■ ectrocardiographic e\'idence of myocardial damage 

■ ho tolerated tlie operation well. Surgical inter\'en- 
on under direct vision also permits the repair of an 
isociated atrial septal defect. Surger}' by direct 
;sion on die open heart is indicated in patients with 
ght ventricular systolic pressure at rest of more tlian 
X) mm. Hg or in tliose with pressure behveen 70 
.ad 100 mm. Hg in tlie presence of subjective com- 
laints or signs such as pronounced right ventricular 
Apertrophy revealed by the electrocardiogram. 

ole and Interpretation of Arteriograms in Atliero- 
derosis and Atherosclerotic Aneurysms. B. Eisenian 
nd H. U. Waggener. A. M. A. Arch. Surg. 74:934-943 
•line) 1957 [Chicago]. 

Radiologic visualization of the aorta or of tlie great 
essels of tlie lower e.vtremities was performed in 134 
atients, of whom 33 had atherosclerotic aneur\'sms 
nd 101 had obliterative disease. The obhterative 
rocess in 57 patients was at or distal to the bifurca- 
on of tlie common femoral arteiy'. Thirh’ cubic cend- 
leters of 50% sodium acetrizoate (Urokon sodium) 
'as used as contrast medium for abdominal aortog- 
iphy and 20 cc. of 50% sodium acetrizoate for femoral 
rteriography. The diagnosis of atherosclerotic aneu- 
ysm can be made without its angiographic Aisualiza- 
ton, and such studies are now' employed only when 
he indications for operation are in doubt or because 
if some otlier complicating factor. Comparison of the 
ingiograpliic profile of arterial aneurysms and their 
iperative appearance in tlie 33 patients emphasized 
he limitations of die niediod in predicting the size of 
he aneurysm, the thickness of die organized dirom- 
lus trapped beneath the concentric fibrotic peels of 
vliicli die aneuri’sni is composed, and the consistencv 
if the thrombus. 

-Any padent with obliteradi’e arterial disease w'ho. 
ifter thorough clinical study, is a reasonable candidate 
or direct arterial surgeri' should har e arteriographic 

■ isualizadon of the involved vessels. Such studies may 
urnisli accurate data as to the level of arterial occlu- 
>ioii, die lengdi of die occlusive process, its degree of 
2ncroachment on the lumen of the I'essel, and die 
-legree and location of collateral circulator}’ pathways 
•ind may indicate the condition of the vessels on botli 


sides of the main occluding process. In an occasional 
case they wdll confirm or deny a diagnosis of oblitera¬ 
tive disease that normally can be made on clinical 
grounds alone. The discrepancy behveen angiograms 
and the operative appearance of an atherosclerotic 
lesion, however, emphasizes diat marked abnormal 
changes occur prior to their angiographic appearance 
and that both the length of die obliterative lesion and 
the degree of luminal involvement characteristically 
are underestimated by such studies. It is because of 
this discrepancy that surgical e.vploration of the chstal 
arter}’ is routinely performed as die first part of the 
direct surgical approach to atherosclerotic obliterative 
disease when its segmental nature is in doubt. Surgical 
e.xploradon of the distal vessels (superficial femoral or 
popliteal arter}') precluded further surgery in 12 of 
the 134 patients. In 5 other patients arteriographi' 
distal to the main point of obstruction show’ed e\i- 
dence of such cfifiuse peripfieraf disease that furffier 
futile surgical interference was avoided. 

Angiographic and operative changes similar to 
those obsen-ed in patients w’ith atherosclerosis w’ere 
found in die major vessels of die lower extremities in 
4 of 8 patients with microscopicalh' proi’ed thrombo¬ 
angiitis obliterans (Buerger’s disease). The une.x'pected 
angiographic finding of ini'oh’ement of large vessels 
in patients with diromboangiitis obliterans compli¬ 
cates the differentiation of the latter disease from 
atherosclerosis, and the question arises whether throm¬ 
boangiitis obliterans and adierosclerosis do not repre¬ 
sent 2 variants of the same disease. 

Problems in the Diagnosis and Treatment of Gas 
Gangrene. VJ. A. Altemeier. W. R. Culbertson, M. 
Vetto and W. Cole. A. M. A. .Arch. Surg. 74:839-845 
(June) 1957 [Chicago]. 

The audiors report on -42 patients with clostridial 
myositis (gas gangrene). Clostridium w’elchii, the most 
important causative micro-organism, was present in all 
but 3 of die 42 patients, eidier alone or in combination 
with Cl. noxyi. Cl. sporogenes and Cl. sordelli'" The 
interval betiveen injuri' and the dei-elopment of the 
lesion w'as variable, being as short as 6 hours in 
w'ounds associated widi gross dexitalization and con¬ 
tamination of muscle. The average incubation period 
W’as 53 hours. Pain w'as the earliest and most important 
sxmptom, being secondarx' to the rapid infiltration of 
the infected muscle by edema and gas. Rapidity and 
feebleness of the pulse usually followed the onset of 
pain and w'ere characteristically out of all proportion 
to the elevation of the temperature. The average pu'se 
rate at the time of diagnosis w-as 118, and the extremes 
W'ere 100 and 160. Earh’. the blood pressure was 
normal or slightb’ elevated. Later, it became signifi- 
canth' lowered, falling precipitously in some patients 
to 40 mm, Hg or less. Tlie temperature elevation in 
die early stages x’aried considerably betiveen 97 F 
(36 C) and 107 F (41.8 C). Fever was not. therefore, a 
reliable index of the severiri- and e.xtent of the infec- 
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tious progress. A low or subnoimal temperature asso¬ 
ciated witli a markedly rapid pulse was indieative of 
a grave prognosis. A state of severe septic shock with 
anuria occurred in 5 patients. The usual malar flush 
associated with ijyogenic infections was replaced by 
a peculiar grayish pallor. The mental state was often 
one of apathy and indifference. Stupor, delirium, and 
coma were late symptoms of an overwhelming infec¬ 
tion. The early appearance of the local lesion, with 
the overlying skin either white, shiny, and tense or 
else essential!)' normal, was not that of a pyogenic 
itiflannnation. An irritating, dirt)’, browjiish, watery 
discharge with a peculiar foul odor usually escaped 
from the wound. As the swelling increased, the over- 
lying skin became dusky and bronze or khaki color in 
appearance. In far-advanced cases further discolora¬ 
tion occurred and vesicles filled with dark-red fluid 
appeared on the cutaneous surface. A marked reduc¬ 
tion in the number of red blood cells or of the hema¬ 
tocrit or hemoglobin values occurred in many patients; 
the leukocyte count usually was not elevated above 
12,000 to 15,000 per cubic millimeter. Roentgenograms 
taken at intervals of from 2 to 4 hours may aid in the 
differentiation of gas in the soft tissues produced by 
clostridial invasion from that due to mechanical or 
chemical causes. There are no satisfactory laboratory 
tests for the early diagnosis of gas gangrene. Any 
vound in which the presence of clostridial myositis is 
ispected should be e.vpiored surgically without de- 
ay. Radical operative ti-eatment, as soon after diag¬ 
nosis as possible, consists of multiple incisions and 
fasciotomy for decompression and drainage of the 
fascial compartments, e.xcision of the involved muscles, 
or open amputation when necessar)'. The affected part 
must be adequately immobilized. Penicillin should be 
given intravenously in doses of 1 million units or more 
every 5 hours before and after surgical intervention. 
Tetracyclines, chlortetracycline or oxytetracycline 
preferabl)', should be administered inti'avenously in 
doses of 500 mg. every 4 to 6 hours. Pol)'valent gas 
gangrene antitoxin should be administered before and 
after the operation, 50,000 units being given every 4 
to 6 hours for 24 to 48 hours in patients with profound 
toxemia and hypotension. Secondary operative pro¬ 
cedures to facilitate healing or to restore function of 
the wounded extremity should be dela)'ed until the 
infection has been completely controlled. 


NEUROLOGY & PSYCHIATRY 

Subdural Hacmatoma in An Adult After Air Enceph¬ 
alography. R. G. Robinson. J. Neurol. Neurosurg. & 
Vsychiat. 20:131-132 (May) 1957 [London], 

The 48-ycar-old patient whose history is reported 
\>.a\ (alien'down some steps 18 months before and at 
v\uv\ Ume had been unconscious for 4 hours. Two 
"■'‘\s\atet dull headaches at the back of the head 
h- ■: pi^Tsistcd. There had been 4 attacks in this 

\) vAun hoth his arms had been useless. On 
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exarnmation, he was depressed and somewk, 
tated The optic disk margins were blurred Heb’ 
a dubious weakness of the left arm. Radiograph ] 
the skull were normal. On Feb. 14, a right w' 
arteriogram was normal, and on Feb. 18 a lumC- 
encephalogram was done with 40 ml. of air ThisT 
considered to be normal. On Feb. 26 the headaef 
were much worse, and he had a sudden short peri'J 
of blindness. The next day he had poor upward at- 
.slight left facial weakness, weakness of the left arc 
and increased tendon jerks in the left arm and rib 
leg; the right plantar response was extensor. On Mad 
4 he was very drowsy, the left pupil was fixed a! 
dilated, there was a left ptosis, and the left plant- 
response was extensor. A left carotid arteriogra-: 
showed that tlie left cerebral vessels were displacedii 
the left by a right-sided mass. On March 5, ventria 
lography was done by posterior bur holes under Id 
anesthesia. The radiographs showed a large riglit 
sided mass. A right midparietal bur hole was made 
and a large subdural hematoma was evacuated. Tie 
brain expanded, but the patient died tliat night. 

This patient died because it was not realized soos 
enough that he might have a subdural hematoma as 
a result of the encephalogram. Earlier treatment woull 
have saved him. It was thought that he had a midbrair 
tumor which had escaped radiologic recognition, Tl’ 
physician whose patient deteriorates after encepl 
alography is in a quandary. He is naturally relucta 
to inflict further diagnostic procediu-es on his palietf 
The probabilit)' is tliat the patient had some untreat 
able condition. In rare cases tlie investigation has pre 
cipitated a subdural hematoma, and if tliere are ac 
such doubts then the necessar)^ bur holes should! 
made forthwith. It is possible that this complicatic 
is commoner than has been reported. 

The Occurrence of Epileptic Fits in Leucotomiae 
Patients Receiving Chlorpromazine Therapy. D. 1'' 
Liddell and N. Retterstol. J. Neurol. Neurosurg.! 
Psychiat. 20:105-107 (May) 1957 [London]. 

The authors used chlorpromazine in doses of fto'' 
100 to 600 mg. daily in 75 mentally disturbed patient 
Twenty-one of these patients had previously unde 
gone prefrontal leukotomy but still showed bebau'e 
disorders. Epileptic fits developed during chlorproma 
zine treatment in 7 of the previously leukotomize< 
patients. These 7 patients had also previously receu^ 
electr-oconvulsive therapy, but so had all of the o 
patients, who had not undergone leukotomy, 
epilepsy of the 7 patients, one of whom died in 
epilepHciis. seemed closely related to cMoJ * 
zine medication. In 5 of the patients the fits oewnd 
a few days after the treatment was 
patient a few days after the hod'’"''”','" S 
tinned. In 2 patients the fits weie mam, 

Five of the patients had not had epilep 

the operation, while the ' jpeW 

for a period varying from 2A to 4/4 ) 



'ol. 165, No. 3 


MEDICAL LITERATURE ABSTRACTS 


293 


‘'icephalographic in\'esUgations demonstrated that the 
'sturhances arose frontally, and a focus of epileptic 
■:;tivity was found in one or other or hoth frontal 
bes. The authors suggest that when chlorpromazine 
given to patients who have undergone leukotomy, 
should be combined with antiepileptic treatment. 

n Static Atactic Functional Disorders Caused by 

■ Icohol: A Comparative Study of Different Beverages. 

. A. Pihkanen. Quart. J. Stud. Alcohol 18:183-189 
une) 1957 [New Haven, Conn.]. 

To study the static atactic swa^dng due to alcohol 
,to\ication the author carried out a series of experi- 
_ ents, apphung the so-called modified Romberg test, 

> ascertain the degree of static ataxia caused by two 
fperimental beverages, namely, Finnish blended 
randy containing 32.6% alcohol by weight, and beer 
jntaining 3.6% alcohol by weight. The test dose in 
ich case was 1 Gm. of absolute alcohol per Idlogram 
' body weight, in the form of either blended Finnish 
■randy or beer, diwded into 6 equal, regularly spaced 
-rinks taken on an empty stomach during the first 60 
iinutes of the e.xperiment. Besides certain other tests, 

■ le quantative Romberg test was performed at the 
■-eginning of the e.xperiment and again after 60, 120, 
-ad 240 minutes. The subjects were 12 men, all volun- 
aers, varxang in age from 22 to 43 years. All of them 
.-ere moderate users of alcohol. Compared with the 
xredrinldng value the increase of swaxung in the men 
-•ho had taken blended brandy was statistically sig- 
rificant at 60,120, and 180 minutes. In the beer series, 

a the other hand, the highest value at 120 minutes 
: )uld hardly be considered significantly different from 
'ue predrinldng value. In the brandy series the maxi- 
.^um disturbance was produced earlier than in the 
3er series. Finther, the ma.ximum in the brandy series 
as more pronounced, showing (at 60 minutes) an 
[^icrease in swa^ang of 131%, whereas the maximum 
j-^-t 120 minutes) of the beer series was onlj' 37% higher 
vjian the predrinldng value. Individual differences in 
^ 'action were considerable. The question of the corre- 
ition between blood alcohol and swapng requires 
d 'jrther investigation. 

-leralgia Paresthetica. H. Stevens. A. M. A. Arch. 
-Jeurol. & Psychiat. 77:557-574 (June) 1957 [Chicago]. 

The sjanptoms of meralgia paresthetica are pain, 
'mmbness, itching, or other dysesthesias in the dis- 
ribution of the lateral femoral cutaneous nerve of the 
' high, that is, over the anterolateral aspect of the 
high, usually in an elliptical patch and usually unilat- 

■ 3ral. The perception of pinprick and touch is often 
hminished or lost. There is no motor disturbance; the 
'lateral femoral cutaneous nerx'e is entirely sensory'. 
The author rewews literature reports and reports ob- 
seu’ations on 42 patients wdi meralgia paresthetica, 
encountered over a period of 7 years. Only 16 were 

-referred for neurological examination, primarily for 
,sensory' defects invoK’ing the thigh. In the other 26 


the disease was discovered by' inquiry into the pres¬ 
ence of dysesthesia of the thigh and by direction of 
the sensory e.xamination to this area. The patient wth 
meralgia paresthetica may' be seen first by' the general 
practitioner, internist, orthopedist, obstetrician, or sur¬ 
geon. Meralgia paresthetica is common, it occurs 
through a xx'ide range of ages, and it is almost always 
benign and rarely' due to sinister disease. Howex'er, a 
careful neurological and phy'sical examination is re¬ 
quired to rule out causes other than nonspecific neu¬ 
ritis, e. g., neoplastic or degenerative disease. The diag¬ 
nosis of idiopathic meralgia paresthetica should be 
suspected (1) if the area of objective or subjective 
sensory' defect exceeds the well-circumscribed area of 
distribution of the lateral femoral cutaneous nerx'e, 
(2) if other neurological signs or sy'mptoms coe.xist, 
and (3) if there is a history' of intra-abdominal disease. 
The last has been know'n to implicate the nerx'e, and 
this may be a manifestation of intra-abdominal or 
intrapeh'ic disease. 

Many causes hax'e been suggested for meralgia 
paresthetica in the literature, and the author behev'es 
that som'e deserx'e fiuther comment, particularly' those 
obserx'ations that suggest mechanical forces affecting 
the lateral femoral cutaneous nerx'e at or near the 
inguinal ligament or ihac crest. Dissection of the lateral 
femoral cutaneous nerx'e of the thigh in 47 cadax'ers 
rex'ealed multiple x'ariations, but none that xx'ould 
necessarily' cause x'ulnerabilitx' to meralgia paresthet¬ 
ica. Treatment in the series of patients rex'iexx'ed con¬ 
sisted exclusix'ely of laissez-faire management. The 
benign nature of the mononeuritis xx'as e.xplained and 
the patient reassured. Contrary' to the recommenda¬ 
tion of many authors, surgery' was not adx'ised. Folloxv- 
up examinations of the patients xx'ith classic meralgia 
paresthetica justifies this position. The prognosis 
x'aried, but in most the dy'sesthesia persisted, being 
often intermittent and occasionally' precipitated by 
standing, xvalldng, or pregnancy'. It xvas rarely dis¬ 
tressing or disabling. 

A Txvo-Year Comparatix'e Study' of Ataraxics in Neuro¬ 
psychiatric Patients. Y. M. Pennington. J. Am. Geri¬ 
atrics Soc. 5:421-429 (April) 1957 [Baltimore]. 

Clinical trials of atara.xic drugs hax'e been conducted 
on 2,360 neuropsy'chiatric patients including those 
xx'ith schizophrenia, manic-depressive psy'chosis, epi¬ 
lepsy', Huntington’s chorea, meningoencephahtis sy'ph- 
ihtica, and senile and arteriosclerotic psychoses. Of 
•350 patients, xx'ho had receix'ed 11,320 shock treat¬ 
ments in the course of a y'ear, selected from among 
451 patients xx'hose disease xx'as chronic, 20% (70) xvere 
aUoxved to go home, all sax'e a x'ery' fexx' returning to 
the hospital xx'hen the effect of shock therapy xvore off. 
Six months treatment xx'ith reserpine enabled 42.8% 
(150) to reton home, only 20% (30) returning to the 
hospital, most of xx'hom had discontinued the medica¬ 
tion. Ex'en those patients remaining in the hospital 
xx-ere noted as improx'ing in clarity' of thought, coher- 
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ence, orientation, rapport with associates, cleanliness, 
application to gainful occupation, interest in life,' 
pride in self, responsiveness, and ability to live quietly 
and peacefully. It is remarkable that many of the 
patients who had spent froin 10 to 30 years in the 
wards for the disturbed and had beircfited only slightly 
from shock and other therapies were still at home 2 
yenrs later, still taking tlic prescribed dosage of reser- 
pinc. The side-effects of reserpine included pytalism, 
tremor, and muscular aches and pains, with 3 patients 
(O.S^r) developing Parkinsonism. Dermatitis caused 
chlorpromazinc therapy to be discontinued in many 
cases, but no Parkinsonism, agranulcytosis, or jaundice 
had occurred despite the relatively high dosage. 

Meprobamate, an c.xccllent somnifacient and the 
most popular ataraxic among the patients, was suc¬ 
cessful in many patients (82%) in that it dispelled 
delusions and hallucinations and reduced the tension 
and anxiety that predispose to noisy, assaultive, hyper¬ 
kinetic behavior. Meprobamate relieved hyperlhdrosis 
and mitigated the acrid odor of sudoral secretion. The 
whole root of Rauwolfia serpentina u'ith side-effects 
similar to but markedly less than reserpine was suc¬ 
cessful in patients with senile and arteriosclerotic 
psychoses. Pipradol, a useful analeptic in conjunction 
with reserpine and meprobamate, cleared the thinking 
in arteriosclerotic and confused senile patients; its 
action, centered in the cortical and subcortical areas, 
stimulated interest and attention and alleviated de¬ 
pression. Methyl-phenidyl-acetate was effective in 
apatlietic, negativistic, dull, inert individuals, stimu¬ 
lating tliem to activit)' and cleanliness. A double-blind 
stud}' of 5 ataraxic drugs carried out in 196 patients 
showed the longest duration of beneficial effect witli 
reserpine and the highest rate of improvement with 
chlorpromazinc. Rauwolfia and chlorpromazinc had 
side-effects which were labeled “anno}'ing,” while 
meprobamate and azacyclonol had no side-effects. All 
of these drugs induced varying degrees of reduction 
in blood pressure. Since the inauguration of this 
chemotherapy, no treatment otlier than supportive 
psychotherapy has been administered at this institu¬ 
tion. All of the patients, including those on the so- 
called disturbed and violent wards, are quiet and 
orderly and wear clothing, temporal-}' seclusion being 
necessary only occasionally. 

Electrocardiographic Changes in Patients with Acute 
Carbon Monoxide Poisoning. A. Myschetzky. Ugesk. 
linger 119:615-618 (May 16) 1957 (In Danish) [Copen¬ 
hagen]. 

Electrocardiographic examination of 67 patients 
M'ilh acute carbon monoxide intoxication revealed 
changes which were ascribed to the intoxication m 40 
patients, of whom 9 were 50 , 10 were between 

50 and 60, and 21 were over 60. Fifteen died. The 
most frequent changes, in the order of their fiequeiicy, 
were abnormalities in the T waves, sinus 
changes in the S-T segment, and auricular fibnllahon 


J.A.M.A., Sepi. 2ij 


01 flutter. In some cases the changes disappeared 1 
19 of the patients with abnormal electrocardioJ 
there were also electroencephalographic, clinic^; 

pathological signs of cerebral injury. 

The Scope for Hypnosis in General Practice A F, 
Brit. M. }, 1:1323-1328 (June 1) 1957 [London]. ' 

Hypnosis in general practice is of necessity star 
and involves sessions of brief duration. Fixed gazi 
and verbal suggestion were found to be the m 
successful for the induction of liypnosis. The metk 
utilized varied with the individual cases with thei 
ception that no drugs were used. Slight degrees 
liypnosis (li}'pnoidal and light trance) were iisua 
sufficient but were generally replaced by deeper sta 
in the treatment of obsessional and an.xiety cases.! 
degree of hypnosis was unsuccessful, 14%; h}'pnoi 
and light trance, 63%; medium trance, 97o; and d( 
trance, 14%. In those cases involving no deep-roo 
causes or conflicts, light hypnotic state is sufficient 
permit removal of the patients symptoms by sug£ 
tion. Deeper states are required in the treatment 
neurotic and psychosomatic disorders, as relapse 
characteristic of those groups in whom super& 
treatment lias failed to abrogate the causative fact 
still partly submerged at the subconscious level.' 
largest group of patients treated were tliose v 
psychosomatic and psychoneurotic disorders, \vl 
the most resistant cases included the obsessional 
tients and adult asthmatics. Patients so treated v, 
able to stop taking h}'pnotic, analgesic, and a 
cholinergic drugs or drastically reduce their use, i 
several patients were able to stop smoking permani 
ly. None of the patients exhibited any deterioratioi 
their original condition as a result of hx'pnotbera 


GYNECOLOGY & OBSTETRICS 

Evaluation of the Prediabetic State During Pregnar 
E. R. Carrington,. C. R. Shuman and H. S. Beard 
Obst. & Gynec. 9:664-669 (June) 1957 [New Yorf: 

The prediabetic state associated with pregnanej' 
been recognized of late as an important cause of b 
wastage, which is higher in the unrecognized f 
diabetic than in the patient with svell-control 
diabetes. The principal maternal abnormality is m 
glycemia (associated with insulin deficiency) resul 
from a defective carbohydrate tolerance. This « 
may be aggravated by at least 2 hormonal alteratio 
increased level of corticosteroids and possible mere, 
in growth hormone. Patients were selected ivho gav 
history that included any one or more of the folioi ^ 
(1) family history of diabetes; (2) history of mtraffier 
fetal death; (3) delivery of infants 
(10 lb.); (4) glycosuria during j;'j 

nios; and (6) repeated abortions ,,,, 

Glucose-tolerance tests were regarded « 

tlie blood sugar level was 1-.0 mg. pei 
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lin two hours. Fasting values greater than 120 mg. 

' 100 cc. were found in overt diabetes. Patients were 
•' sified in 1 of 3 groups depending on the degree of 
iation from normal pregnancy values: group 1 
. picious), 120-140 mg. per 100 cc.; group 2 (pre- 
betic), 140-170 mg. per 100 cc.; group 3 (gestational 
' Detes) over 170 mg. per 100 cc. Indications for early 
ver}' in those patients in whom abnormal curves 
. e discovered in the prenatal period included a 
. sistent abnormalitj' in carbohydrate tolerance in 
^ nen whose histories revealed high fetal loss with 
vious pregnancies, the appearance of a to.xemia 
' ch was not readily reversed, or the development of 
Iramnios. 

n the autliors’ series, the fetal mortality rate was 
1c when the prediabetes was discovered early in 
" gnancy and 28.6% when it was discovered late or 
;r dehvery. The fetal mortality rate for these women 
■ orevious pregnancies was 30%. Labor before term 
• urred spontaneously or was induced in 50% of the 
- nen whose prediabetes was diagnosed early. 

"■-dometrial Lavage as an Aid in the Diagnosis of 
rcinoma of the Endometrium. D. G. Morton, J. G. 
ore and N. Chang. West. J. Surg. 65:113-125 (May- 
-ne) 1957 [Portland, Ore.]. 

;-'Vhereas c\i:ologic study of the vaginal smear has 
:-ived of great value in detecting cancer of the cervLv 
^ ' in early stage, the vaginal smear has not been very 
..-..able in the detection of carcinoma of the endo- 
’ -trium. The authors attempted to obtain representa- 
; samples of material from the endometrial cavitary 
u .smearing and cytological study by injecting a small 
;.antity of sterile saline solution into the uterine 
^/ uit)' and aspirating the return flow from the posterior 
'inal fornix. After e.xposure of the cervix by means 
a bivalve speculum, an ordinary vaginal smear is 
^^de. Mucus and blood are wiped away, and after 
direction of the uterine cavity has been determined 
inifmall cannula is inserted just past the internal os. A 
fl Singe containing sterile saline solution is attached to 
'N'l end of the cannula, and 3 to 4 cc. of solution is 
^ ected into the uterine cavity under low pressure. 
-F le cannula is withdrawn, and the fluid allowed to 
-back into the posterior vaginal fornix, from which 
'is sucked up into the sjTinge again. It is then de- 
' 'Sited in a centrifuge tube and sent to the laboratory, 
mples of the centrifuged sediment are sucked up 
ith a micropipette and smeared on slides prexdously 

- sated witli egg albumin. The shdes are fixed in the 
-- her-alcohol solution for 30 seconds. If tlie specimen 
. bloody, the slides are removed and treated wth 

10 A’ hydrochloric acid solution for 1 minute and 
len returned to the fixative. The fixed slides are 
ained by Papanicolaou’s technique. 

Since the initiation of the project, 797 lavages have 
een obtained from 673 patients. The method accu- 

- ^iely diagnosed cancer in the uterine cavity in 24 of 
. 6 histologically proved cases. There were 11 false- 


suggestive or false-positive cases. In 655 instances both 
a lavage specimen and a vaginal smear were available 
for study. Endometrial cells were identified in 55S of 
the lavage specimens, or 84.4%, while such cells xvere 
found in only 52 of the vaginal smears, or 7.9%. These 
results indicated clearly the superiority of endometrial 
lavage as a sampling technique for endometrial cells 
and suggested that the probability' of finding positive 
cells in cases of adenocarcinoma of the endometrium 
would be greatly enhanced. The authors conclude that 
this diagnostic technique could be of great assistance 
in the management of irregular and e.xcessive men¬ 
struation and of intermenstrual spotting at or near 
the menopause. 

Occult Carcinoma of Breast. A. F. Nogues. Obst. & 
ginec. latino-am. 15:117-121 (March-April) 1957 (In 
Spanish) [Buenos Aires]. 

Undetectable primary' carcinoma of the breast is 
clinically recognized by' the presence of a unilateral 
or bilateral axillary' enlarged ly'mph node. The author 
reports 6 such cases in women between the ages of 
41 and 70 years. The enlarged axillary' node was noted 
by the patient 1 month to 2% y'ears prior to the con¬ 
sultation. It was apparently' static or slowly gro%ving. 
The breast was apparently normal, although slightly 
enlarged. In one patient there was a blood discharge 
from the nipple. A diagnosis of secondary' cancer from 
inapparent cancer of the breast was made by histo¬ 
logical study of the resected lymph node, by biopsy of 
the breast, or by examination of the bloody' secretion 
from the nipple. A radical operation was performed 
in 5 cases. Histological examination of the removed 
specimen showed 5iat the tumor of the breast was 
scirrhous in 2 patients, medullary' in 1, comedocarci- 
noma in 1, and sarcoma in 1. This ty'pe of cancer is 
very malignant. The treatment consists of a radical 
mastectomy followed by' postoperative, deep roent- 
gentherapy. 

The Hypophysectomy Program for Advanced Breast 
Cancer: A Preliminary Report. V. P. Hollander, G. 
Crutchfield and J. Martinez. Virginia M. Month. 84: 
286-289 (June) 1957 [Riehmond]. 

Appro.ximately half of the patients wth breast 
cancer have tumors that are sensitive to estrogen and 
should benefit by' the removal of this growth stimu¬ 
lant. Oophorectomy' removes the major source of es¬ 
trogen in premenopausal women, whereas the adrenal 
cortex is a significant source of estrogen in postmeno¬ 
pausal patients or in those with a recurrence after 
castration. Hy'pophy'sectomy' removes the source of 
the follicle-stimulating hormone and corticotropin, the 
hormones that stimulate the ovary' and the adrenal to 
estrogen production. It is possible that some remissions 
after hypophy'sectomy' are due to the removal of the 
grou'th hormone, prolactin, or some other pituitary' 
factor. It is difficult to select patients for hy'pophy'sec¬ 
tomy. It might appear advisable to defer ablative 
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surgeiy as long as possible and then perform adrenal¬ 
ectomy first, reserving hypophysectomy for those pa¬ 
tients in whom adrenaJectoiny fails or in whom it is 
followed b>' relapse. H)'poph)'sectomy can be done as 
the first palliative treatment for the generalized dis¬ 
ease. Because endocrine; ablative procedures have 
given higher remission rates than treatment with 
e.x-ogenous steroid hormones, the authors have reserved 
the latter for the treatment of relapses after ablative 
surgerx'. 

All 9 patients reviewed in this paper had progressive 
metastatic disease. Three of them had not as yet 
reached the menopause, and castration had produced 
unsatisfactory results. Preoperative care in hypophy¬ 
sectomy is essentially the same as for bilateral adrenal¬ 
ectomy. The night before the operation the patient 
is given 6 intramuscular injections of 50 mg. of corti¬ 
sone acetate at hourly intervals. On the morning of 
the operation 100 mg. of cortisone acetate is given by 
mouth. The hypophysectomy is carried out through 
a transfrontal approach. The histories of 2 women in 
whom the hypophysectomy achieved striking objec¬ 
tive improvement are pre.sentcd. Two of the 9 patients 
died after the operation; one patient failed to respond; 

4 achieved striking remissions; and in 2 the pain was 
greatly relieved, but they will require further evalua¬ 
tion. The results obtained encouraged the authors to 
utilize h)qDophysectomy as a major palliative treat¬ 
ment for advanced breast cancer. 

The Hazards of Intrauterine Pessaries; An E'»’aluation. 
R. W. Weilerstcin. West. J. Surg. 65:157-160 (May- 
June) 1957 [Portland, Ore.]. 

The Federal Food and Drug Administration regu¬ 
lates interstate commerce in dangerous or misbranded 
devices. To assist in the evaluation of the status of the 
intrauterine pessary, questionnaires were sent to 187 
diplomates of the American Board of Obstetrics and 
Gynecology. Their replies described not only the gold- 
plated and latex-covered pessaries but also glass, silver, 
aluminum, and hard rubber stem intracervical and 
ring intrauterine pessaries which they had found on 
surgery in uteri of patients made ill by their presence. 
Replies were received from 129 of the 187 gynecolo¬ 
gists, of whom 101 were definitely opposed to the 
continued distribution of intracervical pessaries for 
any medical use; 18 were opposed to their use but felt 
that under certain qualifying circumstances they could 
be legitimately used; and 9 were favorable to their 
continued use but felt that some restriction as to their 
use should be observed. Only one physician stated 
unqualifiedly that he considered them to be safe and 

efficacious. , 

The replies indicated that 179 women suffered 

severe illness or injury due to intracervical or intra¬ 
uterine contraceptive pessaries. The reported effects 
included infection and its complications, imbedding, 
irritation, perforation, migration, coincident ectopic 
pregnancies, and cervical carcinoma. In 2 of these the 
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pessary was imbedded in the cancer. Theautbl 
heves that the limited indications for the u5 
mti-acervical pessary in the surgical treatmeii 
dysmenorrhea or anteflexion of the uterus canber' 
by using other methods than the intracerucal b 
uterine stem, or wishbone pessary, which is 
sold for contraceptive purposes. The consensus 
experts overwhelmingly condemns the continued i 
ti'ibution of intracervical and intrauterine pessaries! 
any medical purpose. 

Hyperthyroidism and Pregnancy: Clinical and Stall, 
cal Observations on 46 Patients. P. Battarino and 
Caiooclacqua. Minerva ginec. 9:263-269 (April 15) h 
(In Italian) [Turin, Italy]. 

Forty-six pregnant women ivith b}’perth)TOi(lii 
were admitted to a hospital in Bari during the pen 
1925 to 1955. The same hospital received during i 
same period a total of 45,057 pregnant women. Eig 
een patients had exophthalmos, 14 a simple goiter 
a cystic goiter, 7 other forms of hyperthyroidism, a 
6 had been subjected to thyroidectomy some time! 
fore pregnancy. The average age of the patients v 
31.1 years. About one-fourth of the patients w 
primiparas. Seven patients, 4 u'ith exophthalmos 
with hyperthyroid goiter, and 1 witii another fotra 
hyperthyroidism, had a premature delivery. Ge5l( 
occurred in 7 patients with exophthalmos. Three 
tients had cartiopathy, 2 patients had goiter, and 11 
exophthalmos. Pregnancy had a bad effect on bp 
th)Toidism in 11 patients and a good effect in 1 patii 
Seven of the 11 patients had exophthalmos. Thee 
dition remained stationary in the remaining patie: 
H)'peremesis caused therapeutic interruption of 
pregnancy in 2 patients. A total of 25 fetuses v 
delivered. Five of them died. Five patients hai 
pathological puerperium. Thirt}'-six patients v. 
subjected to medical treatment: I improved, 21 
mained stationary, and 8 got worse. Tlie thyroid s) 
toms were checked in 4 patients that were subjec 
to surgical treatment, but 3 of these patients 1 
abortion. The remaining 6 patients had been snbjeC 
to operation on the thyroid long before they bees 
pregnant. Hypothyroidism was not present in tn 
patients during pregnancy. These 6 patients hai 
total of 15 pregnancies, 10 of which were carried' 
normally; 1 was interrupted during the 7th month, a 
4 aborted. Two of the 12 fetuses born alive from Hk 
patients died. 

Surgery Alone for Endometrial Carcinoma. E. 
Sandberg and C. E. McLennan. Obst. & Gynec. 
670-675 Oune) 1957 [New York]. 

While radiation (usually intrauterine racb^f 
coupled with surgery appears to be the ,, 

od of treatment of endometrial carcinoma J 
recent evidences the advocates of 
radiation are being seriously aballenge ■ ” 
thirty-three patients with endometria 
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' ited over a 15-year period form the basis of this re- 
t. The standard procedure in the surgically treated 
-."up of 79 patients was total hysterectomy with 
. ie.xal excision, including preliminary suture closure 
he cenax and tubes. Preoperative irradiation of the 
■patients treated with botli radium and surgery was 
‘cted variously by intrauterine tandem, Y-shaped, 
5-portal triangular applicators. TwenW-five patients 
re treated by irradiation alone, receiving from 4,000 
7.200 mo.-hr. of intrauterine radiation. The survival 
^ 2 S (irrespective of the type of therapy) were 80.7% 
'-1 54.5% for the 5-year and 10-year follow-ups re- 
■ctively. The large discrepancy between the 2 sur- 
' ■ al figures is attributed to death due to intercurrent 
ease between the 5th and lOtli year. This discrep- 

- :y is believed to be enhanced by the age-of-onset 
. tor, for which no statistical compensating device is 

lilable. Radiation alone gave the poorest results, 
e to the inlierent inability of intrauterine radium 
' destroy cancer within the myometrium or adnexal 
‘ iictures. Twenh' patients whose clinical stage of 
.ease was comparable to that of the u'omen in the 
nically operable group were treated until radiation 
)ne, 55% surviving for 5 years. Of those women 

■ lose uteri were removed, 90% surx'ived irrespective 
whether preoperative radiation was utihzed. An un- 

'iially high sunnval rate (95%) was noted where there 

■ IS no gross extension of the tumor beyond the intra- 
~ Iric generative organs and where tumor in the 
•, erative specimen was confined microscopically to 
; e uterus regardless of tlie depth of myometrial pene- 
■’ ition. No attempt was made to correlate survival 

- te with uterine size or with tumor difiFerentiation. 
•^e of preoperative radiation seems w'asteful from the 
_ indpoint of the patients’ time and money and ap- 

- ’ars to offer no improvement in prognosis, w'hile 
t-sterectomy has been of such import that it is ad- 
t dged the common denominator of successful therapy. 

r 

*-horiocarcinoma of the Uterus with Report of Tw’o 
ases. E. S. Groseclose. Virginia M. Month. 84:296- 
‘jiE (June) 1957 [Richmond]. 

- Choriocarcinoma has been knowm for years as 
.-horionephithehoma, but, because this teim is mis- 
, lading, it has been discarded in fax'or of choriocar¬ 
cinoma. This highly malignant tumor arises as a 
-.nalignant change of the trophoblastic tissue and 
• herefore may develop following a full-term preg¬ 
nancy, a miscarriage, an early abortion, or more fre- 
luently a hydatidiform mole. It is generally accepted 
c'hat about 40%i of cases of choriocarcinoma develop 
^ter a hydatidiform mole, 35% after abortion, and 
after a fidl-term pregnancy. Choriocarcinoma is 
so rare that many large chnics do not have even a 
single case on record. The author observed 2 women 
with this form of malignancy in the course of 5 years. 

oth of these patients died. The first patient, a 49- 
> ear-old woman xvith sjmptoms of menopause, had 
M e.xtensive friable hemorrhagic tumor in the uterus 


with metastases in the sigmoid colon and in the lungs. 
Friedman’s test w'as persistently negative. In the sec¬ 
ond patient, a 31-year-old wmman, the choriocar¬ 
cinoma arose 3 years after the e.xpulsion of a hydatid 
mole. Pulmonary metastases w^ere present, but death 
probably resulted from a cerebral hemorrhage 2 
months after the operation. 

Early diagnosis is xital in choriocarcinoma and is 
accomplished by means of tissue studies, x-ray ex¬ 
amination, and hormone tests. The primarx^ and the 
most frequent sxmiptom of choriocarcinoma is bleed¬ 
ing, and any bleeding after miscarriage or pregnancy 
should cause suspicion of carcinoma. In some cases, 
the appearance of metastases in distant organs, espe¬ 
cially the lungs, brain, vagina, or xoilva, may be the 
first indication of a choriocarcinoma. This neoplasm 
most frequently appears as a somew'hat circular, cir¬ 
cumscribed raised or nodular mass of dark reddish 
hemorrhagic tissue of grumous consistency, involxnng 
some portion of the uterine w’^all. It may show' surface 
ulceration or present as a smooth, slightly elex'ated 
surface. The tumor may also develop xvithin the xx'all 
of the uterus (intramural variet}') and may not be 
reached w'hen curettement is done. It is in this x'ariet)' 
that the diagnosis is so often missed. The lesion in the 
uterus may be comparatively small even in the pa¬ 
tient w’ho dies from extensive metastases. The pri¬ 
mary’ uterine lesion sometimes undergoes complete 
regression, and death occurs from w'idespread metas¬ 
tases. Microscopically, choriocarcinoma is character¬ 
ized by a disorderly grow'th of trophoblastic tissue, 
usually in alveolar fashion, invading the uterine 
muscle, w'ith a gradual destruction of the myometrium 
and extensive coagulation necrosis and hemorrhage. 
The villous pattern usually is soon lost, though slight 
traces may remain. Both layers of the trophoblast, the 
Langhans and syncytial, are involved in the invasive 
process, but in vary'ing degree. The accepted method 
of treatment is panhysterectomy followed by irradia¬ 
tion therapy. The mortality is high, approximately 70 
to 80%. The prognosis is grave in all cases, especially 
in those w'ith distant metastases. 


OPHTHALMOLOGY 

Angioid Streaks and General Arterial Disease. H. G. 
Scheie and T. F. Hogan. A. M. A. Arch. Ophth. 57: 
855-868 (June) 1957 [Chicago]. 

Ten patients are presented to ofiFer evidence of the 
close relationship between angioid streaks of the re¬ 
tina, pseudoxanthoma elasticum, and clinical signs of 
W'idespread vascular disease. All patients had angioid 
streaks of the retina. Macular degeneration xvas pres¬ 
ent in 8. Pseudoxanthoma elasticum w'as exddent in 8 
patients. One patient had advanced Paget’s disease 
and another had signs suggestive of this disease. All 
patients had clinical evidence of arterial disease. In¬ 
volvement was most marked in the loxver extremities. 
The arteries of the upper extremities xvere involved 
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in 6 patients. Pulses were diminished or absent. Ar¬ 
terial occlusion of varying degrees was present. X-rays 
revealed calcification in many of the medium and 
larger-sized arteries of the extremities. Intermittent 
claudication was a common complaint. Evidence of 
cardiac disease and myocardial damage was found in 
3 patients. One patient had an aneurysm of the in¬ 
ternal caiotid artery and another had an aneurysm of 
each common carotid artery. Calcification was found 
in the walls of the aneurysms. A patient showed cal¬ 
cification of the choroid plexus of the brain and an¬ 
other calcification of the internal carotid artery. 
Bilateral calcification of the renal arteries as well as 
of the celiac axis was seen in another patient. No 
disturbance in metabolism was demonstrated. The 
mechanism underlying the degenerati^'e proce.ss is 
obscure. A close rclation.ship of the angioid streahs, 
pseudoxanthoma clasticum, and generalized arterial 
disenac is emphasized. Pliysical examination should 
be carefully carried out on any patient with obscure 
arterial disease, especially if occlusive in nature. The 
arterial disease can dominate the clinical picture, or 
even occur alone, as can angioid streaks of the retina 
or pseudoxanthoma elasticum. 


J.A.M.A., Sept, 2! 


ammophylhne are chiefly restlessness and U. 
vomiting. More than 50% of the patients devefi 
and convulsions. Albuminuria is an inconstant 
Irreversible damage and death occur if the drug 
withdrawn immediately. The rectal aclministrafe. 
the_ drug in suppository form is recommended t 
ammophylhne is not so effective when given or 
appears to be most toxic when given intravenoi 
and IS painful and irritating to the tissues whentr 
intramuscular])^ In order to decrease the possi 
of overdosage, aminophylline should be made a 
able in 50-ing. and 100-mg. strengths. The simult 
ous administration of aminophylline and ephed 
appears to be conti-aindicated. A suggested dosas 
aminophylline given rectally is 5 mg. per kiiograi 
bod)' weight every 8 hours. The fa-eatment of air 
phylline poisoning is purely symptomatic; it invt 
immediate withdrawal of the drug and the useol 
propriate supportive measures. 

Patients with Infantile Primary Tuberculosis Tre 
with Protected Cortisone Therapy. A. Del Prim 
E. Canova and R. Potenza. Lotta contra tuberc 
80-89 Qan.-Feb.) 1957 (In Italian) [Rome, Italy]. 


PEDIATRICS 


Congenital Unilateral Multicystic Kidney Associated 
Math Maternal Rubella. E. L. Lipton and L. J. Scorda- 
maglia. J. Pediat. 50:730-733 (June) 1957 [St. Louis]. 

A congenital unilateral multicysb'c kidney was found 
during the first e.xamination on the day of birth in a 
male infant who was delivered with the aid of low 
forceps. Surgery was performed on the 6th day of 
life. The right kidney, liver, pancreas, and other 
abdominal viscera were examined and considered 
normal. The operation and subsequent period were 
grossly uneventful. The infant was discharged on the 
14th day of life in excellent condition. Subsequent 
outpatient examinations revealed normal gi'owth and 
development. Whether the maternal rubella infection, 
diagnosed in the first trimester of pregnancy, was 
etiologically related to the pathology is not known; 
the association seems rather suggestive in view of the 
known adverse effects of this disease on the developing 
fetus. Congenital unilateral multicystic kidney is etio¬ 
logically, therapeutically, and prognostically unrelated 
to congenital polycystic kidney disease. The mass may 
be extirpated if the contralateral kidney is normally 
functioning, and a normal life span can be assured. 


Aminophylline Toxicit)'. H. Soifer. J. Pediat. 50:657- 
669 (June) 1957 [St. Louis]. 


Aminophylline toxicity occurred in 37 pediatric pa¬ 
ints with respiratory ailments; 11 died. Aminopnyl- 
le is a potentially toxic drug tliat may cause severe 
actions or even deatli, due usually to overdosage or 
hypersensitivity. Symptoms of toxicity caused by 


Fifteen children, 2 to 12 years old, 3 with ade 
athy, 9 with various forms of tuberculosis, and 3 
exudative pleurisy were treated with cortisone i 
bined with antibiotics. Each child received a do; 
0.5 mg. per kilogram of body weight per da 
prednisolone combined with 20 mg. of strepton' 
and 10 mg. of isoniazid per kilogram per day. Pn 
solone was administered for an average of 15 daj 
was discontinued after 7 days in 1 child and afte 
days in 2 children. Suspension of cortisone the 
caused the return of tlie symiptoms present hefort 
treatment in 1 child. A second course of predniso 
which lasted 15 days had a beneficial effect in 
child. A first course of treatment did not have n 
effect on 1 patient, but a second course given all 
montlis had a marked beneficial effect. Antib 
therap)' was always continued after the suspensio 
cortisone therapy. Best results were observed f 
after 2 or 3 da)'S of treatment in the children' 
pleurisy, and good results were obtained in the ( 
dren witli adenopathy. Tlie treatment had no el 
on one child witli simple tracheobronchial adenopa 
Improvement of the general condition of the pain 
was obtained in a short time: the fever droppe 

the body weight increased. Erythrosedimentation i 

became normal even before the suspension o 
featment. Glycemia and diuresis were always norr 
All of the children treated are close to recovery. 


Congenital Afibrinogenemia: Report on a New-b' 
;nfant Without Fibrinogen. B. J. ^(-0™'; 
Carter. J. Pediat. 50:708-713 (June) 1957 [St. 

A report is made on a newborn infant ^ 

:al afibrinogenemia because of the rarity 

ind the remarkable coagulation defects. 
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• iverv was described as a “ver)' difficult midforceps.” 
s e mother’s Kahn test was negative and her blood 
e was A, Rh positive. The infant was mature, 
aewhat pale, and in acute distress. Examination led 
' a diagnosis of congenital afibrinogenemia. Despite 
jquate tlierapy the baby died at 1-3 hours of age. 
e 2 brothers of the bab\' have been reported as 
‘ dng epistaxis but no other hemorrhagic manifesta- 
ns. There is no history of bleedmg in the father. A 
-'ect in the coagulation mechanism of the fatlier and 
■ 2 brothers were ohserx'ed. The increased clotting 
les indicated a reduction in fibrinogen. Onh’ 31 
tients with apparent congenital absence of fibrino- 
-n have been reported to date. The most striking and 
hracteristic findings in all patients is the incoagula- 
ity of the blood since birth. The hemoiThagic mani- 
itations are frequently less severe than those in 
mophilia. The hereditary pattern of congenital 
brinogenemia was given some attention. Cousin 
irriages have occurred in parents or grandparents 
7 patients. Siblings with bleeding disorders were 
and in 7 other patients with congenital afibrino- 
nemia; hxqiofibrinogenemia was reported in 1 or 
are relatives of 4 patients. The fibrinogen levels have 
■en normal in other families of patients vdth congeni- 
l afibrinogenemia. The use of clotting techniques as 
sensitive means of detecting fibrinogen deficits is 
scussed. 

sngenital Defects in Infants Following Mumps Dur- 
g Pregnancy: A Rexdew of the Literature and a 
sport of Chorioretinitis Due to Fetal Infection. J. 
olowach, D. L. Thmston and B. Becker. J. Pediat. 
1:689-694 (June) 1957 [St. Louis]. 

The relation of maternal mumps to fetal damage is 
)t as certain as that of the rubella infection in the 
other during the first months of pregnancy, which 
ay cause fetal death or congenital malformation. It 
IS been shovm that mumps complement-fi.xing anti- 
Jdies readily cross the placenta. Levels for such 
itibodies are essentially identical in the maternal and 
)rd blood. A 6-month-old girl wdth congenital chori- 
■etinltis is reported on, and tlie defect has been 
tributed to such an infection. Complement fixation 
id skin testing should be performed 2 montlis after 
irth in infants witli congenital defects following ma¬ 
mmal mumps to establish tliis causal relationship. 

fleet of Phenylalanine-Restricted Diet in Phenylketo- 
uria II. F. A. Horner, C. Streamer, D. E. Clader 
nd_otliers. A. M. A. J. Dis. Child. 93:615-618 Qune) 
357 [Chicago]. 

Six children vith phenylketonuria, 2 boys and 4 
ir s, between the ages of 6 weeks and 4 V 4 years, 3 of 
om had been reported on in a previous paper, xx^ere 
eated xxith phenylalanine-restricted diets for periods 
arxing from 8 to 22 months. Tlie phenylalanine-free 
let consisted of a protein hydrolysate basal mix (4.2 


Gm. per kilogram a day), fat in the form of vegetable 
oil (3 Gm. per kilogram a dax'), and carbohydrates (10 
Gm. per kilogram a day) for 3 xveeks. After the initial 
3-xx'eek period, phenylalanine, in the form of natural 
protein, xxms added to the diet in sufficient quantitx' to 
maintain the serum phenylalanine lex-el betxx'een 3 and 

5 mg. per 100 cc. (usuaUy 3 to 8 Gm. of protein a day). 
Txx'o children xxdio xx^ere not placed on the phenylala¬ 
nine-restricted diet until the 5th year of fife shoxved 
sustained increments in their intellectual functioning. 
One of the 2 children treated in tlie 3rd year of fife 
shoxx^ed marked acceleration in her dex'elopmental 
pattern, xx'hile the other shoxved little significant 
change after 14 months of treatment. The remaining 
2 patients were nexx'bom infants xx^ho xx^ere treated 
since the appearance of phenylketonuria at the age of 

6 xx'eeks; they xx'ere foUoxxdng a healthy dex'elopmental 
pattern after 21 and 7 months of treatment respec- 
tix'ely. 

These observations tend to support the nexx'er con¬ 
cept that the mental retardation pattern in phenyl¬ 
ketonuria may not be so sex'ere as initially described 
by Jerx'is. Tbe treatment of older children xx'ith phenyl¬ 
ketonuria may prox-e x'aluable in some patients in 
xx’hom sustained improvement of mental function 
occurs. The treatment of nexx'bom infants xx’ith phenyl¬ 
ketonuria may prex’ent the characteristic and pro¬ 
found mental changes often associated xx'ith this 
abnormalitx'. Urine examinations for phenylketonuria 
in the nexx’born period apparently may not gix’e posi- 
tix'e results before the age of 6 xveeks, and negative 
urinarx’ tests for phenylketonuria may, therefore, be 
misleading during the neonatal period. 

Childhood Accidents and Their Prex'ention. H, Jacob- 
ziner. A. M, A. J, Dis. Child. 93:647-665 (June) 1957 
[Chicago]. 

Tliree thousand nonfatal accidents in children under 
superx'ision in New York Citx' Health Stations xvere 
reported betxveen 1951 and 1955, and 1,151 accidental 
poisonings, fatal and nonfatal, xx'ere reported to the 
poison control center in Nexv York Citx' in 1955. Data 
regarding the natural historx' of these accidents, ob¬ 
tained by epidemiologic investigations carried out by 
tlie Nexv York Citx' Department of Health, suggest 
that falls and bums are the primary’ offenders in tlie 
accident group and acetx'lsalicx'lic acid (aspirin) and 
lead are the chief offenders in the accidental poison¬ 
ings. The box’ is more susceptible than the girl, and 
the nonxx'hite is more x'ulnerable than the xx’hite. The 
higher susceptibility’ in tlie nonxx-hite is believed to be 
a reflection of socioeconomic conditions such as ox’er- 
croxvding and poor housing rather than of inherent 
and constitutional differences. The kitchen is the most 
dangerous place and the bedroom is the ne.xt most 
hazardous place in the home. Lack of adult superx’ision 
is a deciding contributory factor. Accidents, xx’hich are 
responsible for more deaths in the preschool child 
than the 10 leading communicable diseases combined, 
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follow ati epidemiologic pallern like disease processes 
and are amenable to control measures. Attention 
inust be focused on the most vulnerable groups with 
vigh attack rates and on injurious agents most com¬ 
monly incriminated. 

A careful analysis of each accident indicated that 
about 95% ^\•cre preventable. The type of accident is 
intimately associated with the child’s stage of growth 
and development. Accident proneness was not ob- 
scivcd as a pattern. This obsei'vation does not confirm 
findings of other observers. Accident control is a 
mcdicosocial comrtumity-wide program which must be 
based on sound epidemiologic principles. Since acci¬ 
dents. like disease conditions, are due not to a single 
cause but to a variety of conditions and causes, a multi¬ 
disciplinary approach is essential. Prevention is crueial, 
and education is the kc\'stonc of the program. Through 
dail}’ contact with families and children, the ijln'sician 
is in a most strategic position to provide health educa¬ 
tion on safety during his regular visit in the home for 
the care of the sick. Considerable health education, 
guidance, and connselling can also be provided during 
office visits. The physician should also advise on the 
need for safe and wcll-super\'ised recreational activi¬ 
ties in public playgrounds. As a leader in the commu¬ 
nity he can also motivate interested groups, such as 
parent-teacher associations, health councils, 4-H clubs, 
the Scouts, and other organizations, in initiating safety 
and accident prevention programs. Further epidemi¬ 
ologic investigative research is needed, particular])’ 
about the emotional and human factors and the ps\'- 
chodvnamics involved. 


J.A.M.A., Sept. 21^ | 

the albumin fraction always particularly so. All},,- 
•she was sbll losing about 1.5 Gm. of proteS 
mine per day she remained edema-free and herb’ 
protein level improved on continuous treatment t 
prednisolone in daily doses of 25 mg. combined t 
tetracycline therapy. 

The effeet of both corticotropin and predniso' 
thus has been most gratifying in these patients, 
spouse to therapy would appear to depend to 
e,ytent on adequate dosage over at least 6 days. > 
biotic therapy is of great importance in the mini 
ment of patients with the nephrotic syndrome;' 
any sign of infection such therapy should be imu 
ately initiated and, when treatment ivith sferok 
instituted, it is essential that antibiotic therap) 
given at the same time. The importance of full 
with no added salt is stressed. 

National Policies for the Prevention of Rickels 
Lightwood and T. Stapleton. Ann. paediat. 188;'21( 
(May) 1957 (In English) [Basel, Switzerland]. 


Steroid Therapy in the Nephrotic Syndrome. S. Dun- 
don. J. Irish M. A. 40:135-144 (May) 1957 [Dublin]. 

Eight children, 6 boys and 2 girls behveen the ages 
of 3 and 11 years, with the nephrotic syndrome in¬ 
cluding proteinuria, hypoproteinemia, edema, and 
hypercholesteremia ■^^'ere treated with corticotropin 
(ACTH) given in daily doses of from 80 to 120 mg. for 
10 days combined with antibiotic therapy (20 mg. of 
tetracycline per pound of body weight daily). The 
effect "of the hormone on the proteinuria was good in 
all patients. Five of the 8 patients became clinically 
well, with normal blood chemisti’y and normal com¬ 
position of urine, for periods of from 3 months to 3 
years. Rapid clearing of the protein from the urine 
was observed. One boy relapsed after such clearing, 
and clearing recurred in the course of treatment with 
a daily dose of 5 mg. of prednisolone for 1 week. One 
of the girls with a 2-year history of edema and pro¬ 
teinuria who had been confined to bed showed striking 
clinical improvement. She again was able to carry on 
a normal life and was free from edema for one yeai; 
although she still was losing 1 Gm. of in the 

urine, her protein loss was diminishing. The other girl 
had received 2 10-day courses of corticotropin, and, 
although she responded regularly with diuresis and 
loss of edema, her plasma protein level remained low. 


This paper describes experiences in Britain ir 
virtual eradication of rickets. The most importai 
the changes in tlie nutrition of children in the Ui 
Kingdom now, compared with 1915, that e.vplaii 
disappearance of rickets is the improi'ement in 
general standard of nutrition together with a v 
appreciation by the government and the people o 
value of regular administration of vitamin D ir 
early years of life. The second major change i; 
provision of cod liver oil supplements and vita 
fortified dried milks by the maternity and child 
fare clinics. Thii'dly, vitamin tablets and a sp 
allowance of milk are made available to prec 
women. One danger has become apparent, nai 
chronic hypervitaininosis D. In tliis connection 
authors point out that in the preparation of ( 
milks an excess of vitamin D was being acldci 
some manufacturers in order to ensure that 
powder contained not less than its stated confer 
vitamin D. This extra vitamin D “coverage” was a 
because there is some loss of vitamin D activity 
ing storage. 

The methods of pirophylaxis used in Britain arc 
directly applicable to other countries; underslain 
of local conditions is necessary. The general n 
tional standard will be influenced by economic cfl 
tions and the receptiveness of the public and 
authorities to education about diet. A simple ''’‘2 
many countries to provide vitamin D would 
exposing the infants to sunshine. Yet in many pa 
the world where there is adequate sunshine 
mothers keep their children in the clerk incl»»» 
the first 2 years of life. In ® 

mothers must he told that 5“"*'”“”,“ „i™oil 
is beneficial. The provision of a daily "W „ 
vitamin D first to the pregnant woman and U ^ 
child is desirable. Here, however, one ™s 
culties of distribution and of ensuring 
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Tilar intake. Recently the authors heard of a little 
i who came into an outpatient clinic weaTing a 
lutiful yellow bead necklace made of UNICEF 
amin A and D capsules. Foods can be fortified, but 
s must not be o\'erdone. Pro\ision must be made 
vitamin supplements to children who are entirely 
jast fed. Treatment of rickets unth a single massive 
se is not recommended. 


jstructive Emphysema in Infants: 40 Cases. T. Val- 
lor, L. Borbolla and C. Satanowskj'. Rev. cubana 
diat. 29:173-194 (April) 1957 (In Spanish) [Havana]. 

Obstructive emphysema of the bronchial tree is fre- 
ent in newborn infants and in infants up to the age 
6 months. The srTnptoms and course of tlie disease 
r\' witli the t^'pe and location of emphysema and 
e occurrence of complications. The disease starts 
th a respiratory disorder and cough with or without 
ver. Fort}' patients were observ'ed in a period of 5 
•ars in a pediatric clinic of Havana. Most of tlie pa¬ 
ints were newborn infants and infants under the age 
3 months. The clinical features of the disease were 
e sudden appearance of asphy.via in almost all of 
e cases, associated with dyspnea, cough, and cya- 
)sis .and diminished movement of the chest. The 
lusal factor was aspiration of food or of amniotic 
lid in 2 cases, allergy in 1, ^'iral infection in 25, and 
icterial infection in 11. Emphysema was diffuse in 
! cases (bilateral in 16 and unilateral in 6), lobar in 
), and bullous in 2. Segmental atelectasis occurred in 
! patients, mediastinal emphysema in 3, pneumo- 
iora.\' in S, and cardiac insufficiency in 18. iTie treat- 
ent consisted of postural drainage, o.wgen adminis- 
ation, nebulization with detergent substances, and 
Iministration of antibiotics and, in cases of cardiac 
sufficiency, digitalis. Recovers' took place witliin 2 
lys in 20 patients and sHthin 5 days in 17. Three 
jwbom infants died, 1 from mediastinal emphysema 
id 2 from lobar pneumonia. The autliors adHse early 
istural drainage to prevent dissemination of obstruc- 
on into the bronchioles. Postural drainage is obtained 
y placing the patient in the lateral position and rais- 
ig the foot-board of the cradle 15 or 20 degrees with 
:spect to the head board. 


iXperiences with Therapy for Anemia of Prematurit)'. 
^ Pototschnig and A. Verga. Minerv'a pediat. 9:242- 
50 (March 3) 1957 (In Italian) [Turin, Italy]. 


Anemia is one of tlie most threatening complications 
1 premature infants because of its high incidence anc 
sverits' and because of its influence on the organic 
^istance to infectious diseases. Two stages of anemif 
f prematunt}' must be distinguished: early and late 
he transition from early to late anemia takes place 
radually and is frequently not perceived. The peal 
early anemia occurs between the 7th and lOdi weel 
t life. Early anemia is normochromic or slightly In'po 
hromic, macroc^'tic, and associated with reticulocj'to 
IS. Late anemia is ec'ident in the second 6 months ol 


life and culminates at the end of the first year of life. 
It is characterized by h)'pochromia and microcj'tosis 
combined wth anisopoilaloc}'tosis. Early anemia has 
been more completely studied tlian tlie late. Its sever- 
it}' depends on various factors, such as the different 
degree of organic and functional maturiU'. the weight 
of the premature infant at birth, and the influence of 
aggravating factors, such as infection, dystrophy, or 
deficiency of I'itamins. 

Various pharmacological therapies and blood trans¬ 
fusions were employed by die authors in die treatment 
of premature infants with and without anemia, and 
the results were compared. Blood transfusion alone 
prevented the occurrence of early anemia in prema¬ 
ture infants. Starting u'ith the odi month a constant 
increase of erMlirocytes was observed, but die hemo¬ 
globin level decreased progressively. Prolonged treat¬ 
ment widi iron appeared to prevent late anemia of 
prematurit}'. The oral administration of iron Sirhplified 
the treatment, which can thus be prolonged indefinite¬ 
ly. The best results in treating anemia of prematurit}' 
were obtained when both prophylactic therapies were 
combined. 

Reticuloendothebosis (Non-lipid) in Infants and Chil¬ 
dren. H. N. Sanford. Ilbnois M. J. 111:297-302 (June) 
1957 [Chicago]. 

This report is concerned wth granulomatous, or 
nonlipid, reticuloendodieliosis. The pathological proc¬ 
ess involved is thought to be a disturbance of die 
intrinsic metabolism involving the cells of die retculo- 
endothelial system. This process differs from the lipid 
form as seen in Gaucher’s disease and Niemann-Pick 
disease in diat there is a tendency for the formation 
of discrete granulomatous lesions rather than a diffuse 
infiltration. Lipid accumulations either do not occur 
or, when diey do develop consist of cholesterol and 
cholesterol esters. Among the 2,859 children under 12 
years of age admitted over a 5-year period to Research 
and Educational Hospitals there were 11 with non¬ 
lipid reticuloendothebosis. In 5 of diese children the 
disease began during the first year of life, and these 
had the so-called Letterer-Siwe ti'pe of disorder. A 
rash, enlargement of liver and spleen, and generalized 
Ijmphadenopathy were present in all of these 5 chil¬ 
dren. There was also a historv' of repeated respiratory 
infections, and the entire course was characterized by 
repeated infections. Three had roentgenographic evi¬ 
dence of pulmonaiA' infiltrations, and 2 showed rare¬ 
fied areas in the bones of the skull. All 5 infants had 
a hypoplastic t>'pe of anemia, and the course in all of 
them was steadily doNrahill. The average life span w'as 
beUveen 5 and 18 months. Only 1 of these 5 children 
is stiff sur\'i\'ing. 

Five other children, in whom the disorder began at 
2 or 3 years of age, had the Hand-Schuffer-Christian 
tj-pe of disease (histiocMosis of cholesterol U-pe). MTiile 
all of these children had some loss of weight, anorexia. 



302 


MEDICAL LITERATURE ABSTRACTS 


tincl olliei compliiints, none were acutely ill. Only 2 
had an initial rash, and in 1 a rash developed later 
but was never dilTuse. Two had hepatic and splenic 
enlargement, but all had generalized lymphadeno- 
pathy. All c.xhihiled roentgenographic lesions of skull 
or bones. Biopsy showed foam cells filled with choles- 
teiol droplets surrounded by a zone of fibrosis, after 
the disease had twisted for a vear. All of these 5 chil¬ 
dren are living. Only 1 child, an 8-year-old bov, had 
eosinophilic granuloma, a solitary lesion of the radius. 
1 here was no t'ulargemcnt of liver and spleen or 
adenopathy. Microscopic c.xamination of material from 
the granuloma showed granulomatous eosinophils and 
large mononuclear cells, containing no lipid material. 
The bo\’ has been well for the past 2 years and has 
shown no other lesions. 

This series of 11 cases indicates that all 3 types of 
reticulocndotlieliosis arc part of the same disorder. 

I he difference is only in the degree or intensity of the 
disease, which is linked to the age of the child. Treat¬ 
ment was unsuccessful in the younger age group, al¬ 
though the ini ants were made more comfortable and 
their life span was increased by adrenocorticosteroids, 
corticotropins, antifolic acid compounds, transfusions, 
and antibiotics. Tiie older age group responded well 
to the above treatments plus pituitary compounds to 
control polydypsia and polyuria. 


UROLOGY 

Influence of Urinary Glucuronide on Solubility of 
Calcium Phosphate and Stone Formation: Experi¬ 
mental Urolithiasis XII. C. W. Vermeulen, B. Finlay- 
•son and W. Chapman, J. Urol. 77:685-696 (May) 1957 
[Baltimore]. 

Neuberg and Grauer, using menthol glucuronide as 
the test material, reported that the i^resence of glu- 
curonides increases the solubility of calcium phos¬ 
phate. Using this finding, Prien and Walker suggested 
that salicylate administration may be beneficial in pa¬ 
tients with urolithiasis since salicylate is excreted in 
part as conjugated glucuronides. Experiments were 
done to see if confirmation of this concept could be 
obtained. In the first e.xperiment, foreign bodies were 
placed in the bladder’s of rats to stimulate stone for¬ 
mation. Feeding of aspirin failed to inhibit stone 
growth, but it was found that rats do not excrete 
significant amounts of administered salicylate as con¬ 
jugated glucuronides. Therefore, isoborneol, a known 
augmenter of glucuronide excretion, was tried. Apm, 
stone formation was not inhibited. In the second ex¬ 
periment, the original observations of Neuberg and 
Grauer on the solubilizing effect of menthol g u- 
curonide were extended to include concentrations at 
more physiological levels. While their original obser- 
v»lion Nvitll higli concentiaHons could be “”6™^ 
Ibr soluhiliv.iug power of this was barely deteclabl 
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at glucuronide concentrations comparable to 
that could be expected from salicylate administi 
In the third experiment, salicylamide was im, 
tently administered to 2 normal human subject! 
urine was studied for calcium phosphate solubil 
L different methods. No difference was found be 
the urines obteined during treatment and ibo' 
tained in the intervals between treatment. 

Acute Hemorrhagic Cystitis: An Infection Asso 
with Pleuropneumonia-like Organisms and Bels 
Urethritis and Prostatitis. R. L. Berg, H. Wein 
and L. Dienes. Am. J. Med. 22:848-864 (bine 
[New York]. 

Of 88 Navy patients, men with an aveiage 
22.3 years, with unexplained genitourinary ink 
usually unresponsive to sulfonamides and per 
57 (65%) had positive cultures from the uri 
pleuropneumonia-like organisms (PPLO). Ele 
these 57 jiatients had cystoscopic evidence ol 
abacterial pyuria, characterized by p>mria, hen 
frequency and urgency, fever, suprapubic and p 
pain, and severe hemorrhagic inflammation 
bladder with membranous sloughs, for which tl 
acute hemorrhagic cystitis is preferred by t 
thors. Of a second group of 9 men with genito 
infection and with positive cultures for PPLO, 
cystoscopic evidence of acute hemorrhagic i 
Two of the 15 patients with cystoscopic evid( 
acute hemorrhagic cystitis had arthritis, 3 he 
junctivitis, and 1 had epididymitis. Occasional! 
was hydronephrosis subsequent to the intense 
of ureteral orifices, and it was accompanied b) 
vertebral angle tenderness. A follicular rash \ 
served in 1 patient. The prostate was characteri 
enlarged, firm, or nodular and tender in 8 p 
It is suggested that PPLO are the infective 
of this disorder in view of their presence ii 
cultures, the absence of other bacterial organ 
which the condition could be contributed, and 
appearance of PPLO during successful treatme 
avsenicals, streptomycin, and the tetracyclines, 
control persons, 51 hospitalized Navy patients i 
senting complaints referable to the genitourinai 
and 47 men in the process of being separated h 
naval service, 36 had positive cultures for PPL( 
the urine, an incidence of 36.7%. If only thos 
entirely negative genitourinary findings amoi 
control persons were considered, 17% had I 
cultures for PPLO from the urine. In additio 
probable role in the causation of acute hemoi 
cystitis, PPLO possibly are responsible for man] 
of nongonococcic urethritis and prostatitis. 1 js 
that the organisms are transmitted venerea 
they are thus present with much 
promiscuous males, and that after an ® 
they may linger asymptomatically m 
prostate. 
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THERAPEUTICS 

icylate Intoxication Treated with Intermittent Posi- 
j Pressme Respiration. S. Freier, B. W. Neal, H. I. 
Nisbet and others. Brit. M. J. 1:1333-1335 (June 1) 
17 [London]. 

dany cases of salicylate into.xication are the result 
accidental ingestion of the drug. Hejanann states 
t the danger of into.xication is much greater after 
rapeutic administration of the drug. Holt has showm 
■t the dosage of salicylate administered does not 
ir a constant relationsliip to the blood level and 
.t the blood level at which to.xic s^miptoms appear 
ies greatly. One of the many common and most 
portant symptoms of salicylism is hyperventilation, 
ich is due to reflex stimulation of the central re- 
ratory mechanism via afferent fibers of the vagus 
ve. Hj-perventilation is responsible for the state of 
:alosis which ensues and which is clinically mani- 
ted as tetany. Due to the fact that electrolytic dis- 
hances are secondary' to hyperpnea, therapy is 
ected toward reduction of the respiratory exchange 
1 hj-peractixaty of the respirator)' musculature. Ex- 
rimental studies have indicated the limitations re- 
rding hj-perpnea and the secondary biochemical 
anges using barbiturates and opiates. Use of these 
jgs was abandoned when they were found to cause 
flonged coma and death due to sensitization of the 
imals to these drugs by salicylates. In the case cited, 
perpnea of salicylate poisoning was successfully 
ated by neuromuscular block (5 mg. of suxameth- 
ium at 5-minute intervals for 15 minutes) and 
iniially controlled intermittent positive pressure 
piration. The response of the patient to carbon 
xxide inhalation precludes its use in treatment of 
s t)pe disorder. Calcium gluconate administered 
reheve tetany was ineffectual, as the tetanic condi¬ 
gn was not related to calcium ion blood levels. 


able Tubercle in Closed Lesions. J. V. Hmford and 
. H. Valentine. Tubercle 38:194-198 (June) 1957 
ondon]. 


Tubercle bacilli present in “closed” necrotic lesions 
n be growm only xvith great diESculty. Though wsible 
direct films, the bacilli often appear nonxdable. 
lecimens for study were restricted to those patients 
ith radiologically “minimal” or very' limited disease, 
ithout captation, who had a history of tuberculosis 
6 months duration but must not have had a positive 
aitum on smear or culture during the 6-month period 


lor to resection. The laboratory procedure was es- 
ntially that of Holly and co-workers. In this series, 
) patients (80%) had a positive smear in one or more 
nples, tile smear being positive in 64 instances 
8'o). No correlation was demonstrated as regards 
ability and the number of xnsible bacilli and none 


between the number of xisible bacilli and the amount 
of growth on the culture. A relationship would seem 
to e.xist between the size of closed lesions (foci) and 
the number of tubercle bacilli on culture and/or 
guinea pig inoculation. The duration of chemotherapy 
has little or no effect on the number of tubercle bacilli 
seen on direct examination or the frequency of occur¬ 
rence of atypical bacilli. Only 2 of all of the positive 
cultures showed definite drug resistance. The persist- 
ance of closed lesions is not usually attributable to 
their insensitix'ity to chemotherapeutic agents. 

A Clinical Study of Anticoagulants in Acute Myo¬ 
cardial Infarction with Particular Reference to Early 
Heparin Theory. G. L. Eastman, E. T. Cook, E. T. 
Shinn and others. Am. J. M. Sc. 233:647-653 (June) 
1957 [Philadelphia]. 

The use of anticoagulant drugs in the management 
of patients with aente myocardial infarction is still an 
unsettled question. Three hundred sixt\'-two patients 
were admitted to the University Hospital and divided 
into 3 groups: (1) untreated, (2) treated xvith Dicu- 
marol, and (3) treated xvith Dicumarol and heparin. 
The mortality rate was higher in the untreated cases 
and least in the group treated rwhi Dicumarol, the 
differences being relatively insignificant unless the 
early (24-hour) deaths are counted. There was a lower 
incidence of thromboembolic phenomena in anti¬ 
coagulant-treated patients; however, hemorrhagic phe¬ 
nomena were greater here than in untreated patients, 
especially in the heparin-dicumarol group. Superficial 
examination of statiscal data suggests that anticoag¬ 
ulants are of value, but consideration of the severitj'- 
of-illness factor implies differences in death rates. 
Early use of heparin seems of little value considering 
the increase in hemorrhage and lack of significant 
alterations in either mortalitx' or incidence of thrombo¬ 
embolism. 

Application of Homeostatic Principles to the Manage¬ 
ment of Nephrotic Patients. N. B. Talbot, J. D. Craw¬ 
ford and C. D. Cook. New England J. Med. 256:1080- 
1084 (Jime 6) 1957 [Boston]. 

Obserx-ations on nephrotic chilclren indicate that 
sodium retention and edema are not necessarily the 
result of an intrinsic loss of renal capacitx' to excrete 
sodium salts and xx'ater. Metabolic studies concerned 
xx'itli edema in children xx'ith the nephrotic sj'ndrome 
point to a series of reactions and to the primarx' 
pathological loss of albumin in tlie mine. This series 
of reactions in order of occurrence consists of (1) 
fibrinoid degeneration of glomerular basement mem¬ 
brane, (2) albuminuria, (3) hxpoalbuminemia, (4) hxpo- 
x'olemia, (5) renal sodium conserx'ation, (6) increased 
body solute stores (e. g., sodium), (7) renal xvater con- 
serx’ation, and (8) increased e.xtracellular volume (e. g., 
edema, ascites). A number of factors employed in the 
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maiiageinent of nephrotic edema are utilized at var¬ 
ious points in the progressive reaction scheme to 
prevent or reduce the edema. Corticosteroid therapy 
is indicated at the initial fibrinoid degenerative stage, 
as corticosteroids are singularly effective in reducing 
albuminuria due to the destruction of the basement 
membrane. This Ivpe of therapy is unique m that 
corticosteroids alone tend to suppress the degenera- 
tii'e process primarily responsible for the course ot 
the disorder. Albumin infusion and blood transtu- 
sions are relativelv effective at the hypoalbummemic 
and hypovolemic stages respectively. Attempts to in¬ 
duce a .sodium diuresis at the renal sodium conserva¬ 
tion level bv mercurial diuretics and other similar 
■iccnts is relatively ineffective and possibly causes 
some renal damage. Restriction of water 
paracentesis arc of little value save for some small 
relief afforded the patient. 

Aplastic Anemia Duo to 

>Llscn. Ugralt. Imgor 119.489-491 (Apr.l 18) 1957 (In 
Danish) [Copenhagen]. 

The author has considered chloramphenicol the 
(Sooo to 1 million units 

BSSiiliSS 

rXri;;.,elpecia,.v^ 

curred in a woman ^cd 5J sum ^ 

chronic bronchitis. i neVlicible on careful dosage 
from chloramphemco 1 ^ is increasing risk 

j„Hng an treatment, 

in massive, prolonged, or lepca 


PATHOLOGY 

Persistence ot I““-‘';r“',Sd.emteal ^Smdv'”’of 
iopathological and Ana 44 591.599 (Dec. 15 ) 

Cnscs. F. Barbom. Sett. mea. 

1956 [Florence, Italy]. 

56 years old, wno 
The cases ot two A;”, „„ reported. The 

died of eongenila heart d t ^ eespective- 

patienls vouched the Tl,e first paf™' 

Iv without cardiac c I decompensation 

inllered repeurted ep'sote hear^^.^ 5 years 

with marked dyspnea ] revealed enlarge- 

;:.[„ve death. Clinical —ho^s^^ 

,„ent ot the '«f ,““1 of the median arc^v 

STS ‘":s'rd 


marked hypertrophy and dilation of the righ 
left cardiac chambers were observed at autopsi.i- 
right auricle contained large thrombi. Fibrous 4.- 
gray lesions were seen in the myocardium. All 
sclerosis was present in the pulmonaq' circuU-. 
especially in the large , extraparenclqinal branch ; 
the pulmonary artery and in the large and mei. 
arteries. Large scars, evidence of latent ischemic: 
farcts, were present in the spleen and in the \ik- 
The second patient had asthma, dyspnea, and ed.- 
in the lower limbs for some years before bet k 
Free effusion in the left pleural cavity and in t 
abdomen, enlargement of the heart, and an aa 
mated second pulmonary sound were noticed on t 
ical examination. Autopsy showed a congenital dc 
of the heart with a persistence of the foramen c 
due to incomplete development of the septum, hj 
trophy, and dilation of the heart. Severe difiuseat 
sclerosis was observed in the vessels of tbe 
cardium and several foci of myocardial soli 
Severe atlierosclerosis was present in the puta 
circulation. 

Incidence of Hepatitis Following TramW 

[Baltimore]. 

offosSsCnbS««Tn~S 

of post-transfusion hepatitis in Ae recii ‘ 

rjf m^nraf" rs t 

blood. Tlve dinical.and labovpry 

titis were observed .n « ™ Ifc. 

tbe 6 patients, 2 ^”1”’ tvansfaioalL 

of 19 and 62 yeart, 3 had recewen i ^ 

received 2 yansteons tmd - tad 

h“*”^’^I^'reToval of pSary adenon,a,«a: 

dominal wall, rein P gastric carcinoma, 

of pelvic abscess, removal of 

ruptured ectopic P5^g"®"^_3®sions) and the i 
tween the transfusion ^ ,^yitfi tire accep 

servation of hepatitis in Spate 

incubation period of m 1 P j,gspect!i 

The short ^^Jerval of U and 
between tbe first and s . a • ^ jo tlie 6th pa' 
of the first sy«5]^7;/Lr"tificial transmission 
might have md.cated h 
natural hepatitis. The ^g,eived 

hepatitis was tfan among those ivh 

tiple transfusions {5.67) 
ceived only 1 betsveen the re 

There was a lack of t),e dei 

nf liver function tests m , g donors" 

hepatitis in 

blood induced f] had a no®^ 

who had “ end negadve resate ta- 

bilirubin m the seiun 
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flocculation tests at the time of donation. Conversely, 
hepatitis with jaundice did not occur during the time 
of observation of any of the recipients of blood from 
3-3 donors who had abnormal levels of serum bilirubin, 
positive results from flocculation tests, or both. The 
only effective means of reducing the incidence of post¬ 
transfusion hepatitis is to give transfusions of blood 
only if tliey are specifically required. 

Anemysm of the Coronary' Arteries. A. E. Gilbert, 
P. A. Snedecor and E. J. Losli. Nortliwest Med. 56: 
699-702 (June) 1957 [Seattle]. 

One case of coronary artery aneury'sm was found in 
2,090 consecutive autopsies during a 10-year period. 
At the present time, 61 cases have been recorded in 
the literature and are classified as follows: congenital, 
18; arteriosclerotic, 14; mycotic-embolic, 13; sy'philitic, 

7; due to polyarteritis, 2; mj’cotic, 1; rheumatic, 1; 
and unclassified, 5. This case represents tlie 14th of 
the arteriosclerotic ty'pe and the 3rd in which death 
was due to rupture of an associated arteriosclerotic 
aneury'sm of the abdominal aorta. Destruction and 
distortion of the elastic lamina of vessel wall by 
arteriosclerotic plaques is considered one mechanism 
by which coronary artery aneurysms develop in ar¬ 
teriosclerosis. 

An Experimental Study of Fat Embolism. N. A. Halasz 
and J. P. Marasco. Surgery 41:921-929 (June) 1957 
[St. Louis]. 

Numerous thorough studies have been made of 
clinical and pathological changes occurring in simu¬ 
lated fat embolism with supposedly bland substances 
otlier than fat. This e.xperiment utilized omental and 
perinephric fat from freshly' killed dogs, macerated in 
a Waring blendor, filtered tlirough multiple layers of 
gauze, heated and centrifuged, and injected wtli 5 cc. 
of isotonic citrate solution through a poly'thene can¬ 
nula into the jugular vein. The immediate results 
obtained upon injection were apnea, bradycardia, 
cyanosis, systemic hypotension, and pulmonary' hyper¬ 
tension. The persistent pulmonary' hypertension im¬ 
mediately after injection is attributed to local vaso¬ 
constriction and arterial spasm. The animals showed 
an improvement minutes later, except for those ani¬ 
mals who, hawng received larger doses, regressed, 
becoming cy'anotic, e.xhibiting tachy'cardia and ulti¬ 
mately ventricular fibrillation, respiring irregularly', 
and dy'ing in respiratory' arrest. The resulting pul¬ 
monary' hypertension involves other respiratory' and 
cardiovascular changes prewously described and 
called the Jarisch-Bezold reflex, consisting of sy'stemic 
hypotension, brady'cardia, and apnea. Due to tlie fact 
that embolization of the greater circulation occurs 
terminally in all animals, the question arises whether 
this is incidental to or the cause of tlie agonal collapse 
of circulation. The reestablishment of normal pul¬ 
monary' circulatory dy'namics, followed by' passage of 
fat into the greater circulation, embolization of the' 
brain producing cardiac arrest and death, and the lat 


appearance of fat in the left side of heart is postulated 
as a protective function of the lung preventing mas¬ 
sive immediate peripheral embolization. The mecha¬ 
nism of death cannot be stated wdi absolute cer¬ 
tainty', although ano.xia is a significant factor. In this 
e.xperiment no attempt was made to overcome respira¬ 
tory' arrest, and this condition alway's preceded car¬ 
diac standstill. 

Splenic Forms of Hepatolenticular Degeneration. G. 
Boudin, B. Pepin and E. Fournier. Presse med. 65: 
952-955 (May' 22) 1957 (In French) [Paris]. 

Disorders of proteins and copper metabolism ap¬ 
pear in the first stage of hepatolenticular degeneration. 
In rare cases of this disease abdominal sy'mptoms 
predominate. Splenomegaly', hy'persplenism, purpura, 
and hemorrhage may' be obserx'ed. These features lead 
in 67% of the cases to a diagnosis of Banti’s disease 
and to splenectomy'. The abdominal form of tlie dis¬ 
ease can be so severe that death may' occur in the 
hepatic stage, before any otlier form manifests itself. 
In most patients, however, the splenic form changes, 
at least partially, and the conventional nerx'ous form 
appears, thus revealing the correct diagnosis. Hepa¬ 
tolenticular degeneration is a hereditary' disease. Con¬ 
sequently', before resorting to a splenectomy in a child 
or a y'oung adult, one should look for a family history 
of hepatic disease. It is important to search for a 
Kayser-Fleischer ring by slit-lamp examination, for 
hy'percupremia, and for a hyperaminoacidemia, as all 
these factors help to establish the diagnosis. Splenec¬ 
tomy is a drastic operation in these frail patients. It 
does not remove tlie secondary' neurological signs, 
which lead to death in less than 2 y'ears. Latent hepatic 
disorders, discovered through biological tests or punch 
biopsy', are usually too far advanced for operative 
therapy. 


RADIOLOGY 

Radiographic Demonstration of Choledochal Cyst by 
Oral Cholecystography. J. E. Moseley. Radiology 
68:849-851 (June) 1957 [SyTacuse, N. Y.|. 

Choledochal cyst or idiopatliic dilatation of the 
common bile duct is a congenital localized dilatation, 
the etiology' of which is obscure. Choledochal cy'sts 
have been demonstrated directly by the introduction 
of contrast substances into tlie cyst through a needle 
punctme and indirectly by pressure defects on the 
duodenum and displacements of the adjacent struc¬ 
tures. A review of the literature suggests that these 
cysts cannot be shown by oral cholecystographi'. In 
the o-year-old girl whose history' is presented, Ixith 
the gallbladder and the cy'stic dilatation of the c m- 
mon bile duct were demonstrated by oral ch 
graphy witli iopanoic acid (Telepaque). Th 
of choledochal cy'st was confirmed on 
.tion, and a cy'stoduodenostomy- 

‘hor ascribes the demonst"^ 
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gallbladder in this case to the use of Telepaque and 
Uie tact that-the patient was examined after her 
jaundice had cleared. He emphasizes the importance 
of preoperative diagnosis in reducing mortalih' from 
surger}' in this condition. 

A Survey of Complications of Abdominal Aortography. 
J. G. McAfFe. Radiology 68:825-838 (June) 1957 
[Syracuse, N. Y.] 

A questionnaire was sent to 450 hospital radiologists 
and urologists in order to obtain information on the 
frequency of complications associated with abdominal 
aortography. Ninety-five of the 301 replies received 
stated that no abdominal aortograms had been per¬ 
formed. Of the 13,207 abdominal aortograms reported 
the questionnaires, 12,832 were obtained b}' the 
■mbar needle technique and only 375 by the 
- gji de femoral catheter technique. A total of 37 
^ .iths and 98 serious complications were reported, 
that is, the complication rate was 1.02% and the mor¬ 
tality rate 0.28%. Renal damage from the contrast 
medium was the most important complication, usu¬ 
ally resulting from excessive injections, direct renal 
artery injections, or injections in patients with high 
aortic obstruction. The danger of neurological damage 
appeared to be increased by the use of spinal or gen¬ 
eral anesthesia, by excessive injections of the medium, 
and by the proxiinit)' of the needle tip to the major 
anterior radicular artery, usually at the level of the 
second lumbar segment. Hemorrhage from the punc¬ 
ture site was one of tlie less frequent complications. 
Although many hematomas were reported in the sur¬ 
vey, in only 13 instances were these accomplished by 
shock and therefore considered to be serious compli¬ 
cations; 5 of these were fatal. Tlie hematomas were 
usually retroperitoneal, but sometimes were perirenal, 
peritoneal, or superficial. Thirteen serious cardiovas¬ 
cular reactions were encountered, with 5 fatalities. 
Several occurred in elderly, poor-risk patients. Ten 
gastrointestinal complications of various t)q5es were 
reported, 5 of which were fatal. 

Less frequent complications included retioperi- 
toneal sepsis, dissecting aneurj'sm, respiratory com¬ 
plications, complications at the site of insertion of die 
catheter, and extension of arterial thrombi. Although 
complications associated with aortography will prob¬ 
ably never be entirely eliminated, the author cites 
some measures that might reduce their frequency. To 
guard against direct injection into the renal arteries or 
other aortic branches, a test film should be made 
roulinelv after the injection of only 5 cc. of the 
medium with the needle in place. The aortic needle 
should he inserted at a high level, well above the 
1.-2 level. If examination of the kidneys or upper 
aoita is not required, insertion should be well below 
the level ol the renal arteries. This also enables better 
visiiaVr/ation of the femoral and other peripheral 
;\fU ries. Local anesthesia is indicated in most pa- 
tii-uts to mininh'/.e the danger of neurological dam¬ 
age. A\)dominal compression or the 2-needle aovto- 


J.A.M.A;, Sept. 21, 


1957 

gram technique should be avoided. Excessive amoimt. 
of contrast, medium (over 30.ee.) should not heusei 
and as- few ..injections .should be made as possible 
parhcularly when the kidneys are exposed^ to fte 
medium. Rapid serial films enable complete renal 
studies with a single injection. The newer contrast 
mediums may be safer than either acetrizoate (Urokon) 
or iodopyracet (Diodrast). In patients with high aortic 
obstruction, satisfactory studies may be obtained «itli 
no more than 12 to 15 cc. of medium, and usually a 
single injection suffices. Direct puncture of an aortic 
aneurysm must be guarded against because of tbe 
danger of hemorrhage. A 20-minute pyelogram should 
be obtained routinely to detect retroperitoneal bleed¬ 
ing; hypertensive patients should be closely obsen-ed 
for this complication. The effectiveness of preliminary 
injecHons of antihistamines or cortisone in preventing 
serious systemic reactions to contrast mediums has not 
yet been established. Severe reactions, however, have 
responded dramatically to intravenous preparations of 
cortisone. 

Coproliths. R. M. Berg and H. M. Berg. Radiology 
68:839-844 (June) 1957 [Syracuse, N. Y.]. 

The estimated incidence of coproliths ranges from 
1 in 2,000 appendectomies to 1 in 10. The radiologist 
should be "coprolith-conscious,” Whereas not a single 
coprolith was observed by the authors before 1949, 
they have been seen in 42 patients since. In 35 they 
were discovered preoperatively and in tlie others after 
the operation because the surgeon requested an x-ray 
study of the removed appendix. The most widely ac¬ 
cepted explanation of the mechanism of coprolith 
development is that of Kelly and Hurdon (1905). It 
suggests that impairment of tbe normal peristaltic 
return of fecal content from the appendix results in 
inspissation. Subsequent irritation and bacterial ac¬ 
tivity cause a low-grade inflammation with mucus 
secretion. The inorganic salts, mainly calcium phos¬ 
phate, contained in the mucus are precipitated on the 
surface of the fecal nucleus. Wangensteen and Bowers 
suggested that the appendix frequently behaves as 
a closed loop, permitting entry but preventing free 
extrusion of the fecal stream. They regard the closed 
loop phenomenon as the initiating factor in appendi¬ 
citis and inflammation and suppuration as conse¬ 
quences of the obstruction. This explains why a 
patient may have a coprolitli for some time before the 
development of acute appendicitis. 

Reviewing observations on the 35 patients in wliom 
the coprolith was recognized preoperatively, the au- 
tliors emphasize the somewhat lower ages ot oje 
patients compared with those in other reports, a i 
5 were less than 30 years of age, and 16 were less < 
10 years old. The correct diagnosis can quently o 
achfeved only by x-ray examinaSon of ; 

A calcified shadow or shadows m the ”5 f 
quadrant should immediately suggest ^ „ 

a coprolith, although a number of conditio 
bone islands, ureteral and vesical cajeuh’ a ^ 
mesenteric lymph nodes, phleboliths, calci P 
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appendices, and ovarian and uterine calcifications may 
simulate coproliths. In tlie presence of a coprolith in a 
patient with acute abdominal sjauptoms. there is at 
least a 907o chance that the patient has an acute ap¬ 
pendicitis and a 48% chance that the appendhc is 
gangrenous or perforated. A surv'ey of the literature 
reveals that most authors recommend an immediate 
appendectomy whenever a coprolith is found. The 
findings in this series are in agreement so far as the 
younger patients are concerned. Operation would not 
appear to he necessary in the s\Tnptom-free older 
patients. 

Superficial Malignant Lesions of Bladder Treated by 
Radioactive Colloidal Gold (‘®®AU). P. I. Tuovinen 
and K. Kettunen. Brit. M. J. 1:1090-1095 (May 11) 1957 
[London]. 

Intracaritar)' irradiation has a distinct advantage 
over externally applied roentgen rays in the treatment 
of multiple superficial lesions of the bladder. Several 
techniques have been developed for substances emit¬ 
ting gamma rays, but for ver}' superficial lesions it 
seemed adwsable to use beta radiation. Radioactive 
colloidal gold (Au'"^) seemed suitable because of its 
short half-life (2.7 days), its riTpe of emission, and its 
colloidal nature. It emits about 95% beta radiation 
and 5% gamma radiation. This preliminary report is 
based on experience with Au'®* in the treatment of 
superficial lesions of the bladder. The patients treated 
included some with papiliarx’ cancers and some xxotii 
recurring extensive papillomas ndthout histological 
evidence of cancer. 

The histories of 3 patients are described. Fluid in¬ 
take was restricted on the day prior to treatment and 
forbidden on the day of ti-eatment. When the activih’ 
in milicuries per milliliter had been determined, the 
desired dose in millicuries was drawn into the lead- 
shielded sjTinge and introduced into the bladder 
through an ordinary' bladder catheter. Injection was 
readily accomplished after removal of urine by 
catheter. Sterile isotonic sodium chloride solution was 
used for rinses. The radiation dose in most cases 
ranged between 4,000 and 5,000 r, estimated at tire 
mucosal surface. The doses were given as single ex¬ 
posures for 4 to 6 hours. The treatment had no harm¬ 
ful side-effects locally or on the general condition 
of tire patient. Tliree selected cases suitable for Au'®"* 
tlierapy are briefly reported. The authors had the 
impression that this is an excellent tj’pe of irradiation 
for really superficial malignant lesions. 

ANESTHESIA 

Elective Cardiac Arrest During Cardiotomy: Summary 
of 37 Cases. D. E. Hale, P. P. Moraca and C. E. 
Wasmutli. Anesthesiologv 18:378-388 (May-Tune) 1957 
[Philadelphia]. 

Elective cardiac arrest witli potassium citrate was 
used during open-heart operations in 37 patients. The 
duration of the arrest varied from 7 to 40 minutes, xsitli 


an average of 17 minutes. After the patients blood 
had been heparinized and his circulation had been 
assumed by the heart-lung machine, a clamp was 
placed on die root of the aorta. Immediately proximal 
to that clamp, a solution of potassium citrate in hepari¬ 
nized blood was injected into the lumen of the aorta 
just above the orifices of the coronary' arteries. The 
amount of potassium citrate injected to produce tem¬ 
porary' standstill of the heart w'as about 1 cc. per kilo¬ 
gram of body weight. Light anesthesia with tliiopental 
sodium given rectally' to children and intravenously' to 
adults allowed rapid recovery', lessened the danger of 
nausea and emesis, and permitted a better evaluation 
of the general condition of the patient. For pre¬ 
medication meperidine hy'drochloride and pentobar¬ 
bital sodium were used. In the first 10 patients, tlie 
blood flow from the heart-lung machine was 35 cc. 
per kilogram per minute. Later, flows up to 70 cc. in 
children and 40 to 50 cc. per kilogram per minute in 
adults were used. Phy'siological changes that occurred 
during the procedure included a drop in body tem¬ 
perature, a rise in the serum hemoglobin level, a fall 
in the blood platelet count, and the appearance of 
acidosis. Metabolic acidosis was controlled to some 
e.xtent by the respiratory' alkalosis which accompanied 
the use of hy’perx'entilation. 

Of the 37 patients operated on, 18 bad interx'entricu- 
lar defects, 9 had tetralogy of Fallot, 3 had trans¬ 
position of great vessels, and the remaining 7 patients 
had interauricular septal defects, pulmonary' stenosis, 
and aortic stenosis. Thirteen of tlie 37 patients died. 
There were 4 nonpreventable surgical deaths. Three 
patients died of pulmonary' complications. Six patients 
were considered to be surgical failures in that the 
defect was not adequately corrected. The postoyicra- 
tive period seemed to be more critical than the period 
of operation, and careful obserx'ation and superx'ision 
were required. Respiratory' exchange, body' tempera¬ 
ture, and blood pressure must be kept within normal 
limits. 


PUBLIC HEALTH 

Clinical and Epidemiologic Research on Adenovirus 
(APC) in Italy. F. Curcio, G. Rolli, P. Filippi and 
D. Balducci. Sc. med. ital. 5:4.33-445 (Jan.-March) 1957 
(In English) [Rome]. 

Twelve strains of adenovirus (APC) were isolated 
from the tonsils and the adenoids of 50 children. One 
specimen belonged to ty'pe 1, 6 to ty^pe 2, and 5 to 
ty'pe 5. Eleven specimens were collected on the day 
of operation and 1 15 to 20 days after operation. 
Neutralizing antibodies at a titer greater than 1:28 
were fonnd in all specimens. Negative results were 
obtained in isolation trials from 19 specimens of secre¬ 
tions from patients wth respiratory' syndromes. 

Complement-fixation tests were carried out at the 
virology center in Rome during tlie last 6 months on 
520 serums taken from patients in hospital wards of 
the city' and from patients at an Air Force base where 
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during the monlli of iVIarch some cases of pharvn- 
goconjunctival fever were observed. Twelve positive 
iincl 4 probal)lc specimens witli adenovirus infections 
were observed. A marked increase of antibodies was 
patients v'ith positive specimens. 

.‘V titer 1:32 was ob.servcd in tlie 4 patients with prob¬ 
able specimens. Four patients came from the same 
area in the city of Rome. One patient had an e.xudative 
pericarditis and 2 a mediastinal pleurisy in addition 
to the lesion in the respiratory tract. It was not pos¬ 
sible to discover whether these additional complica¬ 
tions had been caused bv the virus. ^ 


J.A.M.A., Sept. 21, 


Siinultancous Mantoux and Vollmcr Patch Tests in 
"'5 School Children. C. Waegele, VV. J, Rothrock 
R. Viiit Scoyoc. Dh'. Chest 31:634-642 (June) 1957 
icago]. 

A comparative study of the results of the intra- 
cutaneous tuberculin (Mantoux) test with 0,1 cc. of a 
solution containing 0.00025 mg. of purified protein 
derivative, or 12.5 tuberculin units, and of the patch 
(Vollmcr) test, the strength of which is equivalent to 
2.5 tuberculin units, was carried out in 2 junior high 
schools in which the students were beh\'een the ages 
of 11 and 14 )'ear.s. It was fell that the patch test 
might have advantages in the ease of administration 
and in acceptability to the students and their parents. 
The study was made to determine wliether tlie patch 
test could be substituted for the intracutaneous test. 
The 2 tests were given simultaneoush’ and tlie patch 
test had the disad\’antage that in about 10% of the 
tests the patch became detached before the proper 
time interval had lapsed. 

Of 855 students so tested, S3 reacted to both tests, 
113 reacted to the intracutaneous test but not to die 
patch test, and 3 reacted to the patch test but not to 
the intracutaneous test. In general it was noted that 
in patients whose intracutaneous reaction was mark¬ 
edly positive the reaction to the patch test was also 
usually positive, but in those who.se intracutaneous 
reaction was less marked, the patch test did not cause 
a reaction. When the result of the patch test was 
positive, the intracutaneous test almost certainly con¬ 
firmed tuberculin sensitivity. One hundred thirteen 
persons had positive reactions of minimal readings 
(1 -f- or 2 -f) to the intracutaneous test, and this group 
of persons holds special significance. If the persons in 
this group had been given only the patch test, 94 
would have gone unrecognized as being sensitive. In 
a clinical situation dealing with individual contact 
patients in whom higher tuberculin doses could be 
used in repeal testing to rule out false-negative re¬ 
sults the patch test is satisfactory. There is not, how¬ 
ever convincing proof that a high proportion of clini¬ 
cians routinelv give persons with a negative reaction 
to the patch test an intradermal test of higher tuber¬ 
culin strength to exclude the possibility of a false¬ 
negative reaction. The group of persons with a positive 
reaction to the intracutaneous test with minimal read¬ 
ings. moreover, is ajit to be productive of active cases. 
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The testing situation described in this paper is com- 
paiable with the previous screening in Los AdspIpi 
. schools in which 20 active cases with predous in. 
tiacutaneous minimal readings (1 + and 2 -f.)^verp 
detennined out of 45 active cases with prenom 
readings of all degrees. ^ 

Any failure to detact active cases far less pro 
nounced than is indicated above would invalidate tlie 
use of the patch test despite its greater econoipy as 
to e.\peuse and work load. Intracutaneous tuberculin 
testing, therefore, should remain the method of choice 
m Los Angeles City schools. It is ackmowledged that 
in other testing situations the patch test may be a 
useful procedure. 


The Field Hamster (Cricetus cricetus) as Source of 
Infection with Swamp or Field Fever. H. MochraaiiD 
Ztschr. Hyg. 143:327-333 (No. 4) 1957 (In German) 
[Berlin]. 

It was demonstrated in 1942 that the field mouse 
(Microtus arvalis) may harbor Leptospira grippot)'- 
pliosa, the cause of swamp fever or field fever, and 
tlie author observed in the fall of 1955 field fever in 
one of a group of boys who during play had throiui 
field mice at one anotlier; in so doing the boy in 
udiom the fever developed had become contaminated 
with mouse urine. Serologic tests on tliis boy demon¬ 
strated that he had L. grippotyphosa infection. Studies 
during an epidemic fever among agricultural workers 
in pea fields in 1949 revealed another animal host of 
this organism, namely, the field hamster (Cricetus 
cricetus). When in 1955 the author observed an e.vten- 
sive epidemic of swamp fever in a region in which 
field hamsters are prevalent, studies were made to 
ascertain whetlier the hamsters harbored leptospirae. 
The kidneys of 2 hamsters ydelded leptospirae. Five 
other hamsters, vvhich had been trapped in the epi¬ 
demic region and after tliat had been kept in the 
laboratory for several montlis, gave negative serologic 
tests. No leptospirae were found in tlie renal pulp of 
one hamster infected with a L. grippotyphosa strain 
from a mouse that had likewise been trapped in the 
epidemic region, but the serum of this hamster had a 
positive titer for L. grippotyphosa of 1:1,600. 

While the field hamster subsists largely on vege¬ 
tarian foods, he is known to prey on smaller animals, 
especially field mice and their y^oung, and it is pos¬ 
sible that in this way the animal became infected with 
L. grippotyphosa. That this organism is transmitted to 
man by hamsters is explained by die fact that theK 
animals are hunted and killed by the thousands; in 
one region 13,970 had been killed in 1939, and a repor 
of 1888 mentions the trapping of 97,519. Professiona 
hamster trappers sell the pelts; furtliermore, t e a 
mals are eaten, their kidneys being regarded as 
delicacy. This may be another source of 
field fever. The author also mentions that Ae goW 
hamster (Cricetus auratus) is f^oeptible to ^ 
spiral infection: This animal has been used for P 
mental studies on L. canicola. 
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BOOK REVIEWS 


: Practical Otolarj'ngology, By Ger\'ais Ward McAuliffe, 
-[.D., F.A.C.S., F.I.C.S., Associate Clinical Professor of -J 
, 'tolai^Tigologj', Cornell UniversiU’ Medical College, New ,7 
ork. Cloth. S7. Pp. 320, with 13 illustrations. Landsberger' 
ledical Books, Inc., distributed by Blakiston DiWsion, Mc- 
■ raw-Hill Book Company, Inc., 330 W. 42nd St., New York 
- 6, 1957. 

The intent of this book is to sen’e as a source of 
eference for the general practitioner for common 
ar, nose, and throat conditions. It is difiBcult for 
‘‘ny author to decide what to include and what to 
’.\clude in this ty'pe of work and for this type of 
ludience. Unfortunately, there is an uninhibited 
endency among many specialists addressing them- 
. elves to nonspecialists to “write down” to this 
■;roup, somehow assuming that oversimplification 
s a desirable diet. Actually', it is much more diffi- 
.‘ult to wTite for nonspecialists than for one’s spe- 
_:ialistic peers. Viewed from this vantage, the book 
• s unevenly organized and disappointing, especially 
since the autlior is knoss'n for his distinguished e.v- 
perimental studies on pain and headache in asso- 
•oiation with the nasal and paranasal structures. 
_Oddly enough, he deals most inadequately with so 
eommon a subject as headaches and devotes only 
rwo terse paragraphs to external otitis, a disease 
that can hardly be classified as uncommon. “Bibli- 
-ographies are carefully avoided” declares the author 
•in the preface, yet a number of bibliographies ap- 
-pear at the end of several chapters. Despite some 
.obvious shortcomings, the book illustrates personal 
•experiences in otolarj'ngology that command atten- 
ition. It is hoped that the ne.xt edition will approach 
Jhe problems of the general practitioner on a higher 

intellectual level and will include more detail. 

; 

'. Hospital Treatment of Alcoholism: A Comparative, Ex¬ 
perimental Study. By Robert S. Wallerstein, M.D., in collab¬ 
oration with John W. Chotlos, Ph.D., and others. With 
introduction by Karl A. Mennmger, M.D., Chief of Staff, 

: Menninger Foundation, Topeka, Kan. ^Ienninger Clim'c 
■•monograph series no. 11. Cloth. $.5. Pp. 212. Basic Books, 
Inc., 59 Fourth Ave., New York 3, 1957. 

This book represents the findings of a two and a 
half year research project at the Veteran’s Admin¬ 
istration Hospital at Topeka, Kan. The purpose of 
the study was to compare different metliods of pro- 
' longed treatment of alcoholic patients in a hospital 
setting. Four methods, disulfiram therapy, condi¬ 
tioned reflex therapy, group hyipnotherapy, and 
closed ward tlierapy are described. The last group 
served as a control and differed from the others in 
that no special drug or technique was emplox'ed. 


imoV. renews base been prepared by comi>elent autbonties 
o not represent the opinions of an\ medical or other organization 
nnlcss spccificalU so stated. 


The usual psychotherapy was used in this group. 
Hospitalization of each patient ranged from 60 to 
90 days. One hundred seventx'-eight hospitalized 
alcoholic male patients were studied vith a follow¬ 
up period of txvo years. Patients were assigned to 
the various modalities on a random basis in the 
order of their admission. Exceptions were made 
when the physical condition of the patient would 
not warrant possible strain from disulfiram or con¬ 
ditioned reflex drugs. The data sought were those 
relating to alterations in the level of function. 
Measures of change were judged by degree of ab¬ 
stinence, social adjustments, subjective feelings of 
difference, and structural changes and personality 
configuration. 

This study is a rex'iew of an exceptionally de¬ 
tailed research program. It covers the four modal¬ 
ities of therapy mentioned and gives details of the 
results accomplished. 'The tx'pes of patient in each 
group are described and categorized, and the effects 
of each of the modalities on the various classifica¬ 
tions are tabulated. There are excellent tables, 
charts, reference lists, and indexes. Since the au¬ 
thors start u'ith the premise that there there is no 
primary alcoholism but that alcoholism is sx'mp- 
tomatic of some underlx'ing psychiatric condition, 
it is understandable that the criteria of improve¬ 
ment may be at odds wth opinions of others in the 
field. MTiereas total abstinence is mandated by 
many as being the criterion of improvement, these 
authors consider moderation in drinking a definite 
sign of Lmprox'ement in the patient’s condition. The 
title of the book may prove to be somewhat mis¬ 
leading to the average physician, since it is only 
in rare instances that a patient is hospitalized 60 
to 90 day's for the treatment of alcoholism. For re¬ 
search purposes, a lengthy' stay' is advantageous, 
but many' believe that hospitalization bey'ond the 
attainment of sobriety', or perhaps a few day's 
longer, is of little value in helping the patient to 
a social adjustment. 

This book should be of special value to phy'- 
sicians who are interested in research and compara¬ 
tive values of therapy'. It could hardly be consid¬ 
ered of practical value to the average doctor whose 
alcoholic patients can afford but a few days of hos¬ 
pitalization and whose therapy must be carried on 
in the atmosphere of the physician’s oflSce. For the 
physician especially' interested in alcoholism, how¬ 
ever, it presents an extremely valuable discussion 
of the four modalities used. The references are 
especially' good and unusually' complete. The intro¬ 
duction to the book, although not optimistic, is 
realistic in its approach and sets the stage for an 
objective and valuable study. 
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Cluijcnl ProcloJogy. By J, Peemmn NesscJrcJd;'B.S;, M.S. 
M.Sc., Assistant Professor of Surgery, Northwestern Univer- 
sity Modic£ Scliool, Chicago. Second edition. Clotli. .$7. Pp. 

^llostrations. W. 13. Saunders Company, 218 W 
^^nslIlngton Sq., PJiiladcIphia 5; 7 Grape St., Shaftasbiiry 
Avo.. London, W.C.2, England, 1957. 

In tin's new edition of an eminently useful and 
wide]}' read book, originally entitled “Proctology in 
General Practice” and first published in 1950, for¬ 
tunately, there has been little alteration of the text. 
The book was written especially for the general 
practitioner and leaves little to be desired. In this 
edition .some new illustrations have been added; 
several which appeared in the first edition have been 
replaced, some in color. The short chapter on anal 
contracture is new and is of distinct value. The 
author is uncommonly apt at e.vpressing himself 
concise!}', yet adequatcl}', and he thereby provides 
in this book a source of read}' reference for the 
busy practitioner. When confusion e.vists as to ter¬ 
minology or classification, the author provides in¬ 
terpretations and arrangements that clarify his dis¬ 
cussions. Surgical techniques are presented clearly 
and in detail. Well-chosen illustrations enliance the 
value of these descriptions. The chapter on anal in¬ 
fection deserves special attention, and the diagram 
of anal infection on page 70, a contribution which 
is original with the author, provides in a few words 
what is unquestionably the most lucid and accurate 
description, thus far, of the causes, sources, and 
mechanics of inflammatory disorders of the rectal 
outlet. Probably the most important phase of proc¬ 
tology is diagnosis. Thus, it is to the author’s credit 
that he has prepared his chapter on diagnostic pro¬ 
cedures in great detail, by so doing, he has prowd- 
ed valuable infonnation that can be used not only 
by the general practitioner but by medical students, 
internists, and surgeons. In addition, the surgeon 
will find valuable information in the author’s dis¬ 
cussion of the surgical management of common 
ariorectal inflammatory diseases. This is a thorough¬ 
ly good book, and it can be recommended without 
qualification, 

Tlicnipeulic Exercise for Boily Atignmeut and Funclion. 
By -Marian V'illianis, Pli.D., Assistant Professor of Physical 
Therapy, Department of Allied Medical Sciences, Scliool or 
Medicine, Stanford University, San Francisco, and Catherine 
Worfhinglmm, Pli.D., Director of Profcs-sional Education, 
National Fmmdalion for Infantile Paralysis, Inc. Paper. $3.50. 
Pp. 127, with exercise illustrations by Harold 
Saunders Company, 218 W. Washington Sg., Pbdadegia 
5; 7 Grape St., Shaftesbury Ave., London, W.C.2, England, 
1957. 

The authors of this book are pliysical therapists. 
The !)Ook is designed primarily as a working guide 
for therapists who desire to provide exercises for 
patients liaving various malalignments of the mus¬ 
culoskeletal system. It is profusely 
line drawings, depicting various exercises The book 
is divided into five chapters dealing with standi g 
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posture; analysis of body alignment, the therm, 
exerase propam, principles of treatment aS i 
pcises for tbe various areas, and positions of i 
body m activity and rest. There is also an eitl 
appendix-containing illustrations demonstratin.', 
muscles of primary concern in alignment of theh 
and a discussion of the origin, insertion and fu 
tion of these muscles. The manual is designed 
the use of all persons dealing with problems'’o{lx 
alignment and function. An effort has been mad 
select diose corrective procedures that are bestsu;. 
ed for clinical application and to discuss tbenrt 
terms of basic functional anatomy. The book, thfr; 
fore, is concerned u'ith selection and analysis k 
material rather tlian with the introduction of m 
techniques. This manual is well organized ml’ 
clear type and good illustrations. Suitable bibliogn 
phies are appended to each chapter. The ebapk; 
on positions of the body gives many excellent illuv 
trations of proper and improper ways of perfornik 
various activities. Although diis book contains noti 
ing new, it can be recommended as a well-orgai 
ized teaching manual for student therapists and a 
a xvorkbook for persons xvho are instructing pafe; 
in therapeutic exercises. 

Atlas of Clinical Entlocrinolog)- Inclutling Text of Disj 
nosis and Treatment. By H. Lisser, A.B,, M.D., and Kokr 
F, Escamilla, A.B., M.D., Clinical Professor of Mediciti 
Unii'ersity of California School of Medicine, San Framiv 
ClotJi. $18.75. Pp. 476, with 148 illustrations. C. V. 
Company, 3207 Washington BIvcI., St. Louis 3, 1937. 

This volume brings together, pictorially 
graphically, the wide experiences of one of tf 
world’s pioneer endocrinologists and his associati 
It covers tlie clinical disorders of the pituiUo 
thyroid, parathyroids, adrenals, gonads, and p'if 
creatic islets. Most of the endocrinopathies presfr 
certain physical characteristics that are in 
selves diagnostic. This is evidenced in this atlas f, 
800 illustrations of various types of endocrine db 
orders. These illustrations are documented pW 
graphs of the authors’ patients, many showing » 
patient before the onset of the disease, during sro 
sequent stages of development, and after the iesul 
of successful therapy. Although the emphasis^; 
the illustrative material, the textbook, whicli i 
brief and concise though fully adequate, covers 
symptoms, physical signs, essential laboratory pr» 
cedures, differential diagnosis, and tlierapeu 
schedules of each entity. It also provides vain®*' 
reference material. An important feature of 
book, one which has been neglected in . 

books, is the section on 
simulating or confused with lliose 

origin-the so-called pseudoendocnnopatl»«- 

book aims to provide the 
avenue for learning and "/’"f ncia! 

endocrinology for the medical student, g 
practitioner, and the specialist. 
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QUERIES AND MINOR NOTES 


• iroS AND ALLERGY 


I, : Editor:— For the past few months some 15 
rcn, their ages ranging from IS months to 13 
, have been treated for severe asthma and rhi- 
' The older ones were malnourished, gaining only 
.2 lb. a year. They had no desire to play; their 
il grades were only fair. Physical examinations 
-'cd muscles to be soft and flabby, mucous mem- 
-^s of the mouth, nose, and throat were pale, and 
~ vatic rales were always present. For the older 
'~ren 2.3 mg. of Meticorten was prescribed every 
~ ling and evening for a period of 10 days to two 
~ -vS; then, the rest of the month was skipped, after 
h the course was repeated. After this pro- 
re the dosage was changed to 2.5 mg. on the 
■ting and evening of every third day. The re- 
~-se was excellent. These patients gained from 
0 lb. a month; their activity increased, and they 
ed as normal children with no apparent fatigue; 
became jovial, whereas before they had been 
—Jieif to be irritable, and their schoolwork showed 
' -arked improvement. The 18-month-old patient 
a severe allergic rhinitis, for which 1.25 mg. of 
~ 'corten was given in the afternoon for two 
If; she received immediate relief. What effect do 
’I doses of Meticorten produce on the adrenal 
'"d, and for what period of time could this dosage 
'■ontinued withoirt any ill-effects on the patient? 
■ 'C much progress was noted from the small doses, 
"-icre any relationship between allergy, the ad- 
'1 gland, and some type of cortisone used in 
/• 11 doses^ 


“■ Arnold M. Smythe, M.D., Des Moines, Iowa. 

D ^ 

f WER —Side-effects have been obser\'ed after 
^-iged administration of Meticorten to allergic in- 
- lals, these, however, have been less marked than 
_ - cortisone is used. Ordinarily side-effects do not 
before appro-ximately two weeks of continuous 
^3y. The usually accepted maintenance adult dose 
to 20 mg taken daily for weeks or months may, 
^ iition to tile usual side-effects of prolonged steroid 
I ^J^ir^tion, result in “stress reactions” on with¬ 
al Shock Or eindence of acute adrenal insuffi- 
may develop when the patient e.xperiences a 
■ condition, such as a severe mfecdon, injurj^, 
' surgical procedure, and administration of anes- 
For this reason a Thom test might be fsdse on 
-mplation of Meticorten withdrawal after pro- 
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’ and stated in the repl>. Anon\'mous commin 

n the w-nfpr*. postal cards cannot be answered E\er> letter mi 
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longed administration. This will indicate the state of 
adrenal cortical responsiveness. If the test is not prac¬ 
tical, repository corticotropin (ACTH) may be ad¬ 
ministered for its adrenal cortical stimulating effect at 
the time Meticorten is withdrawm. 

In the relatively small doses administered to the 
patients mentioned, there would be httle likelihood of 
either the usual side-effects or the significant adrenal 
suppression, and, under proper medical supervision, 
the dmg might be administered in the prescribed dos¬ 
age for several weeks or months in interrupted courses 
if it were deemed necessary. It is extremely important, 
however, that concurrent or intercurrent bacterial in¬ 
fections be adequately treated wth a suitable anti¬ 
biotic, and, in the presence of a specific xirus disease, 
the steroid should be used wfith e.xtreme caution. After 
exposure to or in the presence of chickenpox, the drug 
should be discontinued and gamma globulin admin¬ 
istered in adequate doses. 

Cortisone, hydrocortisone, Meticorten, and similar 
steroids have no specific relationship to the allergic 
state. Apparently they act as a buffer to the disease 
toxin or irritant, decrease inflammator}' e.xudation in 
some instances, but do not affect the antigen-antibody 
reaction or the formation of histamine. 

REPEATED CONGENITAL MALFORMATIONS 

To THE Editor:—A n anencephalic monster was recent¬ 
ly delivered of a woman whose first baby, bom in 
September, 1953, teas also an anencephalic. She had 
a normal child in April, 1954, and another normal 
child in February, 1955. How often have two such 
abnormalities been present in any one family? What 
are the statistics on the likelihood of abnormality 
again appearing if sterilization is not done? 

R. C. Rowan, M.D., Albion, Mich. 

Ansxx'er.— The occurrence of repeat monstrosities in 
the same family is not imusual. According to Murphy 
(Congenital Malformations: Study of Parental Char¬ 
acteristics with Special Reference to the Reproductive 
Process, ed. 2, Philadelphia, J. B. Lippincott Company, 
1947), gross congenital malformations, as recorded 
upon death certificates, afflict approximately 1 in ever}' 
213 indixiduals who are bom alive. About 25% of con¬ 
genitally malformed persons are stillborn. In families 
already possessing a malformed child, the birth of a 
subsequent malformed offspring takes place wth a fre¬ 
quency which is in the neighborhood of 25 times 
greater than that of the general population. In fam¬ 
ilies containing two malformed siblings, the subse¬ 
quent defective child is more likely to be bom later 
in the family than it is to be the next child in order 
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of birth to the first defective sibling. In families 
possessing two or more malformed siblings, tlie de¬ 
fect in the subsequent offspring has been identical 
with that in the previous defective sibling in approxi¬ 
mately 50% of instances. 

ALCOHOLISM 

To THE Editor I is a eJefinUion and what are 
the symptoms and signs of alcoholism? 

Francis E. McGrath, M.D., Brooklyn, N. Y. 

Answer.— Alcoholism is a disease which is cliaracter- 
ized by a compulsive drinking of alcohol in some 
form. It is an addiction to alcohol. The drinking of 
alcohol produces continuing or repeated problems in 
tlie patients life. The World Health Organizations 
definition of alcoholism is as follows; 

Alcoliolism is any form of drinking wliich in its extent goes 
beyond the traditional and enstomarj' “dictarj” use or the ordi- 
nar}' compliance with the social drinking customs of the whole 
community concerned irrespecti\'c of the etiological factors 
leading to such Ijchavior and irrespective also of the extent to 
which etiological factors arc dependent upon heredity, consti¬ 
tution, or acquired phy.siopathological or metabolic influences. 

Symptoms of alcoholism are varied and many. The 
outstanding symptom is the inabilit)' of the patient to 
stop drinking once he has started. Other symptoms 
are excessive drinking of alcohol on any occasion 
when the patient drinks, e.xcuses for drinking, drinking 
on the least provocation, and using alcohol as a seda¬ 
tive or soporific. There are so many varied symptoms 
that it is difficult to enumerate them all. Signs of al¬ 
coholism are usually the signs of excessive drinking 
and may be manifested by the signs of tlie acute 
phase—incoherence, boisterousness, amnesia, loss of 
appetite, polyneuritis, liver disease, and the end-points 
such as the chronic brain syndrome associated with 
alcohol intoxication (Korsakoff’s psychosis). 

PERIORBITAL SKIN LESION 

To THE Editor:—A patient has a small, oval-shaped, 
macular, yellowish lesion fust under the lower eye¬ 
lid, approximately 10 by 4 mm. in size. There is no 
other clinical evidence of arnj disease. What diag¬ 
nosis and treatment are suggested? M.D., Illinois. 

Tliis inquiry has been referred to two consultants, 
whose respective replies follow.— Ed. 

Answer.— In a young person, some xanthomatous 
process would be suspected. In an older person, xan¬ 
thoma, sebaceous pseudocyst or cyst, and morphea-like 
basal-cell carcinoma must be considered. Biopsy should 
be valuable for diagnosis, after which treatment can 
be more accurately carried out. 

ANSWER.-The lesion described is probably mollus- 
cum contagiosum, a mildly contagious, ^^^s 
tumor of the skin occasionally found on the eyelids. 


Sepi^i 


When the lesions appear near the lid maran , 
conjunctivitis may be present. Lesions are r' 
have been found on the conjunctiva and 
This type of lesion is about 2 to 5 mm. indi^ 
is elevated above the surface, and in the^e- 
IS a small depression or dell which is characieri«‘ 
tumor contains a sebum-like substance whicli' 
expressed from the growth, after u-hich the 
should be touched with a stick of sih-er nitrate 
scopic examination of the contents e.vpressedl 
a small incision shows proliferation of cells ah 
duct of one of the sebaceous glands. The mt 
show a peculiar keratinization. This is a siral 

TUBERCULOUS CLERK EMPLOWD 
IN A SCHOOL 

To THE Editor:—A clerk, who has been aitli 
high school for some 14 or 15 years, !m i 
ambulatory case of open tuberculosis since 
first taken onto the staff. He has no rdali 
the boys themselves, although he does nset 
toilet that they use and in going to and j 
office at times passes through the corridoi 
school. He eats with the teachers (not t 
boys), and he has his own dishes which arc 
separately from those of the rest of the si 
man has always been meticulously careful i 
matter of coughing in public and the car 
person. In fact, until quite recently he has i 
very little during the day. He shares Ik 
the director of the school, and in the after 
freqiietrfhj sits in the staff parlor. Under ik 
circumstances and owing to the care he 
takes, if has never been thought that hhj 
was a menace to the health of his associates 
tunafely, though, this year two cases of luh 
have developed in the school. One case is t 
new hoy who had had no connection tcilh I 
in question; the other is that of a teacher ^ 
sat at the dining table with him. The 
beetr raised as to whether it is safe to heep i 
in the employ of the school and, if so, ickt 
precautions should be taken. M.D., H 

Answer.-R is surprising that a man ml 
tuberculosis should be permitted on a school 
the first place; the fact that he remains an op 
after 15 years have gone by is also surprising 
ever has the responsibility of continuing tw < 
his present position must be put on the tit 
especially now that two cases have 
institution. He should be aided in findm, 
ment of such a type tliat the chance of transa. 
disease is reduced. He should not con m 
in a school. Incidentally, resectional surge ^ 
be long overdue in this case. If , 

enable the employee to return to the 
endangering the health of others. 
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On^RTICULUM OF THE URETHRA 

To THE Editor:— ScEcm? women patients have a severe 
■ pussy discharge from the urethra with concurrent 
- enlargement in the region of the urethra itself. Mas~ 
sage evacuates this sacculation. Please indicate the 
cause and the treatment of this condition. 

Lester Harbin, M.D., Rome, Ga. 

This inquiry has been referred to two consultants, 
.vhose respective replies follow.— Ed. 

Answer.- This is an accurate description of a divert 
liculum of the female urethra. This condition is not 
.incominon and is ^’er\• frequenth' overlooked. Thes^ 
patients will eomplain of infection and occasionally of 
stone formation in the dis'erticulum. The symptoms ar^ 
usually those of dribbling at the end of urination, local 
[liscomfort, and frequenc}' of urination. The treatment 
s surgical e.vcision of the dh’erticufum. 

Answer.— The most likely condition is a diverticiK 
iim of the urethra, and the diagnosis can be made by 
mdoscopic e.vamination, with the extent outlined by 
i urethrogram. The treatment is a dis’erticulectomy 
.vith plastic repair of the urethro\’aginal septum. It 
ivould be unusual to have ses’eral women patients "'ith 
iliverticulum of the urethra e.xcept in a large urologic; 
practice. Therefore, differential diagnosis would seem 
indicated. An infected urethrocele should be consid-- 
;red. and this is usually associated with a cj'stocele, 
.\lso, it might be a residual infection of a previous ab^ 
icess of Skene’s glands, but the openings of Skene’s 
ducts are on either side of the median line. The above; 
pathological conditions are associated not onl)' with 
nonspecific infection but frequenth' with a Tricho¬ 
monas infestation secondar)- to this condition in the; 
vagina. 

PAIN FOLLOWING HERPES ZOSTER 

To THE Editor:—A 66-ijear-old man had herpes zoster 
involving the first branch of the left trigeminal 
nerve in 1952, icith residual scarring of the forehead 
and a fixed dilated pupil on that side. Vision in the 
left eye is 20/70 corrected to 20/50. Constant burm 
ing has been present in the involved area, but most 
distressing have been 4.5-minute episodes of severe 
pain along the same course after eating or chewing. 
A course of protamine has afforded no relief. Is 
stimulation of the third portion of the fifth cranial 
nerve an acceptable explanation of the pain along 
the first portion of the fifth cranial nerve? Is any 
further treatment indicated? M.D., Ohio. 

Answer.— The e.xact cause of tlie pain following 
lepes zoster, particularly in the trigeminal nerve, i.s 
unkmown. One theory is that there is infection of the 
root ganglion witli secondary changes, ah 
though otliers believe that tliere may be some altera- 
ion in tlie physiologj’ along the principal thalamic; 
acts on the way of this ner\'e centralward. The pairj 
IS notoriously difficult to stop. Some patients have had 


some relief by the injection of Pituitrin, although this 
consultant has never seen any good results with long 
courses of Pituitrin. There has been some allesiation 
of the pain by the use of chlorpromazine. In the past, 
there has been some relief of the pain in some patients 
by surgery, although there is no assuredness that tliis 
will be permanent. It is essential, if the pain is con¬ 
fined to the ophthalmic division, to cut not only the 
supra-orbital nerv'es but also the blood vessels, since 
it is important to interrupt the autonomic nerv'e supply 
as w'ell as the somatic. The cause for the fixed dilated 
pupil is hard to explain if tliis W'as an ordinarv' herpes 
zoster. Was there actual involvement of the eye 
proper with scarring, or w'as this a neural tv'pe of 
pupillarv' change w’hich w'ould suggest a lesion, most 
likely in the mesencephalon? It is not usual for herpes 
zoster to hav'e an accompanying meningitis and en¬ 
cephalitis. Tliis is whv' it is so difficult to stop the pain 
at some simply reached point, such as die supra¬ 
orbital region of the forehead, because much of the 
patiiology is central. There is ahvays grave danger in 
these cases of addiction, and other mediods of therapy 
so as to avoid such an outcome might be used. There 
have been some reports of breaking die pain pattern 
by means of electroshock, and in most extreme cases 
even lobotomy has been suggested to relieve the sting 
of this intractable pain. What this physician describes 
is one of die most difficult of all pain patterns know'n 
to medicine to eradicate. 

ERYTHEMATOUS REACTION TO 
APPETITE STIMULATION 

To THE Editor:—A 2-year-old girl has a peculiar re¬ 
action persistently associated with eating or with 
visual stimuli, which results in salivation. She de¬ 
velops an area of erythema, about 3 to 4 cm. wide 
and extending from the upper anterior border of 
the left pinna down across the parotid area and 
following the course of Stensens duct to the level of 
its termination. This erythema is unilateral, on the 
left side and on the outer skin. Examination of the 
buccal mucosa at this level shows no erythema, only 
a questionable edema, and there is no obvious 
change in the opening of the duct into the mouth. 
There is no obstruction to salivary flow. This phe¬ 
nomenon is repeatable at will, the color fading 
rapidly after cessation of the stimulus, only to return 
immediately a stimulus is again present. Mere ob¬ 
servation of a piece of candy, for instance, causes its 
appearance, a good index for study of the effect of 
visual and olfactory stimuli on salivation. This has 
been present since birth, the mother having noticed 
it while the child ivas nursing. What is this condi¬ 
tion, and can anything be done for it? 

Kenneth D. Rose, M.D., Lincoln, Neb. 

Answee.— This is a most imusual manifestation of 
ptyalism and erv'thematous reaction around the parotid 
area and is obv'iously an e.xcessive vascular reaction in 
the nature of an exaggerated conditioned refle.x, such 
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fis is described by Pavlov in liis early experimental 
studies on animals. Both the sympathetic and, particu¬ 
larly, the parasympathetic nerves innei-vate the parotid 
and the fifth, the seventh, and the ninth cranial nerve.s 
supplying fibers from the tj'mpanic and otic plexuses. 

hat should be a nonnal reaction to the anticipation 
of food becomes overexaggerated, owing to some 
strange factor which one finds it difficult to explain. 
This is not an allerg>% because it is nonspecific to any 
particular food; again, it is purely localized to one side 
of the face; nor is it a type of reaction which occurs 
\wth a stone in tlie parotid duct. 

Belladonna and the atropine preparations should 
help to diminish sali^a\tion; if with the growth of the 
child this strange phenomenon continues, one can 
visualize possible operation with the transection of the 
complex non'e supply to the parotid gland, particularh' 
tlie auriculotemporal nerv'c u'hich carries both para¬ 
sympathetic and sympathetic fibers from the otic and 
tjTnpanic ganglions. 

LIGHTNING PAINS DUE TO TABES DORSALIS 

To THE Eorron;—A SS-year-old woman was given a 
diagnosis of iahes dorsalis in 1938, at which time 
Mapharsen and Tryparsamide were prescribed. She 
/lever has been entirely free of nighttime pain, and 
in the past six months lightning pains have been 
steadily getting worse. The pain can be controlled 
by the administration of 15 mg. of prednisone daily, 
but it is felt that the continuation of this therapy is 
inadvisable. Results of the spinal fluid serology, 
.spinal fluid protein, blood Kolmer, and blood Vene¬ 
real Disease Research Laboratory tests are all nega¬ 
tive, and the result of the blood Kline test is weakly 
positive. Would a course of penicillin be advisable 
in controlling the intense pain of this patient? 

M.D., Kansas. 

Answer.— Lightning pains due to tabes dorsalis 
often represent a residual which persists after adequate 
antisyphilitic treatment. Tins seems to be the case in 
the patient in question. Nothing is to be gained by 
giving the patient any more penicillin or any other 
form of treatment for syphilis. The proper procedure 
at the moment is to search the patient for foci of in¬ 
fection and to remove any of these which can be found, 
e. g., an abscessed tooth and infected tonsils, and 
there should be adequate treatment of a urinary in¬ 
fection. Tlie mechanisms which trigger lightning pains 
and the effect of steroid hormones on these are dis¬ 
cussed by Moore (Am. /. Sijph. 37:226,1953). 

All other things being equal, there is probably no 
reason whv this patient should not continue on a smal 
maintenance dose of an appropriate steroid hormone, 
although 15 mg. of prednisone on a long-term basis 
represents a potentially dangerous dose; an effoit 
should be made to reduce this to 5 to 7.5 mg. daily. 
An occasional patient who suffers severely 
ning pains in the temperate zone may find lehef i 
winter bv removal to Florida or southern California. 


J.A.iM.A., Sept. 21, la 


As a last resort, the patient might be referred!., 
neurosurgeon for discussion of the possibility of I t 
by means of anterolateral chordotomy. ' ‘ 

ULCER TREATMENT AFTER SURGERi' 

To THE Editor:-A 23-year-old man was aihnV 
through the emergency room with a thec-or-h,- 
hour history of severe abdominal pain. On phmk' 
examination his abdomen was found to he hod 
like, and an upright film of the abdomen shorn} 
free air under the leaf of the diaphragm on tk 
right side. The patient was taken to the operatk: 
room immediate'y, and tinder general anesthic 
a laparoiomy teas undertaken. A 3-nim. perforaik 
was present in the anterior surface of the duodam 
lust distal to the pylorus. This was inverted mi 
closed with three Lembert sutures of silk. The p- 
tient made an essentially unremarkahle rccoicfij 
after several days of mild ileus and treatment tdfli 
appropriate electrolyte solutions administered infra- 
venously. He was discharged 12 days later. Careful 
questioning failed to reveal the typical historij oik 
usually finds in a peptic ulcer patient, lie had s 
little mild indigestion “when he traveled" hut de¬ 
nied smoking and drinking. He seemed to be a quiet, 
temperate individual without any outward signs p) 
anxiety such as one frequently sees in ulcer patinis 
In some clinics the phenomenon of peiforation of e 
duodenal ulcer in a patient without previous symp- 
toms suggestive of duodenal ulcer is regarded as as 
indication for either immediate or subsequent stih 
total gastrectomy. One argument advanced for M 
treatment is that, if a patient manifests perforation 
as his first “symptom” of duodenal ulcer, a scccrf 
ulcer diathesis exists and, if not operated on, licit® 
certainly go on to one of the complications of peptic 
ulcer disease. (The occurrence of perforation irilh- 
out previous symptoms of ulcer disease is a iwH- 
known phenomenon.) Other schools, along inori 
conservative lines, feel that a trial at medical ihcrapi] 
is justified even though perforation, a classic ink- 
cation for surgery, has occurred; that is, de/initicc 
surgery, such as a subtotal gastrectomy, is deferra 
temporarily or indefinitely. What is the iiiajodt!i 
opinion today as to the further treatment of a 1^' 
tient such as has been described? 

Robert G. Small, M.D., Stamford, Conn. 

Answer.—A patient who has had a ruptured clij^ 
denal ulcer without previous ulcer symptoms and 
has had a successful repair of the perforafion s lou 
not have a definitive ulcer operation at a 
without a proper evaluation. The patients u cerOp 
diathesis should be evaluated by a L-hour ni£t 
cretion. The amount of hydrochloric 
should then be calculated in terms ‘ 

by multiplying the amount of gastric juice , 
liters by the number of clinical units of h) d 
acid calculated in the 12-hour secretion. If th 
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I'oht secretion should \ ielcl milliequivalents of 3-5 or 
ver. that patient should be regarded as ha\’ing an 
Icerogenic diathesis. Since this patient had no wam- 
ig sign of ulcer pain and therefore would be be difS- 
ult to follow e.vcept by numerous repeated .\-raj's, it 
vould be best to subject him to proper ulcer operation. 

The patient should be placed on ulcer management 
or about sL\ months, and an x-ray of the stomach 
hould be repeated at intervals of three months. If an 
ilcer is present on .\-ray, this patient should also un- 
lergo an operation. An -vra}’ may not be diagnostic 
)ecause of the defect e.visting after the repair of 
he rupture. Under these circumstances, the decision 
vould be based entirely upon tlie calculation of the 
nilliequivalents of hydrochloric acid secreted during 
.2-hour continuous secretion. If tlie patient does not 
lave an ulcerogenic diathesis and his .\-ray follow-up 
•emains normal, tlien the episode of the rupture should 
36 regarded as an isolated experience, and the patient 
ihould be followed medically for an indefinite period 
intil criteria develop that would indicate ulcer sur- 
?ery. 

lEST FOR CHOLINESTERASE ACTHTTl' 

To THE Editor:—I s there a simple test for determining 
blood cholinesterase activity in workers exposed to 
organic phosphate insecticides? Is the test-kit manu¬ 
factured by the Biological Test Product Corp., 
Roselle, N. J., satisfactory? 

Hollis T. Rogers, M.D., Winnsboro, La. 

Answer.— The test-kit mentioned utilizes the brom- 
thymol color test for determining blood cholinesterase 
activify. Hydrolysis of a substrate acetylcholine iodide 
by the enzyme in a drop of finger-tip blood is meas¬ 
ured by the change in color of the indicator. The 
blood is diluted with bromthjmol blue in a standard 
(white blood cell dilution, 1:20) blood-diluting pipet, 
and the mi.xture is placed in a small serum bottle. 
To this is added the substrate, after which the 
sample is incubated in the a,xilla of the person being 
tested (or in 98 F water bath) for 20 minutes. The 
per cent of normal average human cholinesterase is 
read directly by comparing the individual point color 
with a color chart which shows the percentage of 
activity represented by each color. The manufacturer 
of tlus kit acknowledges that the sjmptoms of cho¬ 
linesterase inhibition do not appear until the blood 
cholinesterase level has dropped to 30% of normal or 
lower. (For further information see Limperos and 
Ranta: Science 117:453, 1953.) 

The reliability of the testing method depends upon 
the capability of the person interpreting the cholin¬ 
esterase values. It has been found that the “normal” 
c lolinesterase value varies from one person to another. 
^ ^ been suggested that a series of tests be made 

on indisiduals coming into contact with organic phos- 
P late materials so that a normal value for the person 
may be determined. 


•n^TTCHING OF MUSCLES 

To THE Editor:—I s there any drug that can be taken 
for fibrillary twitching of voluntary muscles present 
off and on thrnvzhou.r the dci and night? 

M.D., Illinois. 

This inquiry has been referred to two consultants, 
whose respective replies follow .—Ed. 

Ansutt?.- It is diEBcult to discuss treatment for 
fibrillary hvitchings in the absence of any further clin¬ 
ical information indicating the basic cause of the 
twdtchings. These twatchings can be caused by ill¬ 
nesses as serious as amyotrophic lateral sclerosis, but 
they also may be benign, occurring in relation to 
fatigue or just spontaneously. Usually, verj" little can 
be done pharmacologically for these twitchings, but it 
may be worthwhile to administer quinine in a dosage 
of 0.3 Gm. twice to three times daily after meals. Oc¬ 
casionally this drug reh'eves cramps and tv%’itchings in 
striated skeletal muscle. 

Answer.— Tins consultant is not able to recommend 
any drug that would prevent fibrillary^ twitching of 
voluntary' muscles. Fibrillary' ri%itchings may repre¬ 
sent disease of the anterior horn cells, and, if so, there 
is no w'ay' known to eliminate them. On the other 
hand, perfectly normal indiWduals often have occa¬ 
sional rivitching of muscles w'hen they' are especially 
tense or fatigued. In this case rest and recreation, 
rather than drug therapy', would be the appropriate 
treatment. 

SYSTEhHG LUPUS ERYTHEMATOSUS 

To THE Editor:—IF/ iaf is the most recent treatment 
of lupus erythematosus? The diagnosis has been es¬ 
tablished beyond any doubt, and so far only predni¬ 
solone has been of any relief. The patient is a 29- 
year-old housewife who has been afflicted for about 
12 months; the disease is generalized. 

M.D., Illinois. 

Ans%ver.— The most recent treatment recommended 
is the administration of freshly' draw'n blood to pa¬ 
tients with sy'stemic lupus ery'thematosus. Heparinized 
compatible blood, 30 cc. freshly' drawn, is injected 
intramuscularly three times w'eekly' for several w'eeks, 
after w'hich the dose is diminished. By using the leu¬ 
kocyte fraction alone, smaher doses may' be employ'ed. 
It is thought that the leukocy'tes contain a large quan¬ 
tity' of a substance w'hich is destroyed in systenuc 
lupus ery'thematosus and which normally inhibits the 
action of an enzy'me that depoly'merizes deso.xyribo- 
nucleic acid. It is difficult, how'ever, to evaluate a new 
form of therapy' for a condition such as sy'Stemic lupus 
erythematosus. The usual treatment consists of a com¬ 
bination of corticosteroids and w'hatever supportive 
therapy is indicated, including as much rest as 
possible. 
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POLIOMYELITIS IMMUNIZATION 
DURING PREGNANCY 

To THE Eorron:—A pafienf developed poliomqeUtis 
three days hejorc term dalivenj in 1954. The bahy 
which was taken to another hospital and later 
given poliomyelitis immunization did not develop 
poliomyelitis. The mother has been left with a 
paraplegia and is now again pregnant. Should she 
be given immunization against poliomyelitis now 
for protection of her second child, or will her ac¬ 
quired immunity protect the baby? 

M.D., Nebraska. 

ANSWEH.-Prcgnant women are at increased risk 
of contracting poliomyelitis, owing not only to great¬ 
er exposure but probably also to increased suscep¬ 
tibility. Immunization of the pregnant woman with 
poliomyelitis ^'accine is therefore strongly indicated 
for protection of the woman herself, rather than 
primarily for passive protection of the newborn in¬ 
fant. In the young infant, significant levels of jjas- 
sivcly transmitted matemal antibody are detectable 
for onl\’ about three or four months. Recent studies 
indicate that active immunization of the infant with 
poliomyelitis vaccine maj' be started as young as 2 
month.s of age. 

Most of recent poliom)'eJitis epide/nics Inive been 
shown to be due to type 1, poliomyelitis virus. Small 
outbreaks or sporadic endemic cases may be caused 
by types 1, 2, or 3. For the individual patient men¬ 
tioned in the query, only by specific poliomyelitis 
neutralizing antibody tests could it have been de¬ 
termined which type caused her illness in 1954 and 
whether she had also acquired antibody to the re¬ 
maining two types by previous inapparent infection. 
Active immunization of this patient with poliomyeli¬ 
tis vaccine is thus indicated, since she could still be 
susceptible to one or two types of poliowyehtis virus. 


GRAFTING MUCOUS MEMBRANE TO THE 
LARYNX 


To THE Ennon:— T/ze query in The Jouukal for July 
20,1957, page 1421, regarding the desirability of 
grafting turbinate mucosa, which has about the 
same thickness as septal mucosa, was noted with 
interest. Shrinkage of mucosa is very little token 
the full thickness is used, irrespective of the donor 
.site. Another factor to be considered is that turbi¬ 
nate mucosa is spongier than buccal mucosa, be¬ 
cause the turbinate mucosa rests upon a mass of 


lymphoid tissue which contains many mucous 
glands that open upon the suiiace of the mucosa. 
Widiouf knowing any of the specific details, it 
would seem that buccal mucosa would be more 
desirable lhan turbinate mucosa. 

It is most desirable to take buccal mucosa away 
from the corner of the mouth. Of course, a great 
deal concerns the amount of mucous membrane 
that would he required for the graft. The one 
/(lefor that must he kept in mind is that mucosa 
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^wuld not be cut over or around the oveninon! 
the parotid duct Any other part of the hir \ 
smiace shoidd be satisfactory ^ 

Casper M. Epsteen, M.D. D D 

25 E. Washington St. 

Chicago 2. 

TREATMENT OF ACNE 

To THE Editor.-/« the Queries and Minor Note 
of The Journal for July 13, 1957, page 
1~.91, three consultants discuss prevention of the 
premenstrual flare-up of acne. The only point oj 
agreement among them is that two suggest the me 
of a diureticyor a few days, beginning as soon m 
Water retention is evident.” When water retention 
is evident, treatment is too late. 1 would like to 
call attention to a recent study by Kalz and Scott 
(A. M. A. Arch, Dermat. 74:493-503 [Nov.] MB), 
which showed that flare-ups could be prevented in 
most cases by giving ammonium chloride, prefer¬ 
ably in a proprietary form, for 10 days prior to ik 
menses. These investigators also found that water 
retention (measured by hyahironidase and hista¬ 
mine wheal-resorption rates) tended to disappear 
on this diuretic regimen. This has been Jong as¬ 
sumed hut never before proved. 

Harry Wiener, M.D. 

45 Saw Mill River Rd. 

Yonkers, N. Y. 

The aboA'e comment u'as referred to a consiiltnnl 
•vhose reply reads as follows.— Ed. 

i o THE Editor;—T here is no unanimity of o/)inio!i 
regarding the prevention of premenstrual papules 
and pustules of acne. The answers of the three 
consultant demonstrate this amply. However, it 
should be pointed out that one consultant recom¬ 
mended the use of ammonium chloride and that 
only one consultant advocated waiting until water 
retention became evident. The use of ammonium 
chloride has been accepted for many years and is 
widely employed in the prevention and treatment 
of premenstrual icater retention. The article hij 
Kalz ami Scott claimed that a proprietary table! 
containing ammonium chloride, homatropine, caf¬ 
feine, and various fractions of the vitamin B coni' 
plex prevented premensirual exacerbations in 
S0% of 40 patients with acne and 10 patients toith 
miscellaneous dermatoses, all of whom usumj 
suffered flare-ups of their cutaneous coadidons 
during the premenstrual period. However, excel¬ 
lent results were obtained in only 56% of m 
cases. Unfortunately, the criterion usedpoll¬ 
ing the benefit as “excellent” teas not depwi ■ ^ 
suits obtained with ammonium chloride a on 
were not significantly inferior. It . 

stressed that premenstrual acne may . 

a given patient to one or more of the many 
ble approaches or, in some instances, , 
fractortj to all the known therapeufw procedur ■ 
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WASHINGTON NEW,S 

FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


PHS Studies Use of Private, Military Hospitals 
More Support for Use of Automobile Safety Belts 
Tax Bill Hearings Limited to One Month 
Folsom Assistant Outlines Vietcs on Health Needs 


PHS STUDIES POSSIBILITIES OF CLOSING 
FOUR GENERAL HOSPITALS 

At the request of the Budget Bureau, the Public 
Health SerNdce will survey four of its general hos¬ 
pitals, selected by the bviiea\i, to determine if the 
patients could be cared for more effectively and 
economically in other institutions, such as local or 
militarj' hospitals. 

In announcing tlie surveys, Deput)' Surgeon Gen¬ 
eral W. Palmer Dearing emphasized that no im¬ 
mediate changes are contemplated in the e.xisting 
program of medical care. “These surveys are ob¬ 
jective, fact-finding projects to give up-to-date in¬ 
formation of the best way to meet our medical 
care responsibilities in these four areas,” he said- 

The hospitals are at Chicago, Detroit, Memphis, 
Tenn., and Savannah, Ga. During the fiscal year 
ending last July 1, PHS records snow the average 
daily patient load at the Chicago hospital was 116, 
and the average number of beds in operation 140- 
Figures for the other tliree are: Detroit, 131 average 
daily patient load and average of 150 beds; Mem¬ 
phis, 82 and 135; and Savannah, 95 and 120. The 
other eight PHS general hospitals are not included 
in the survey. 

George St. J. Perrot, head of the PHS division of 
public helath methods, will direct the studies, which 
will be done by a team of specialists in medical 
care administration. Surveys start this month and 
Mil be completed by the end of November. 

Patients at the four hospitals to be studied include 
American seamen. Coast Guardsmen, U. S. em¬ 
ployees injured in line of duty, and some otlier 
groups, but not special PHS patients, such as per¬ 
sons Mth leprosy and narcotic addicts. The PHS 
estimates that its medical beneficiaries among mer¬ 
chant seamen, Coast Guardsmen, Coast and Geo- 
°?bc Sur\'ey personnel, and dependents number 
^65,200. Not included in the total are the 4 million 
federal employees and employees of certain U. S. 
contractors who are eligible only for treatment of 
on-the-job injuries. 


HOUSE GROUP SUPPORTS USE OF 
SAFETY BELTS FOR MOTORISTS 


Mithout proposing any specific legislation, a 
House interstate subcommittee on traffic safety has 
ound that safety belts, properly made and installed, 
are a valuable safety device and that the motoring 
public should give careful consideration to their use. 


The subcommittee headed by Rep. Kenneth 
Roberts (D., Ala.) heard a number of medical 
witnesses during tlie first session. 

In its report, the subcommittee declared: “The 
subcommittee feels that if the public has an oppor¬ 
tunity to re\'iew the facts it wall recognize the great 
safety value in using a seat belt. The subcommittee 
had "great faith in tlie judgment of the American 
public.” 

It noted that the government is drafting specifi¬ 
cations to establish minimum limitations for seat 
belts for use in government-owned velncles. 

TAX HEARINGS TO BE LIMITED TO 
ONE MONTH 

The ta.\-ation hearings scheduled for early ne.vt 
session, w’here Jenkins-Keogh legislation wall be 
one of the subjects taken up, wall be limited to one 
month, and an effort wall be made to reduce die 
number of witnesses. These and other details on 
the hearings w’ere announced by Chairman Jere 
Cooper (D., Tenn.) of the House Ways and Means 
Committee. 

Physicians wall be particularly interested in die 
outcome of the Jenkins-Keogh section of the hear¬ 
ings. This legislation, supported actively by the 
American Medical Association and many other 
groups representing die self-employed, wnuld au¬ 
thorize deferment of income taxes on a portion of 
income put into restricted annuity programs. Under 
present law' corporations need not pay taxes on 
money put into annuity programs for their em¬ 
ployees, but this advantage is denied to the self- 
employed. 

Mr. Cooper disclosed this additional information 
about the hearings; 

1. Because of the “extremely limited time avail¬ 
able,” the hearings, w'ill be confined to die period 
from Jan. 7 to Feb. 7, 1958. 

2. Retirement income and annuities (Jenkins- 
Keogh) W’ill be tw'o of at least a score of separate 
subjects to be taken up, but only three broad areas 
W'ill be studied—questions relating to income, estate, 
and gift taxes. 

3. Taxpayers w'ith a similar interest w'ill be e,\- 
pected to designate one spokesman for their group, 
but anyone may submit a statement for inclusion 
in die record. “Along this line,” Mr. Cooper says, 
“it is requested that the various organizations w'hich 
are affiliated w'ith a national organization get to¬ 
gether and coordinate their presentation to the 
committee through a single spokesman.” Tlie Na¬ 
tional Thrift Assembly, headquartered in M^asliing- 
ton, D. C., w'as formed earlier this year to promote 
Jenkins-Keogh and to represent all groups support¬ 
ing this legislation. 
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4. Ihose desiring to testify should submit tlieir 
requests to the committee clerk in room 1102, New 
House OIBce Buikling, Wiishington 25, D. C. no 
latci than Dec. 2, 195/. The request sliould outline 
the subject or subjects to be covei'ed and designate 
the group or groups to be represented. Written 
statements, those intended both for insertion in 
tlie record and as tlie basis for testimony, should be 
in tlie committee s liands bv Dec. 15. 

In c.vplaining the purpo.se of the hearings, Mr. 
Cooper said: 

The Jiearings will be conducted for the purpose 
of rc-c.va?nining the basic policies underlying our 
la.v laws. They will be utilized as a source of in¬ 
formation which u'ill guide (he Committee on Ways 
and Means in formulating proposals looking toward 
re^’isions of our internal res’cnuc laws in order to 
obtain a revenue system which is fair, equitable, 
neutral in impact between dollars of income from 
similar sources, responsive to changes in economic 
conditions, and capable of compliance and adminis¬ 
tration with a minimum of taxpayer and govern¬ 
mental effort, and which will at the same time pro¬ 
duce the needed revenues for the Government. 
These are ob}ecti\’cs which we must continually 
strive to achieve. They require continuing study 
and effort ... 

“The burden of la.vation on our citizens is heavy. 
It is my hope that some relief from these burdens 
can be achieved nc.xt year as a result of our hear¬ 
ings and study. The combined impact of the indi¬ 
vidual income tax, the corporate income tax, and 
the ^’arious Federal excise taxes are so great that 
wc arc now in the seventh year in which total 
Federal tax collections have accounted for more 
than one-fifth of our gross national product. Further, 
tin's session of Congress has witnessed tlie largest 
Presidential budget in peacetime history.” 


MEDICAL NEEDS CITED BY ASSISTANT 
TO FOLSOM 

Dr. Aims C. McGuinness, special assistant to 
Secretary Folsom, has listed what he believes to 
be some of the future medical needs of the United 
States. Talking at the dedication of the new chronic 
disease and rehabilitation facility of Thayer Hos¬ 
pital in Maine, Dr, McGuinness made these points: 

Federal aid to medical schools and laboratories- 
T!m administration’s proposed 225-million-dollar 
program n'oukl bring medical classrooms and lab¬ 
oratories much closer to current and projected 
needs, “To fail to help meet the needs of medical 
scliools would be the worst kind of false economy. 

Health services to ambulatory patients .and 
cl/ronicallv ill-Gencral hospitals must broaden 
their services' and achieve greater coordination. 
•Tliere has been a growing conviction among 
health leaders that the general ^ospdal should 
make its resources, staff, physical plant and scien¬ 
tific eciuipmcnt available to the entire surrounding 
... In other words the t™ tep.W 
f-ire’ should include not only bed care but diag 
wislic Lrvice and service to .ambulatory patients as 


we 


Rural health-In the more f 

hospital laciliVics might not be available at all. 


J.A.M.A., Sept. 2 S, 155; 

most essential health services could be nroU,D 
through diagnostic and treatment centers fHeS 
not elaborate on liow tin's ^vould be brought abotj 
Health aid to the elderly-The principles of vd 
untary insurance should be applied to die prenat 
ment of medical expenses of a larger proportion d 
elderly people. This administration belieres tint 
iiealth insurance can advance most effectivelv 
through Nmluntary action. . . The PHS plans to 
develop demonstrations of home-care senices, 
health maintenance clinics, and restorative senices! 

Hospital care costs-It is essenial tliat tlie prob 
km of rising costs of hospital care be solved 
Physicians must constantly ask themselves if they 
are putting a patient in a hospital when he could 
he served as well or better on an ambulatory' basis. 

Dr. McGuinness noted that, by 1954, 70% of the 
national need for beds in general liospitals had been 
met, but only 12% of the need for beds for patients 
v'ith chronic diseases had been met, “The major 
emphasis of the liospital sun'ey and construction 
program had been in providing facilities for the 
acutely ill,” he told the group. “There had been 
little emphasis on the healdi serwees needed by 
ambulatory' patients and those who v'ere chronically 
ill and impaired.” 

He said tliat in tlie field of rehabilitation, the 
picture is much brighter and tliat tiie aypanded 
Hill-Burton program vdll hasten development oi 
additional rehabilitation programs for the disabled 
and handicapped. 

SYMPOSIUM ON ANTIBIOTICS OCT. 2-4 

The fifth annual syrniposium on antibiotics is 
sclieduled for Washington, D. C,, Oct. 2-4, when 
recent discoveries and advances will be reported 
by' medical scientists from the United States and 
other countries. The program lists 161 papers to 
be delivered. Joint sponsors of tlie meeting are the 
Food and Drug Administration and tlie journals 
Aniibiofics ana Chemotherapy and Aniibidk 
Medicine and. Clinical Therapy. 

A number of new antibiotics not yet commercially 
available will be described, including sulfocidin, 
telomycin, and piinaricin. Scientists from^ Czecho¬ 
slovakia will report on "antibiolymipliins,” lyTnpho- 
tropic antibiotics diat are combinations ot 
antibiotics \Hth such substances as polyacrydic 
acids. They are reported to have high affinity tor 
certain body tissues. 

Several papers will be devoted to amphotencin, 
an antibiotic said to be effective clinically in certain 
difficult infections,-including systemic 

The following panel discussions are schedu 
for each afternoon session: 

Oct 2, rheumatic fever prophylaxis, witn or. 
B. B. Breese of Rochester, N. Y., as moderakr 

Oct. 3, chemotlierapy of f^^^Sen of 

and tlie aged, with Dr. Burton A. Waisbren 

Milwaukee as moderatoi, ^ 

Oct 4, tlie present status of antitumor a j 
viiS antibiotics, noth Dr. C. Che f r^ 
Sloan-Kettering Cancer Research Insbti 

erator. 
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SURGICAL COiMPLICATIONS OF PREGNANCY 

Robert H. Barter, M.D. 

and 

Invin W. Ro%Tier, M.D., Washington, D, C. 

XTRAUTERINE surgical complications 
of pregnancy are uncommonly encoun¬ 
tered. However, when such complications 
do occur they may be of serious signifi¬ 
cance. Abortion, tlie delivery of a previable fetus, 
premature labor, or, in unusual circumstances, the 
death of the mother may be the xiltimate result. 

That surgical complications of pregnancy are not 
common is home out by the fact that in the five- 
year period from Jan. 1,1952, through Dec. 31,1956, 
only 41 patients were operated upon at the District 
of Columbia General Hospital and the George Wash¬ 
ington Universit}’’ Hospital for e.vtrauterine compli¬ 
cations of pregnancy. Appendectomy was done in 
24 cases, salpingo-oophorectomy or oophorectomy in 
12, and cholecystostomy, nephrectomy, pyelolithoto- 
my, lysis of adhesions, and cecostomy in one each. 

During that five-year inten'al there were 28,067 de¬ 
liveries at the District of Columbia Hospital and 17,- 
653 deliveries at the George M^ashington University 
Hospital, making a combined total of 45,720 deliver¬ 
ies. Thus this complication occurs in less than 0.1% 
of all delivered patients. The above figures do not 
include patients upon whom surger}" was done for 
ruptured intracranial aneurj'sms, as neurological 
complications of pregnancy are considered to be 
outside tlie scope of this paper. 

There were two maternal deatlis in this series. 

Tlie first was due to acute pancreatitis occurring in 
the middle trimester. The second occurred in a 
patient in early pregnancy as a result of peritonitis 
from ulcerative colitis mth perforation. These t%vo 
deatlis emphasize tlie potential gravity of surgical 
complications of pregnancy. 


Geo^e IVa^hington Universia School of Medicine. 

1957.°'*°'^ Section on Obstetrics and Gjniecologs- at the 106th Annual Meeting of the American Mesiical Association. Ken- VoiV, June 



Exfrauierine surgical complications of 
pregnancy, though rare, are likely to be seri¬ 
ous. The most frequent such complication, in 
a series of 45,720 deliveries, was appendi¬ 
citis. The urgency of the condition and the 
difficulty of the differential diagnosis are 
such that it is better to err on the side of un¬ 
confirmed diagnosis than to procrastinate 
and err on the side of missed diagnosis. 
Twenty-four appendectomies were done in 
this series, and the diagnosis was found cor¬ 
rect in 22. Less frequent complications were 
torsion of an ovary or uterine tube, intestinal 
obstruction, acute cholecystitis, and the so- 
called round ligament syndrome. It is some¬ 
times difficult to make a differential diag¬ 
nosis between these conditions and others 
such as uterine anomalies, degeneration or 
torsion of a myoma, ectopic pregnancy, and 
premature separation of the placenta which 
may cause acute abdominal pain. Surgery 
was necessary in altogether 41 patients of 
this series. There were two maternal deaths, 
one from acute pancreatitis and the other 
from perforation in a patient with ulcerative 
colitis. Delay in operating is commonly ex¬ 
cused by the fear of inducing an abortion, 
but abortion is less likely to follow after sur¬ 
gery than after procrastination in the face 
of persistent abdominal symptoms. 
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Differential Diagnosis 

The most frequent surgieal complication of preg¬ 
nancy is appendicitis. That diagnosis must always 
be kept in mind in any patient who has nausea and 
^'omiting and has pain in the lower part of the ab¬ 
domen during any stage of pregnancy. Inflamma¬ 
tion of a Meckel diverticulum must also be kept in 
mind as a diagnosis in any patient whose symptoms 
are suggestive of appendicitis. 

Second only to acute appendicitis is tlie complica¬ 
tion of a twisted ovary or fallopian tube. Torsion of 
an o\a\rian cyst is much more common than torsion 



Fig. l.-Pcrforation of uterus by moans of a catheter m 
attempt to produce an illegal abortion. 


of Ihc ovklucl. From a differential diagnostic stand¬ 
point, however, the diagnosis between these tsTO 
entities is usuallv not made until lapaiotomy. 

Volvulus of the intestine or intestinal obstruction 
must be ruled out as a possibility in any pregnan 
n™ient who is having nausea or vomiting and 
cramping abdominal pain and in whom 
been previous abdominal singer)'. In™""!’'"*® 
estta-i obstruction during pregnancy may be a 
ivirlicularlv difficult diagnostic problem. 

^ ' Arnte cholecystitis can occur during pregnan ), 

obstetrics, which may sim li^^ an acu^^ • 

in pregnancy. The hist oi pregnant 

round ligament “'TShmugh the 22nd 

patients may have bom t e » thioi 

wcob of Bastation. The p. pronounced 


J.A.M.A., Sept. 2 S, 1 


ments and noting that direct palpation of i 
ligament causes the identical pain of which h 
patient complains. One should be extremely careful 
not to overlook the presence of appendicitis in 5 
patient who has tenderness of tlie round ligaments 
but the two conditions rarely coexist. Unnecessan 
appendectomies can be avoided, however, if roW 
ligament pain is kept in mind on each occasion 
when one is confronted avith a pregnant patient 
wdio has pain in the right lower quadrant in the 
absence of fever and leukocytosis. Usually patients 
with round ligament pain will not have nausea ani 
vomiting, but the pain may be more severe thin 
the pain of early appendicitis. 

The second benign condition which may cause a 
differential diagnostic problem is a gestation in an 
anomalous uterus. If tlie pregnancy is in one horn 
of a bicornuate or didelphys uterus, tlie patient ma; 
have rather acute abdominal pain in the mid¬ 
trimester due to tlie inequality of the uterine en¬ 
largement in the two halves of die uteius, Round 
ligament pain or pain from an anomalous utenis 



I 


g 2.-Acute surgical abdomen due ^ Note the 
iperative diagnosis relatively easy. 


aid be considered in the difeendj^^^ ^5 

acute abdomen during the mido 


rS'source of paining 

»men which may e c ^ degeneration or 
ad three months of gestation is aeg 
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torsion of a myoma. Such a diagnosis is usually easy 
to make because of the presence of a painful tumor 
or tumors in the uterus. As an entity it must be 
considered in the older pregnant patient who is 
haring pain in the lower part of the abdomen. It 
may, of course, be tire causative agent in the pro¬ 
duction of an acute abdomen. 

From a differential diagnostic standpoint one 
usually has to consider otlier uterine causes of pain 
which may simulate evtrauterine pathological con¬ 
ditions. Perforation of the uterus in the first tri¬ 
mester by attempts at abortion may cause an acute 
abdomen (fig. 1). The possihihty of an intra¬ 
abdominal foreign body must be considered in all 
patients vitlr knomi or presumed illegal abortions. 
Tlie acute abdominal findings in the patient whose 
perforated uterus is shorrm in figure 1 were the 
result of peritonitis and the presence of tlie foreign 
body in die abdomen. After a hysterectomy per¬ 
formed at die District of Columbia General Hos¬ 
pital, die patient recovered. 

Premature separation of the placenta vith con¬ 
cealed hemorrhage or rupture of die uterus, partic¬ 
ularly if die latter occurs during the early part of 
die last trimester, may simulate an acute surgical 
abdomen. Patients who hai'e acute to\emia of 
pregnancy may have sei'ere generahzed abdominal 
pain due to distention of die capsule of the liver. 
Tlie presence of to.\emia usually allows one to make 
die diagnosis of liver pain rather dian a diagnosis 
of a surgical complication. Rupture of die fiver, 
however, ma}’’ occur in severe to.xemia and should 
not be overlooked. 

Ectopic pregnancy is a condition which is not 
stricdy within die confines of diis paper. However, 
extrauterine gestation is the entity which must be 
kept foremost in one’s dioughts in the differential 
diagnosis of an acute abdomen in any patient be¬ 
tween 15 and 50 years of age who has an amenor¬ 
rhea of more than six weeks’ duration, if her previ¬ 
ous menstrual periods had been normal. In addition, 
ruptured ectopic pregnancy must be considered in 
any menstruating patient xxdth irregular bleeding 
who has anemia out of proportion to knoxxm e.\-temal 
blood loss. If diose two facts are kept in mind, the 
diagnosis of a ruptured ectopic pregnancy should 
rarely be missed. 

Treatment 

Tlie management of appendicitis during preg¬ 
nane)' requires clinical awareness that the condition 
may exist. Any pregnant patient wth nausea and 
xomidng, persistent pain in the lower part of the 
abdomen which may hax'e localized to the right 
lower quadrant of the abdomen, and signs of peri¬ 
toneal imtation must be adjudged to have appendi¬ 
citis. Unfortunately, procrastination in treatment is 
almost s)’non)'mous xHtli the diagnosis of appen- 

icitis in pregnancy. Early positive diagnosis and 
prompt appendectomv are die keys to successful 
management of this problem. 


Appro.ximately 90% of die 24 patients in this series 
xvho had appendectomies during pregnancy had 
acute appendicitis. A 10% error in the diagnosis of 
appendicitis in pregnancy is a permissible margin 
of error. It is much better to err on the side of an 
unconfirmed diagnosis of acute appendicitis than to 
err on the side of a missed diagnosis. Appendiceal 
abscesses which result from failure of recognidon 
of acute appendicitis may seriously complicate preg¬ 
nancy and may cause abortion or premature labor 
as a result of the septic process. The inx'olution of 
the uterus which occurs after abortion or premature 
labor further complicates the appendiceal abscess 
by breaking doxx'n the defensive barriers which the 
body has set up to wall off the abscess. Appen- 



Fig. 3.—Preoperative film showing an ureteral calculus 
and a fetus of a patient in the 36th week of gestation uath 
acute abdominal pain. The acute s>’mptoms of xshich the 
patient complained were originally thought to be due to the 
calculus. 

dectomy, promptly and properly done xHth the 
patient under adequate anestliesia, should rarely 
result in postoperatix'e abortion. Postoperatix'e hor¬ 
monal therapy is not essential in properly man¬ 
aged patients. It is well to remember that a 
patient may still die from a ruptured appendix or 
its complications. 

The diagnosis of appendicitis from the laboratorx' 
standpoint is usually not so easy in the pregnant 
as in the nonpregnant state because of the normally 
higher leukocyte count in the pregnant patient. 
Reliance upon laboratory' findings ratlier tlian upon 



320 


SURGICAL COMPLICATIONS-BARTER AND ROVNER 


clinical jiiclginenl when considering the possibility 
of appendicitis in pregnancy may lead to an errone¬ 
ous impression and delay in treatment. 

The diagnosis of a twisted ovarian cyst during 
pregnancy may be more dilRcult than that of the 
diagnosis of appendicitis. The symptoms of the 
former arc usually not quite so definite as are those 
of appendicitis. However, torsion of an adne.xal 
structure must be considered in any patient who is 



j.'ij, -l.-Torsion of fallopian tube, shown jiist after cesar¬ 
ean section, found ‘i'‘-'M’l<>r*«l« 0 \laparotomy in sa^^ 
whose preoporatise film appears in figure 3 The torsion was 
found to be the cause of the acute abdomen. 


nreenant and who has persistent severe pain in the 
lower part of the abdomen. The pain associated 
with toision of an ovary is usually more severe tlum 
that of appendicitis; vomiting is not as common 
uKl ordinarily an adnexal mass is palpable. If it 
lias been established previously that the patient had 
an adnexal tumor, the diagnosis is made e^siei. 

The diagnosis of a twisted ovary is ^ m;‘7' 

a dermoid c>st, ; gestation if it is 

d before fhen if it is causing any 

a tooth makes tl l 1 niuch more ceitam 

that of a twisted clermoid cyst -^Uvative when 

SpS'bXV™ attUt is made to untwist tire 


J.A.M.A., Sept. 28, is.j; 


infarcted tumor. Failure to observe this precaDlr, 
may cause the death of the patient by means q[ a 
pulmonary embolism. The embolus has its onnn 
from a thrombus in the ovarian vein and ma\ h 
released when the infarcted cyst and its pedicle 
are untwisted. 

All other persistent adnexal tumois should be le 
moved after the patient’s 16th iveek of gestation, 
because there is a significant number of patients 
who will have either serous cystadenomas or pseu 
domucinous cystadenomas of the ovary or ovarii 
accompanying an otherwise normal pregnancy Bi 
waiting until the patient’s 16th week of pregnane) 
to do the surgery two purposes are served; 1 If 
the tumor originally palpated is a laige corpus 
Inteum cyst, it will usually be absorbed by the 16tli 
week. 2. The probability of postoperative abortioi 
is greatly diminished after the 16th week of gesta 
tion. Postoperative hormonal therapy is not es 
sential. 
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, all patients in this category. If that is done, the 
diagnosis of intestinal obstruction ^^’ill not be over- 
I looked. The compromise of the intestine and its 
. blood supply by obstruction is a much more serious 
; complication than is acute appendicitis or a bvdsted 
ovarian cyst. Flat films of the abdomen otU usually 
aid in establishing the proper diagnosis. Prompt 
therapy, whetlier medical or surgical or both, unll 
he dictated by the subsequent course of the patient, 
but earl}' active treatment is lifesar'ing in either 
instance. 

The possibility of pyelonephritis or even more 
uncommonly die presence of a renal or ureteral 
calculus must be considered in any patient mth 
persistent abdominal pain. The diagnosis usually 
is quite apparent due to tlie presence of pus in the 
urine, but if there is complete urinar}' blockage 
from the affected Iddney, tire urine may be clear 
even in tlie presence of pyelitis. Tire presence of pus 
in the urine, fever, and flank pain wll usually estab- 
fish the diagnosis of pyelitis wthout too much 
difficult}', and thus e.\-plorator}' abdominal surgery 
can be avoided. 

Pain due to a renal or an ureteral calculus may 
be difficult to diagnose, for many calculi are radio- 
lucent. Occasionally the previously established 
presence of a calculus may lead to a missed diag¬ 
nosis of some other entit}'. That problem was en¬ 
countered recentl}' at the District of Columbia 
General Hospital in a 48-year-old patient who was 
known to have an ureteral calculus which antedated 
her gestation. She was admitted to the hospital in 
the 36th week of pregnancy wtli abdominal pain 
(fig. 3). The proper diagnosis of a tswsted fallopian 


tube as the cause of her pain was obscured by the 
more obwous diagnosis of ureteral cohc (fig. d 
and 5). 

Summary and Conclusions 

The surgical comphcations of pregnancy are ex¬ 
tremely uncommon. In almost all instances im¬ 
proper or delayed diagnosis rwll be followed by 
serious consequences for the fetus, for the mother, 
or for both. E,\cellent clinical judgment combined 
w'ith proper laboratorv' tests are usually needed if 
tlie correct diagnosis of the acute abdomen in preg¬ 
nancy is to be made and prompt definitive treatment 
initiated. The presence of pregnancy alwa}'s makes 
the diagnosis of an acute abdomen more tenuous 
and die physician more war}' of making what might 
otherii'ise be a confident correct diagnosis. 

Extrauterine surgical complications of pregnancy 
are uncommonly encountered. The accurate diag¬ 
nosis of such complications is usually made more 
difficult by the presence of pregnancy. Procrasti¬ 
nation in the iniHation of proper treatment is com¬ 
monly encountered in the management of tlie preg¬ 
nant patient who has an acute surgical abdomen. 
The failme to initiate prompt therapy is usually due 
to well-meant apprehension that the treatment may 
bring about abortion. Pregnancy termination, how¬ 
ever, is generally increased in direct proportion to 
the length of time which is allowed to elapse from 
the onset of s}’mptoms to the initiation of definitive 
treatment. The two maternal deaths in our series of 
41 patients emphasize the potentially serious signifi¬ 
cance of all surgical complications in the pregnant 
patient. 

901 23rd St. N. W. (Dr. Barter). 


Literature and Medicine.—This Atomic Age of ours has witnessed tlie doirafall of many tradi¬ 
tions. Only a few weeks ago I stood once again entranced by the palaces in fabulous Venice 
and dieir reflections, wan and faded, on tlie dead green waters of the canals. Within their walls 
the tragedy immortalized long ago by Alfred de Musset is still unfolding: suits of armor are 
rusting away piece by piece; tapestries are fading away blossom by blossom, while the cres¬ 
sets stand empt}' of candles, and, for lack of powder, the -wigs of tlie lackeys hang limp. There 
they stand, these ancient palaces, as though waiting to be closed forever or at best converted 
into prosaic flights of offices. In a like manner modem medical culture has been den}'ing its 
proud classical heritage and contracting its once vast encylopedic and humanistic domains, to 
become but an aggregate of ever more and more specialized techniques. Since, as time goes on, 
the ph}'sician e.xercises less and less his imagination and hterar}' abifit}', scientific e,\-pression is 
slowly being stifled. As Sir James Barrie, the magnificent creator of Peter Pan, once said, “Tlie 
man of science appears to be the only person who has something to say just now and the only 
man who does not know how to say it.” And yet, parado.xically enough, the physician, more 
so tlian otlier professionals, has truly artistic strains hidden within his being, though he sel¬ 
dom allows tliem to burst from tlieir shell for the edification of his fellow men. The physician 
■ . . e.xperiences, like few others can, the desire to relate what he knows or thinks, what he sees 
or dreams. Die proof is that no other profession as medicine has provided so many famous 
iiTiters. In the course of the worlds histor}', physicians have outshone all other professionals in 
the MTiting of romance and pliilosophy.—Felix Marti-Ibanez, M.D., Minen'a and Aesculapius: 
Die Physician as VTiter, International Record of Medicine and General Practice Clinics, No¬ 
vember, 1956. 
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SURGICAL CONVALESCENCE-WHEN DOES IT END? 

N. Henry Moss, M.D,, Clctos W, Scinvegman MD 

and 

F, Curtis Dohan, M.D,, Philadelphia 


Aniong lliose questions usually asked by jiatients 
anticipating an operation are “How long will I be 
in the hospital? ’ and “How long before I return to 
work? Experience and statistics have demonstrated 
that a marked reduction in postoperative hospital 
stay has occurred in die past 10 years.' It is our 
impression that it has not been associated with an 
equi\-alcnt decrease in the total convalescent time. 
A study of tile literature on surgery reveals that no 
adequate criteria for the optimum duration of post- 
operatii'c coinadcscence have been established.' 
Management of patients in the latter phases of 
surgical coinalesccncc has been based upon im¬ 
pression and vague concepts rather than objectively 
supported evidence. 

In order to better ascertain current practice in the 
determination of the length of iiostoperative con- 
\'alesccnce the study presented in tliis paper was 
undertaken. 


Methods and Response 


questionnaire u'as prepared and sent to sur¬ 
geons, industrial pliysicians, and general practition¬ 
ers throughout the United States. The questionnaire 
requested the current opinion of these practicing 
physicians regarding die proper time for an indi- 
\'idual to return to work after certain selected 
operations of limited magnitude. The questionnaire 
form for certain general surgical procedures is 
sliowTi in figure 1, In each of these cases the follow¬ 
ing assumptions were made: 1. Tlie indi\'idual was 
essentially healthy e.xcept for the disability that re¬ 
quired the operation. 2. The patient’s weight was 
within normal range. 3. There were no complica¬ 
tions. 4. Adequate follow-up medical care was avail¬ 
able in the area in which the patient lived. 5. The 
patient returned to the job which he had held 
without difficulty for at least one year prior to the 
operation. 

A response to llie questionnaire was obtained 
from 229 pliysicians. This included 70% of the pro¬ 
fessors of surgery, 80% of the board certified general 
surgeons, 52% of industrial physicians, and 41% of 
general practitioners to whom questionnaires were 
sent. The replies are reported as percentage of the 
group samples for each of the respective physician 
groups. It was apparent in the replies that most 
physicians lend to think in terms of weeks or months 
rather than days in determining the time for a 
patient to return to work. 


.na .maKi;,,’ uJ,UA o( the Univer.siD' of Ponnsylvan.a. 


There is wide diversify of opinion among 
physicians concerning the duraiion of post- 
surgical convalescence in uncomplicated 
cases. The extent of the variation was indi¬ 
cated by the replies of 229 physicians to o 
questionnaire. Their current practice was 
indicated in regard to the duration of the 
convalescent period of otherwise healthy 
postsurgical patients. Thus, for the same by- ! 
pothetical case, the recommended interval | 
for return to "light work" after appendec¬ 
tomy varied from 5 to 30 days (average 14 | 

days) and for heavy work from 7 to 60 days 
(average 28 days). After inguinal hernior¬ 
rhaphy the recommended time to return to 
light work ranged from 7 to 84 days (aver¬ 
age 24 days) and for heavy work ranged 
from 20 to 180 days (average 54 days). A 
wide range of opinion was also expressed 
for hemorrhoidectomy and cholecystectomy. 
These wide disparities of opinion were mani¬ 
fested in each of the four groups of physi- j 
dans. Surgeons tended to recommend earlier 
return to work than industrial physicians and 
general practitioners, but each group showed 
a wide range of opinion. This wide diversity 
indicates a lack of adequate criteria for de¬ 
termining the duration of convalescence. Re¬ 
cent experience of the Air Force and others 
indicates that if is safe to return the indi¬ 
vidual to full activity after a considerably 
shorter period of postsurgical convalescence 
than is the current practice of the majority 
of physicians as judged by insurance sta¬ 
tistics and this opinion survey. 


General Considerations and Types of Operation 

Sex and Age of Pafient.-The factors of sex and 
ge played only a minor role in determining 
5 tal duration of surgical convalescence. In 
pinion of 95% of the physicians no distinction m 
le length of the convalescent period ws ma 
etween males and females. Evaluation ot the ns 
ictor in patients widi herniorrhaphy revealed t ® 
r the opinion of die majorit)^ of die 
ge of the patient made no difference in de e^' S 
le length of the convalescent period. Of ^ 

lade such a distinedon, the mean time differe 
Dr herniorrhaphy was 12.6 days. Insurance statisti 
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** Itavy fart - lijttnf ie to 33 tts at retaltvtly short lottrsials or atavitr 

ehjiet eat or mare ti«c* |fr day elimtiaft fvsOinf itavy etftet 
aptrattag “ttavy* foot Ptdals yawttaf ra^atnf ate 

Fig 1 —Questionnaire sent to professors of surger)', board 
certified surgeons, industnal phjsicians, .ind general practi¬ 
tioners of medicine (Amencan Academ) of Ceneral Practice; 

do show a tendency toward piolongation of the 
convalescent period in middle age and beyond 

(fig 2). 

Appendectomy —The inter\'al between appen¬ 
dectomy and return to light work \'aried bebveen 
1 to 4 weeks and to heary work from 1 to 10 weeks 
Great variation evisted in all four physician groups. 
It is noteworthy that most industrial physicians 
expressed tlie opinion tliat pa¬ 
tients who have undergone 
appendectomy should have a 


54 days for heaxy work. Results for a 25-\ ear-old 
man are shoun in figure 5. The interval between in¬ 
guinal herniorrhaphy and the return to either light 
or hea\y work was only slightly influenced by age. 

Cholecystectomy—Aitei cholecxstectom}^ the av¬ 
erage number of days lost before return to h’ght 
work was 22 days and before return to heaxy xx-ork 
45 days. Figure 6 again shoxxs the xxdde range of 
opinion. 

A. summary of the data rex^eals certain character¬ 
istics common to each of tlie operatix'e procedures 
included in this study. 1. A xxrde dispariy of opinion 
as to the length of the convalescent period exists 
in all physician groups. 2 Return to heaxy xx’ork in 



Fig 2 —Apparent effect of age on “penod of disabihtx” in 
male patients with hernia The middle, heaxier hne denotes 
the mean, the other h\o hnes, 95'ie confidence limits. 


APPENDECTOMY (McBnrneq) ageZ 5 


longer conx’alescence tlian that 
signified by the physicians in 
the other groups The ax'erage 
number of days lost from xvork 
after appendectomy xx’as 14 
days for hght xx'ork and 28 dax s 
for heaxy xvork (fig. 3). 

Uemorrhoidectom i/.—The 
convalescent period betxveen 
hemorrhoidectomy and return 
to xvork averaged 13 days for 
fight xx'ork and 22 days for 
heaxy xvork. Mhde x'ariation of 
opinion existed in all physician 
groups (fig 4). 

Inguinal Herniorrhaphy — 
Great x'ariation of opinion ex¬ 
isted in all physician groups in 
this study. The range for con- 
X alescence for a 50-year-old 
man xvas 1 to 10 xveeki for re- 


% 


70 _ RQiurn to light uork 



j Return to heav^ work 



- pyJeeks after oneration 


turn to fight xx'ork and 2 xx’eeks 
to 6 montlis for return to heax'y 
"ork. The average time lost 
"as 24 days for hght xx'ork and 


Fig, 3—Time lost from work after appendectomx b\ means of a McBumex incision 
in 25-}ear-old patient. These data were compiled, according to the phxsician group, 
from answers to the questionnaire shown in figure 1 sent to phjsicians. Answers gixen 
in dajs (as requested) are adiusted to nearest full week (thus 16 days would be 
recorded as two full weeks) for chartmg purposes. 
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Fig. ‘i.—Time lost from work after Jieiiiorriioidecfomy in 40-year-old patient. For 
explanation about data sec figure 3. 

(he opinion of ph}'sicfan.s' requires aippro.vimately 
Iwicc us long u postoperativ'e convailescent period 
a.s retttrn to light work. 3. Surgeons tended to re¬ 
turn their palicnCs to work somewhat earlier than 
did industrial physicians and general practitioners. 

Coinnient 

Comparison of the statistics from the Travelers 
Insurance Company witli tliose of tlie questionnaire 
survey shows a close correlation. Compare figures 3 
and 7, 4 and 8, and 5 and 9. This would suggest 
that the opinion of the respon¬ 
sible pin’sician is one of the 
major factors in determining 
die time of return to fvdl activ¬ 
ity after surgery. It must be 
pointed out, however, that 
whereas the correlation is close 
it is not exactly the same, for 
the insurance data include 
.some older age groups other 
than tho.se included in the ques¬ 
tionnaire and also there is no 
distinction in the insurance data 
between return to light work 
and to heavy work. In addi¬ 
tion, sociological and economic 
factors play a small role that is 
difficult to evaluate objectively. 

However, the fact remains 
that there is as wide a range of 
opinion in the duration of con¬ 
valescence in the uncompli¬ 
cated hypothetical cases as that 
found in insurance data. 


Physiological Factors.-U^. 
perimental evidence shous 
maximum wound strengft jj 
obtained in two to three u-eek’ 
Clinical observation by numer¬ 
ous authorities would support 
these data in dealing witii k- 
man beings." Therefore, it ap- 
pears in an uncomplicated case 
in an otherwise healthy indi¬ 
vidual that fear of disruption 
of the wound after the tbrd 
week is usually ill-founded, k 
fact, proponents of early amk- 
lation have stressed the aspect 
of earlier and improved wound 
healing as an advance of tliat 
concept. 

Francis Moore and his co- 
workers at the Peter Bent Brig¬ 
ham Hospital, Boston, have 
made numerous studies of the 
metabolic response during the 
convalescent period after sur¬ 
gery.® Figure 10 indicates is 
diagrammatic fashion that after even a major 
surgical procedure, such as resection of tire in¬ 
testine, the adrenal cortical function has returned 
to normal in approximately 8 to 10 days and that the 
nitrogen balance is normal by appro.vimately 22 to 
26 days. Studies by Hardy and Ravdin “ and Hardy, 
Ricliardson, and Dohan ^ have shown the same 
pattern of response. It appears that there are no 
measvrrable metabolic abnormalities which can e.v 
plain the long period of convalescence thought 
necessary by many surgeons and physicians. 
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Fig. 5.-Time lost from work after inguinal herniorrhaphy in 25 -year-oId male p 
For e,xplai 5 ation about data see figure 3. 
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Fig. 6.—Time lost from work after cliolecs’stectomy in 42-year-oId patient. For ex¬ 
planation about data see figure 3. 

Experience with Shorter Convalescence.—Since cystectomy is a 

there are no known metabolic abnormalities quoted in figure: 
or eiidences of wound weakness after appro.xi- 
mately tlie third postoperatii'e week in the 
uncomplicated case, it would be e.xtremel)' diflScult Data from mil 

to develop an objective measurement of suitability siderably shorter 

for rehim to preoperative activity. It appears tliat now current prr 

surgical procedui 

MEANS5 WEEKS length of surgica 

associated with 

RANGE=2TO OVER 9 WEEKS i r ,. 

SAMPLE=325 CASES 

No adequate 

TKt TMVfLas IMSUSAMCC COUPUir optimum postopi 


age 4£ days after hemorrhoidectomy. 

These figures should be con¬ 
trasted Mutli the insurance ex- 

_ perience preidously noted and 

the average hi'podietical times 
20-9 21 ?-36 indicated in me sun'ey ot 

23-a 21 12-56 physician opinion. 

21 10-49 Eiddence from other sources 

- and personal communications 

indicate a similar pattern of 

—'•-1-1— shorter total convalescence. 

One such study conducted in 
a militar^'^ installation included 
a '1% 70 individuals witli absence of 

46 a 4a 16 -iia complicabons trom a nemior- 

s o-5 42 14-105 rhaphy returned to full strenu¬ 

ous activit}' within 14 to 23 
days.'® The duties and activities 
——aO—— included routine training exer- 

12 13 OVER MTestling. A similar 

~ report is available concerning 

r-old paHent. For e\- the ciiulian population. The av¬ 

erage return after appendecto¬ 
my, herniorrhaphy, and chole¬ 
cystectomy is about one-half the average time 
quoted in figures 3, 5, and 6. 

Summary and Conclusions 

Data from military sources indicate tliat a con¬ 
siderably shortened mean convalescent period is 
now current practice follonnng specific common 
surgical procedures. This reduction in the average 
length of surgical convalescence apparently is not 
associated with adverse effects or increased inci¬ 
dence of complications. 

No adequate criteria for determination of the 
optimum postoperatix'e convalescent period have 


12 13 OVER 



been established. To help study tlie problem a 
questionnaire sun'ey was made of surgeons, in¬ 
dustrial physicians, and general practitioners 
throughout the United States. The questionnaire 

MEAN3 4WEEKS 
MODE* 3 WEEKS 
RANGE « I TO OVER 9 WEEKS 
SAMPLE *326 CASES 

DATA COUSTRT OF 
THK TBAVtLfK IMSUOAMCI COMMMT 


T.— Period of disability” after appendectomy in male 
patient. 

an empirical approach must therefore prevail. The 
armed forces * suggests that it is 
safe to return the individual to full actix'ity at 
considerably earlier periods tlian has been the gen¬ 
eral practice in the past. Col. D. S. \A^enger‘’ 
las reported recently the return to duty of Air 
orce personnel in the 20-to-29-year age group in an 
average time of 16.4 days after inguinal hemior- 
riaphy, 12.1 days after appendectomy, and 12.8 



Fig. 8. Period of disabilit}' after bemorrhoidectomy in 
male patient. 
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Fig. 9.-“Period of disability” after lierxuorrliaphy in male 
patient. 
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requested their opinion regarding the optiimiin 
time for return to work after specific uncomplicated 
operations on otherwise healthy indi\iduals. 
suits of the study showed wde variation in opinion 
among all physician groups for each of the surgical 
procedures studied. The close correlation of the 
findings of tire survey to insurance statistics reflect¬ 
ing current practice strongly suggests that physician 
opinion is die major factor for unnecessarily pro¬ 
longed surgical convalescence. 

There is evidence to indicate tiiat tire average 
length of uncomplicated surgical convalescence can 
be considerably reduced. The extent of this re¬ 
duction in postoperative convalescence time can 
be established on the basis of carefully collected 
studies of large series of surgical procedures and 
their end-results. 

36th and Spruce streets (Dr. Moss). 

We are indebted to the Travelers Insurance Company 
Hartford, Conn., for their cooperation in providing statistic .1 
data for this report. 

References 

1. Hospitalization of Men at Working Ages, Statist. Bui 
Metrop, Life Insur. Co. 37:1-4 (Feb.) 1956. 

2. Keys, A.: Deconditioning and Reconditioning in Com 
valescence, S. Clin. North America 25:442-445 (AprihWlo. 

3. Howes, E. L.; Sooy, J. W.; and H.wey, S- C.: Healing 
of Wounds as Determined by Their Tensile Strength, 

T. A. M. A. 32:42-45 (Jan. 5) 1929. r v . 

4. Randall, P., and Randall, R. J-: Effects of Wnoiis 

Methods of Treatment on ^^oiind Healing; Exper^e^ 
Study, Plast. & Reconstruct. Surg. I4:10o-117 • 

5. Moore, F. D.: Bodily Changes in Surgical Coma 

lescence-Observations and Interpretations (P"‘\ 
SSl Lecture), Ann. S„,g ia7=28MlS » 

6 . Hardy, J. D., and Ravdin, I. S-: Some PhysiogJ 
Aspects of Surgical Trauma, Ann. Surg. I36.34o 

r„,geo; Gene™,. C- 

Repo^rt of Surgeon General. Sta&to 

cine and Surgeo’. » Seeretao- of N.W, o “ 

lSr<5h"Sd"st)S', Wttnten. of Det-e, 
‘I'-Wei; aslf aetn» to Full DtU,- Following S.tTO 

■iS^s'^i'SnStlon to .Le »»- 


„„troentoroslomy in certain Wes 

S„rgio.alTre.aUne„tofPcpf^^^^^^^^^^ 

:y";?rirS:»i elders P^ents^ 

ever® the long-term ^ J p®,rtial gastrectomy. In suA ct.ej, rfter 

not compared favoia > ;„cidence of recurrent ulcer was ^ ^ procedure of gas- 

tomy and ''ogotomy, he merd „sults .uve sequelae, svhich «« 

partial gastrectomy. many ^ *e incitoee of dumpmg 

troenterostomy and following gastric same in tire two group. 

not present to "7 of 4e nuOMonal state ^^hout *^ 

dlstmhances or of ^,D., Evaluation of f epho Olee 

regardless ol a. Archives of Surgery, April. 

Tem-Vear Follow-up Study, A. 




. 165, No. 4 


ETHNOLOGIC ASPECTS OF THE ABO BLOOD GROUPS 
DISEASE ASSOCIATIONS 


327 


Joseph A. Buclavalter, M.D., James H. Turner, Leo Raterman, Robert T. Tidrick, M.D. 

and 

Lloyd A. Knowler, Ph.D., Iowa CiU- 


It has been established that statistically significant 
isociations e.xist between the ABO blood groups and 
astric cancer, peptic ulcer, and pernicious anemia, 
ess convincing e%'idence has been brought forward 
F associations in diabetes mellitus,* rheumatic fever,® 
id fracture of the hip.'’ The most important question 
Dsed by these findings is that of causalih’. Do the 
adings indicate a chance association such as would 
e found between the falling death rate from tuber- 
ilosis and the rising one from automobile accidents, 
r do they indicate a cause-and-efiFect relationship? 

The strongest eiidence against causality has been 
resented by Clarke and others.'* Sibships of duodenal 
leer patients were studied. Unaffected siblings were 
jund to have a blood-t>'pe-0 frequency similar to that 
oted for their affected brothers and sisters. If there is 
causal factor responsible for the obser\’’ed higher 
icidence of duodenal ulcer in persons udth blood type 
), a lower frequency of this blood tj'pe in unaffected 
iblings might be expected. 

The evidence in favor of causality comes from sev- 
ral sources. Data are accumulating from widely sep- 
rated geographical aieas, confirming tlie foremention- 
d associations.® Differences in ethnologic origins of the 
lopulation groups from which these data have been 
htained argue against e.xplanations based upon popu- 
ition stratification and other noncausal factors. Evi- 
lence for associations between an increasing number 
if diseases and the blood groups provides additional 
upport for causality. The finding of a similar associa- 
ion for gastric carcinoma and pernicious anemia, 
iharacterized by an increased incidence in persons 
vith blood hpe A for both disorders, in view of the 
•veil-documented relationship of these disorders, sug¬ 
gests a common causal or predisposing factor.® The 
itudies concerned with the secretion of blood group 
iubstances lend additional support for a causal rela¬ 
tionship." 

To find the answer to this question will require not 
t'nly continuation and e.xpansion of the investigations 
mentioned above but other researches designed to test 
me various hj'potheses which have been suggested. 
• lost of the data thus far reported have been obtained 
) retrospective methods. Researches based on pro¬ 
spective instead of retrospective metliods are in prog- 
^s, but, since large numbers of cases are required 
e ore the findings become conclusive, considerable 
me will be needed before they can be e.xpected to 
>16^ meaningful results. 

thJn"' l^^P^rtment of Surgew, College of Medicine, and 
sih- of Mathematics and Astronomy, State Univer- 

o'’-!, and the Homer Phillips Hospital, St. Louis. 


Statistically significant associations exist be¬ 
tween the ABO blood groups and gastric can¬ 
cer, peptic ulcer, and pernicious anemia. A 
study of the blood-type frequencies of Negro 
patients with gastric carcinoma and peptic ulcer 
showed an apparently higher incidence of gas¬ 
tric cancer in those with blood type A, and of 
peptic ulcer in those with blood type O. Only 
continuation and expansion of similar investiga¬ 
tions, as well as other research, can adequately 
test the various hypotheses suggested by these 
blood group-disease associations. 


A study of the blood-tv-pe frequencies of Negro 
patients with gastric carcinoma and peptic ulcer was 
undertaken. It was anticipated that such a study would 
prove helpful in testing the postulate of causality. 
Findings indicating no association between the ABO 
blood groups and peptic ulcer and gastric carcinoma 
in a population group wth blood-tj-pe frequencies 
quite different from those of Caucasian population 
groups would argue against causality. Findings indi¬ 
cating associations would support the postidate of 
causality. 

Materials and Methods 

Data were obtained by review of the case records 
of patients seen at the University of Iowa and Homer 
Phillips hospitals from 1941 to and including 1956. In 
order to insure uniformity of the methods employed- 
all the records were reviewed and the data selected 
and collected by the authors. .Aside from race, di¬ 
agnosis and blood tj'pe were the only two factors 
determining the selection of cases. Onl\' cases with his¬ 
tological diagnoses were included in the gastric car¬ 
cinoma group. In more than 75Tc of the cases, the 
diagnosis of peptic ulcer was established at the time 
of surgerj'. The remaining patients had convincing 
clinical histories and radiologic evidence of peptic 
ulcer. These rigid diagnostic criteria, essential to the 
v'alidity of this study, necessarily meant exclusion of 
many cases of undoubted but unoperated upon gastric 
carcinoma and tlie majority of the patients indicated 
in the diagnostic files of the record rooms as having 
peptic ulcer. Two lumdred sLxty-three cases were se¬ 
lected for study. 

Consecutive blood donors at the Homer Phillips 
Hospital were used as controls. Disease-free relatives 
and friends of the patients having the same ethnic and 
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cultural background would seem to provide a repre- 
sentatis'e sample of the normal population from which 
the patients came. No professional donors were in¬ 
cluded. 

The blood-type frequencies observed in the patient 
and control groups were compared. Differences in the 
blood-tjqje frequencies of the two groups were exam¬ 
ined for statistical significance by the chi-square and 
difference in percentages methods. Of the 11 possible 
combinations of the data, comparisons involving the 
four t>'pes (O, A, B, AB) and those involving just two 
types (O, A) proved to be the most informative. Only 
the results of the analyses of these two comparisons 
will be reported. The differences observed between the 
blood-type frequencies in patients with peptic ulcer 
and gastric carcinoma were examined for statistical sig¬ 
nificance in the same way. Considerations relating to 
collection and analysis of the data have been previous¬ 
ly described in detail.’ 

Results 

in table 1 are recorded the numbers and percentages 
of the two patient and blood donor groups with each 
blood type. Observe the higher frequency of blood 
type A in patients witli gastric carcinoma and die 
lower frequency of types O, B, and AB, as compared 


Tahli: 1.—Numbers ami Percentages of Negro Patients and 
Controls (Blood Donors) with Each Blood Type 



Blootl Typo 

No. 

% 

I 

0 

■10 

44.4 

Gii“trJc tiirtinomn . J 

00 1 

.1 

13 

31 

17 

34.0 

18.9 

1 

, AB 

o 

2.2 

TDtrtl . 


90 

100.0 

1 

r 0 

97 

50.1 

Peptic ulcer . J 

173 

I A 

44 

29 

27.4 

i ® 

10.7 

L AB 

3 

1.8 


r 0 

173 

3,304 

100.0 

49.1 


1 A 

1,780 

20.5 



1 , 3.72 

20.1 


L AD 

2SG 

4.3 



0,722 

100.0 


with the controls. However, when the 0, A and O, A, 
B AB comparisons are made and the differences exam¬ 
ined for statistical significance, 0.10< p in each in¬ 
stance, indicating no statistical significance. In patients 
with peptic ulcer, note the higher frequency of blood 
type O and lower frequency of A, B, and AB. Again, 
Ihcn the O, A and O, A. B, AB diSevences ate etan.- 
ined tor statistical signiftcance, 0.10< p. Now compare 
the blood-type frequencies 

orouns For the 0, A differences, 0.05< p <0.10, m 
eating borderline statistical significance analysts of 
the O A B AB comparisons gives 0.10< p. 

In tabie 2 are recorded the blood-type percentages 
n„ dSe^ces in percentages from the controls for 
"io "casi n patients with gastric cancer and 
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peptic ulcer (Caucasian controls [blood donors !455 
type O; 41.6%, A; 9.0%, B, and 3.6%, AB). TliemJ 
important point to note is the difference in percent 
from the controls of the same magnitude of blood hi 
A in Negro and white patients witli gastric carcinoi 
and of blood tj^pe 0 for both groups with peptic u!e 

Comment 

The most important findings are the increased ki- 
dence of gastric carcinoma in persons with blood bpe 
A and increased incidence of peptic ulcer in person 
with blood type O in the Negro race, increases of fe 


Table 2.—Percentage and Difference in Percentage for Eech 
Type in Caucasian and Negro Controls (Blood 
Donors) and Patients 


Gnstrle carcinoma 
Cauensian . 


Xcero 


Peptic ulcer 
Caucasian 


Negro 


Blood 

Patients, 

DideraM hi 

Type 

% 

from ContiO 

0 

42.2 

—36 

A 

45.8 

+42 

B 

9.2 

+02 

AB 

2.8 

-OS 

0 

44.4 

-4.; 

A 

34.3 

+SI) 

B 

18.9 

-1.2 

AB 

2.2 

-11 

0 

53.5 

+7.7 

A 

36.9 

-47 

B 

7.3 

-17 

AB 

2.3 

-13 

0 

56.1 

+70 

A 

23.4 

-1.1 

B 

16.7 

-31 

AB 

1.8 

-Ji 


same magnitude as diose found for the Caucasian ra( 
It is possible, perhaps reasonable to expect, but c 
not be categorically stated, tliat, if sufficient numb 
of cases had been available, similar levels of statistit 
significance would have been observed for ffie diw 
ences observed in Negroes and Caucasians (for Cs 
casians—gasti-ic carcinoma 0.01<p<0.02, peptic ub 
p<0.001). To answer this question, more data m 
be obtained (probably more than 1,000 cases of ea 
type of lesion). Since it is unlikely that one invei 
gator will have access to such a volume of data, it« 
be desirable to be able to combine smaller senes. 
purpose of analysis. This wll be practical only d 
investigator adheres to the simple but vital requ' 
ment concerning unequivocal diagnoses and accur. 

blood type. . , 

It is of interest to examine the data m anot he 
as suggested by Morton,® employing the methoc 
::ribefby WooV For example, the mlafive-to 
of gastric carcinoma in Negro patients 
type A as compared with the incidence in 
other blood types is determined L ,ib, 

l_patients, 31 with A and 59 0; B 

compared with Negro controls, 1,780 vit 
with O, B, and AB. Relative incidence: (31 X 
^(59X1780)=1A6. 
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t is convenient to set up tlie data on gastric car- 
bma in tabular form thus: 

Relative 

Patients Controls Incidence 

,,- ^ -, in 

\ O+B+AB A O-fB-I-AB Group A X* 

. 31 59 1,7S0 4,942 1.458 2.6SC 

;asian"410 492 2,625 3,653 1.1S7 4.909 

Chi-square Analysis 
Deareos of Preedora X* p 

Association ....... 1 6.^3 <0.01 

Heterogeneity 

between races .. 1 1.107 not significant 

he data on peptic ulcer can be set up in tabular 
fi thus: 

Relative 

Patients Controls Incidence 

, -'■-s/-^^, in 

0 A4-B-fAB O A+B-l-AB Group O X* 

). 97 76 3,304 3,418 1.320 3.276 

aMan. 953 S.V5 2,S92 3,421 1.3.5S 20.475 

Chi-square Analysis 
Degrees of Freedom X* P 

Association . 1 23.418 < 0.001 

Heterogeneity 

between races .. 1 0.3.33 not significant 

[ote, as until the previous method of analysis, the 
square value indicates no significance for the 
jro carcinoma or ulcer data. However, if tlie Negro 
Caucasian data are pooled, which seems justified 
;e no eridence of heterogeneity between the races 
i found, both associations appear significant, 
t is to he remembered that 90% of American Ne- 
es are part white, Indian, etc. However, a similar 
ence of pure ethnic character obtains for Cau- 
ian population groups who have provided the data 
previous studies in this field, Boyd found the 
owing blood-type frequencies in New' York Ameri- 
_Negroes: type O, 48.1%; A, 26.4%; B, 22.8%; AB, 
io. The agreement wdth the blood-type frequencies 
erved in the St. Louis Negro blood donor group is 
close as that found in the Caucasian population in 
erent areas of tlie United States. It is apparent that 
e ethnic populations w'ould provide tlie most signifi- 
it data. Unfortunately, although such populations do 
it, their primitive waj' of life, w’hich would make 
lifficult to obtain suflScient numbers of accurately 
gnosed cases, has seemingly presented an insur- 
untable obstacle to interested investigators to date. 


The small number of cases in this study (lol duo¬ 
denal ulcer, 14 gastric ulcer, and 8 duodenal and gas¬ 
tric ulcers) precluded meaningful e.xamination of the 
possible differences related to the location of the ulcer. 
In our previous investigations, no significant differ¬ 
ences related to the kind of ulcer were found."’ 

Summary 

A study of 263 Negro patients show'ed an apparent¬ 
ly higher incidence of gastric cancer in those wth 
blood type A and of peptic ulcer in those wfh blood 
ty-pe O. Although these data are statistically equivocal, 
they provide support for the causal nature of the pre¬ 
viously described association of tire ABO blood groups 
to gastric cancer and peptic ulcer. 

Department of Surgery, University Hospitals (Dr. Buck- 
waiter). 

Tb-is. studv vv?.s, aided by gra-wts. ftow. the American Cancer 
Society and the U. S. Public Health Ser\’ice. 
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Kheumatic Fever.—In the absence of a specific cure for rheumatic fever, there are many thera¬ 
peutic measures which reduce the severity of the acute attack and improve the patient’s chances 
for recovery and longevity. Prompt eradication of Group A streptococci and continuous pro- 
phyla.xis against subsequent infection with this organism is perhaps the most important single 
measure. Also helpful, how'ever, is adequate suppression of the inflammatory' process with 
eitlier salicyiates, the adrenal cortical hormones, or both. The least such therapy' does is to 
improve the patient’s general condition and reduce the to.xic manifestations of the disease that 
can be harmful and dangerous to the patient with severe carditis. Tlie exidence for a modifying 
effect of tlie antirheumatic agents upon ultimate cardiac damage is equivocal but suggestive. 
Tlie proper control of side-effects of treatment, careful treatment of heart failure with digi¬ 
talis and diuretics, and the management of the patient’s activity are all important supportix'e 
measures. Under such management the prognosis for the patient with acute rheumatic fever 
has been improxing steadily.—G. H. Stollerman, M.D., Rheumatic Fex'er, A. j\I. A. Archives of 
Interna] Medicine, August, 1956. 
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ORALLY ADMINISTERED PHYTONADIONE IN BISHYDRnvv 

COUMARIN-INDUCED HYPOPROThSJmi™ 


Milton Shoshkcs, M.D., Bernard Robins, M.D. 
and 


Gabriel Yelin, M.D., Newark, N, J. 


At the present time, there are 10 inclividual drugs 
capable of inducing liypoprothrombinemia available 
for use in the treatment of tliromboembolic diseases ’ 
These compounds are generally classiBed as either 
coumarin or indandione derivatives. Though they 
v-arv' somewhat in speed and duration of effect, their 
pharmacological effect is identical, in that they all 
dccicasc tlic activity of the circulating prothrombin 
complex. Oil-soluble phytonadione (vitamin K,) is 
the most cflcctivc antidote to every known coumarin 
and indandione derivative.- This antidotal quality is 
in maikcd contrast to that of the synthetic water- 
soluble naphthoquinones whose abilitv to reverse the 
effect of these compounds was found disappointing 
and inconstant.'' 

In the United States, phytonadione in emulsified 
form has been used, until recent years, almost e.xclu- 
si\-cly in parenteral injection as an antagonist to these 
anticoagulant drugs. It is used, particularly, when a 
dangerous increase of the prothrombin time e.vists, 
threatening or actually inducing bleeding phenomena, 
or when the anticoagulant effect must be ended quick¬ 
ly. Such a situation might exist if a surgical complica¬ 
tion appeared in the midst of anticoagulant therapy. 
In these situations, phytonadione usually has been 
administered by the intravenous route. Its innocu- 
onsness, despite many hundreds of tests, is manifested 
b}' only a single rei^orted serious reaction.' This was 
a severe, but fortunately nonfatal, hemolytic reaction 
after a single 100-mg. dose of the emulsion. 

However, the intra\'enous route of administration 
of any medicament is always the least safe of the 
available routes. Shoshkcs and Perelman ® investigated 
the feasibility of using the intramuscular route of in¬ 
jection of this emulsion in patients who had received 
bishydroxycoumarin (Dicumarol). They found that 
the intramuscular injections had unpredictable effects 
and that the ai'erage change in prothrombin time did 
not vary greatly from that in the controls. This con¬ 
trasted with the desired reduction in prothrombin 
time usually obtained within 8 to 24 hours after the 
intravenous injection of the same dosage in the same 
patients. 

The effectiveness of the oral route of administration 
of ph)'tonadione has been under intermittent investiga¬ 
tion since Fuller and Barker" reported a good recovery 
of the prothrombin time when they administered 
500 mg. of phytonadione by mouth to counter a 


From the departments of medicine and laboratories of the 
Beth Israel Hospital. 


Oil-soluble phytonadione (vitamin Ki) is h 
most effective antidote to every known cou¬ 
marin and indandione derivative. While a dess 
of 10 mg. given orally is as effective as )00 
mg. by vein over an eight-hour observation 
period, the physician must not be lulled into 
feeling confident that normal clotting mecfionism 
has been produced. Despite the observed po¬ 
tency of phytonadione, the irregularity of ths 
response to the drug, either orally or iniraven- ] 
ously administered, is puzzling. Determinations J 
of prothrombin time must be repeated at fre- ■ 
quenf intervals, and phytonadione should be re- i 
administered if a reversal of prothrombin time 
is not obtained. When such circumstances do 
occur, whole blood transfusions are indicated. 


bishydroxycoumarin-induced hypoprothrombinem': 
Otlier early workers have used dosages ranging fro- 
250 to 1,000 mg.” with good effect as well. Howeit: 
after further e.xperience with tin's potent vitamin, !l 
recommended dosage has been reduced to a poirj 
where \Vright ® suggests the use of 10 to 50 mg. ( 
the emulsion administered in food as an effects 
antidote to an inadvertent overdosage of any ol A 
coumarin or indandione-tyqie compounds, He k 
found tliat excessively increased prothrombin lie'‘ 
will return to safe levels witliin tliree to six horns ar 
tliat a dosage of more than 50 mg. of phytonadionci 
rarely advisable in tliat an overdosage might lenfl' 
the patient resistant to furdier treatment with 
original anticoagulant drug. 

There is now available a tablet (Mephyton) 
taining 5 mg. of active phytonadione in a stable a?; 
easily dispensable form. Theoretically, this sWii- 
make oral tlierapy tlie method of choice, if om) ^ 
convenience. Cosgriff ” evaluated the effect o ® _ 
of 2.5 to 20 mg. dispensed via tablets in 75 ' 

Avith excessively increased prothrombin times P' 
duced by di-ugs. He established a WOthro fint 
of 35 seconds or less as a limit for safe prf 
penic therapy; he obtained such safe levels m 
his patients within 12 hours and in 98%, nithm- 

However, it has been our oum hospital 

reported in a recent survey of .fg fiem*: 

of acute myocardial infarction, tliat 


cases 
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agic complications of bishydro.xjmoumarin therapy 
''>re not necessarily related to the prothrombin time 
'/els. In all of tlie cases of hemorrhage complicating 
;hvdroxycoumarin tlierapy, none of the prothrombin 
nes in question were under the supposedly safe level 
10%. It has been our personal practice in treating 
ch drug-induced bleeding manifestations, therefore, 
fi.\ a protlirombin time of 50% or more as tlie anti- 
morrhagic inde.w With tliese thoughts in mind, an 
,wugcition of the effectiveness of the tablets of 
ivtonadione in bishyro.wcoumarin-induced hypo- 
~otlirombinemia was begun. 

' ' Investigation of Effectiveness of Phytonadione 

f.Method—The study included 30 adults who all had 
.! ien under anticoa^ant therapy xs-ith use of bis- 
...’dro.xycoumarin. TwenU'-eight had been hospitahzed 


iio MS.VIT. K, 


o-o23 fAS.VIT. K, 

D - c50 MS.VIT. K, 



5 10 15 20 25 

HOU^ VITAMIN K, ADMINISTRATION 


Response of bishydro.xycoumarin (Dicumarol)-induced h>'po- 
■ rothrombinemia to orally administered phytonadione (vitamin 

• i). 

-or the treatment of acute myocardial infarction and 
-wo for acute thrombophlebitis of an e.xtremity. Blood 
orothrombin time determinations were obtained daily 
'ind maintained at levels of 10 to 40%. On the con- 
■'.'luding day of tlierapy with bishydro.xycoumarin, 
-isually after weeks of stabilized protlirombin time 
evels, the phjionadione tablets were given orally in 
■loses of 10, 25, and 50 mg., respectively, to tliree 
.'groups of 10 patients each. Determinations of their 
;pro|]irombin times were made just prior to the ad¬ 
ministration of the phytonadione, then, 1, 2, 4, S, and 
I-I hours subsequent to this time. No bishydro.x}'- 
;Coiimarin was administered during or after this pro¬ 
cedure. O.xalated blood was used throughout, and the 
-prothrombin times were determined by tlie Link- 
; lapiro modification of tlie Quick test, using a stable 
;S 0 ution of thromboplastin derived from fresh brain 
-and lung tissue (Solu-Plastin). 

•tb "^^ae results of the e.xperiment are showm in 

; e fagures. Tlie control prothrombin times in seconds 
are used as tlie base-line values, and tlie mean devda- 
l°o^ these values at the observations made after 
tin"' hours are plotted as negativ'e deflec- 

' rp<!'u control point. A statistical analysis of the 

u IS recorded hi table 1. In a statistical compari¬ 


son betvv'een tlie mean vmlues for each hour recorded, 
no significant difference between the effectiveness of 
the various doses was discernible. Though there is a 
trend to a lower fall in the prothrombin time at 24 
hours after a dose of 50 mg. of phytonadione has been 
given, the calculation of the standard error of the 
mean rev'eals a possibihtv’’ of one out of three that this 
is a chance variation. Further analysis of these sub¬ 
jects shovv'ed that only 5 of the 10 patients in the 
group given doses of 10 mg., 9 out of the 10 giv'en 
doses of 25 mg., and 5 of the 10 given doses of 50 mg. 
attained a lev'el of over 50% in prothrombin time in 
24 hours. 

There was a marked similaritv’’ in response in all 
dosage ranges. The first detectable effect of phytona¬ 
dione is seen certainly wnthin two hours after its ad¬ 
ministration, vvdth increasing evidence of its potent 
antagonism toward the bishydro.vv'coumarin with each 
time interv'al observ'ed. Up to Ae eight-hour lev'el, 
there is no difference in either speed or effectiv'eness 
of response to any of the dosages of phytonadione used. 
The 24-hour observ'ati'on, hovv'ever, points to a definite 
trend of a more effectiv'e fall of the prothrombin time 
with tlie doses higher than 10 mg. Though the statisti¬ 
cally significant calculations do not conclusively rule 
out the possibihties of this being a chance observ'ation, 
there is a larger return tovv’ard normal prothrombin 
time after the 25-or-50-mg. doses hav'e been given. 

Comment 

A comparison of the effect of the orally administered 
doses with the effect of doses of 100 mg. of tlie emulsi¬ 
fied phytonadione administered intravenously ® show's 
a surprising similarity’ in the rate and adequacy' of the 
recov'ery' of the prothrombin time. As small a dose as 
10 mg. in tablet form is as effectiv'e as the 100-mg. 


Table 1.—Response of Bishydwxijcoumarin (Dicumarol)-indiiced 
Hypoprothrombinemia to Orally Administered Phytonadione 



10 Mg. 

25 

Mg 

30 Mg. 

Time 

3Iean 

Standard 

Mean 

V" 

standard 

Mean 

Standard 

Id 

FaU 

Deviation 

Fan 

I)e\iation 

Fall 

Deviation 

Hr. 

*n Sec. 

of 3IeaQ 

in Sec. 

of Mean 

in Sec. 

of Mean 

1 

2.6 

2-1 

1.0 

1.5 

2 5 

l.S 

2 

3.1 

2.S 

1.6 

1.0 

3.3 

2.0 

4 

4.2 

26 

2.2 

2.5 

4.6 

2.4 

8 

5.5 

3.9 

5.0 

3.1 

S.5 

3.3 

24 

7.4 

4.7 

12,9 

5 4 

16 0 

5J 


dose by vein over the eight-hour observations and is 
practically as potent after 24 hours. Yet, despite the 
obv'ious potency of phy’tonadione in reversing bishy- 
dro.xy’coumarin-induced hy'poprotlirombinemia, the ir¬ 
regularity' of the response to either orally' or 
intravenously administered phy'tonadione is puzzling. 
Tliere vv’as no uniformity' in either of these series 
studied. Up to 50% of the patients studied after either 
oral or intravenous dosage failed to reach a pro¬ 
thrombin time of 50% or higher in 24 hours. These 
patients did not possess obv'ious impairment of func¬ 
tion of the liver or kidney's, nor were they in sev'ere 
and protracted congestiv’e failure vv’hich could possi- 
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bh^ produce a refractory increase in protlirombin 
times pie ansii^er to tliis problem must await the 
kmowledge of the mechanism of acHon of the coumarin 
drup upon tlie protlirombin complex and the function 
of pbytonadione in tliis reaction. Tliis does empliasize 
tlie need for close observation of the patient who has 
been gi\'en pliytonadione to counter an anticoagulant 
drug. 

After the physician has administered pliytonadione, 
a false sense of security may lull him into feeling 
confident that a normal clotting mechanism has been 
produced when, actually, the prothi'ombin time may 
be little changed by a dosage that has usually been 
eifective in his hands. Determinations of prothrombin 
time must be repeated at frequent intervals and 
pliytonadione should be readministered if a reversal of 
prothrombin time is not obtained. If this reversal is 
not forthcoming, whole blood transfusions are indi¬ 
cated. The availability of heparin for reinstituting 
anticoagulant therapy should alleviate any concern of 
inducing a state of resistance to the original coumarin 
or indandione drug. 

Gamble and his co-workers,^’ as well as Toohey," 
liaA-e suggested general courses to follow in treating tlie 
effects of the inadvertent overdosage of the coumarin 
and indandione drugs. Tlie availability of an effective 

Tauli: 2.—Sui’gcstc(I Dosages and Routes of Administration of 
Pliytonadione in Antagonizing Induced Hijyoprothrombincmia 

Phytonncllonc Dosage 


Uoniorrliairlc 

Plioiioincna 

Protlirombin r- 
Time Jvovcl*?, 

% 

Amount, 

Mr 

- 

Itoutc 

Frctiucner, 

Hr 

None 

I.C'S titan j 

10 

Oral 

24 

Minor 

l,c«« Itiaii 30 

23 

Oral or 

Intrai cnou' 

8 

Major 

I.ec' than .">0 

30 

Intravenous 

4 


tablet for oral use has simplified this treatment and 
we present in table 2 a general outline of phytonadi- 
one therapy, sufficient to handle the usual situations 
encountered. The oral dose of 10 mg. is recommended 
as treatment for excessive induced hypoprothrombi- 
nemia without hemorrhagic phenomena. When minor 
hemorrhagic phenomena occur, such as microscopic 
hematuria or subcutaneous ecchymosis, a dose of 25 
mg. is given by mouth if the patient is in good condi¬ 
tion, or by vein if gastrointestinal function or ab¬ 
sorption has been impaired by disease. This higher 
dosage is to insure the reversal of the prothrombin 
time to at least 50% of normal since the coagulation 
defect is not necessarily in mathematical relationship 
to the level of prothrombin. Such doses should be 
repeated at eight-hour intervals if the reversal of 
prothrombin time has not been obtained. 

With major and life-tlireatening bleeding episodes, 
a dose of 50 mg. of emulsified pliytonadione by vein 
is indicated; repetition every four hours, as deemed 
necessary by repeated determinations of prothrombin 
time is lecommended. H a reversal of the induced 
hypoprothrombinemia is not speedfiy apparent, trans- 
kisfons should bo resorted to. There ^^ems If ^ 
reason to avoid the intravenous use of tins drug m 


PHYTONADIONE-SHOSHKES ET AL. tax, 
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view of the wide experience confirming its safe,!- 
such administration. In urgent situations, thesd^ 
of the hemorrhage sustained by the patient 
interfere with tlie speed and completeness okf 
absoiphon of an orally administered dose, andnrecr 
time may be wasted in sueh a mode of therapv. \h 
successfully reversing each of the above hemonlia^ 
situations, if the anticoagulant therapy is fo be 
stituted, heparin can readily tide the patient overim- 
an adequate increase of the prothrombin time 
reached again. 

Summary 

A quantitative comparison between the effecthene 
of doses of 10, 25, and 50 mg. of pbytonadione (nt 
min K,) administered orally in tablet form to sepaia 
groups of 10 persons each, rendered hjiioprothro- 
binemic by bishydroxycoumarin (Dicumarol), sboi 
a similar effectiveness of all dosages in reducing ll 
increased prothrombin times at intervals of 1, 2, 
and 8 hours after administration. At 24 hours afl 
administration, the 10-mg. dose was somewhat If 
effective than the higher dosages. Tlie effectiveness 
orally administered and intiavenously injected pre 
arations are similar in all respects. Using 50% pi 
thrombin times as the index of return to a nom 
coagulation mechanism, only 5 of the 10 patiei 
given doses of 10 mg., 9 of the 10 given doses of 
mg., and 5 of tlie 10 given doses of 50 mg. returned 
normal in 24 hours. This failure emphasizes the no 
for repeated observations of the protlirombin time 
the treatment of inadvertent overdosage of dm 
induced hypoprothrombinemia. In treating such dru 
induced hjqioprotlirombinemia, oral administration 
pliytonadione is the method of choice in all but t 
most urgent situations. 


505 Elizabeth Ave. (8) (Dr. Shoshkes). 
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AZACYCLONOL (FRENQUEL) HYDROCHLORIDE IN THE 
TREATMENT OF CHRONIC SCHIZOPHRENIA 

A DOUBLE-BLIND, CONTROLLED STUDY 

Theodore M. Odland, M.D., Norwich, Conn. 


The purpose of this stud)' is to evaluate die effect 
of azacyclonol (Frenquel) hydrochloride dierapy in 
chronic schizophrenia with respect to delusions, hal¬ 
lucinations, ideas of reference, and behaxior. Previous 
-investigators have e.xamined the pharmacological ac- 
■ tion and significance of this drug.' The animal studies 
have included those of the rabbit, mouse, rat, cat, dog, 
: and fish.' Uncontrolled studies have indicated bene- 
cial results in patients with schizophrenia and dehrium 
tremens." Other studies have compared the results of 
azacyclonol therapy alone and in combination with 
reserpine, chlorpromazine hydrochloride, and electro¬ 
shock.^ Prior double-blind studies include one with 40 
moderately disturbed psychotic patients," anotlier with 
W psychotic female patients,® and a third with 350 
psychotic patients.' 

In this study, 171 psychotic patients with chronic 
) schizoplirenic reactions w’ere ti'eated for a period of 

12 weeks, divided into three consecutive treatment 
periods of 4 w'eeks each. These patients had been 
mentally ill for from 1 to 33 years w'ith an average of 

13 years. They had been hospitalized continuously in 
6 state mental hospital for from 1 to 27 years with an 
userage of 10 \-ears. Their ages ranged from 17 to 59 
)ears with an average of 41 years. Of these, 130 w’ere 
uomen and 41 were men. They w’ere all residents of 
t le continued treatment service of the Norxxich State 


Exit™™ State Hospital. Dr. Odland is now at the 

' ™ “^unsyKania Psychiatric Institute, Philadelphia. 

Connecticut District Branch of the American 
Feb Undercliff Hospital, Meriden, Conn., 


Therapeutic changes most frequently ob¬ 
served in patients taking azacyclonol hydro¬ 
chloride were disappearance of hallucinations 
and lessening or disappearance of delusions, 
false ideas of reference, assaultiveness, agita¬ 
tion, and seclusiveness. Azacyclonol can be 
said to have a statistically significant effect in 
that 61 patients improved after drug therapy 
as opposed to 28 after use of the placebo. 
There were no untoward reactions attributable 
to the use of azacyclonol. 


Hospital, Norwich, Conn. Previous treatment had in¬ 
cluded varying combinations of electroshock, insnh'n 
coma, chlorpromazine, and reserpine therapy. 

Prior to treatment, the patients w'ere selected by the 
ward psychiatrists w'ho filled out a form for each pa¬ 
tient indicating the name, age, se.v, duration of illness, 
duration of continuous hospitalization, t)'pe of schizo¬ 
phrenic reaction, ty^pe of delusions, presence or ab¬ 
sence of ideas of reference, t)q)es of hallucinations, 
and behavior pattern. Tw^o equivalent groups (group 
I and group II w'ere formed by employing the in¬ 
formation on the w'ard psx'chiatrists’ forms. Group I 
received azacyclonol (100 mg. once daily', five day^ 
w'eekly') the first four wrecks, a placebo (identical to 
azacyclonol in size, color, and shape) the second four 
W’eeks, and azacyclonol the third four weeks. Group 11 
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received a placebo the first four weeks, azacyclonol 
the second four weeks, and a lilacebo the third four 
weeks. 

The pharmacist prepared, for each patient, a bottle 
that held just enough tablets for four weeks. Phy¬ 
sicians and nurses were told that some of their patients 
would receive azacyclonol and some a placebo, but 
they were not told that there would be reversals of the 
groups at four weeks and again at eight weeks. Pa¬ 
tients were told only that they were receiving a new 
medicament. The use of all other medicaments was 
discontinued the day before this project started; the 
only extra medicament whose use was allowed 
throughout the 12-wcck period was paraldehyde as 
needed for sedation of very disturbed patients. 
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Nursinc supervisors made weekly written r eports on 
chiatrists made written previously); 
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delusions, ideas of „,ose changes most 

and scelusiveness. Cot'® * ^ ^,a„lBed worse 


J.A.M.A., Sept. 2S, 


were classified unchanged actually showed so- 
changes but only of a minor degree. There were r- 
untoward reactions attributable to the use of azn. 
clonol. 

Improvement (see figure) in relation to azacvclor-' 
therapy is indicated in group I by categories 1, 2,3,; 

6, 13, and 18 and in group II by categories 11,15, \] 

20, 24, and 26. Improvement in relation to use of ll, 
placebo is indicated in group I by categories 11,15 
17, 20, 24, and 26 and in group II by categories 1 ,1 
3, 4, 6, 13, and 18. Changes with no particular rch 
tionship to the use of azacyclonol or placebo are in- 
dicatecl in group I and in group II by categories 5,1, 

8, 9, 22, 23, and 27. 

Deterioration in relation to azacyclonol therap) b 
indicated in group I by categories 14, 19, 21, and 25 
and in group II by categories 12 and 16. Deterioration 
in relation to use of the placebo is indicated in group 
I bv categories 12 and 16 and in group II by cate¬ 
gories 14, 19, 21, and 25. Patients who remainel 
essentially unchanged are indicated by categor)’ 10 

In tabulating the above information (see tabid 
sevei'al interesting facts become apparent. After azac\ 
clonol therapy', 61 patients improved and 11 hecam 
worse. After use of the placebo, 28 patients improreu j 
and 8 became worse. Changes with no particular re¬ 
lation to use of azacy'clonol or placebo occurred in 2 
patients and 38 patients remained essentially iin- 


Of those patients improved after azacyclonol llicr- 
apy, the average age was 40 years with a range o r 
to 55 years. The average duration of illness was 1 
years with a range of 1 to 28. The average diiration 
continuous hospitalization was 8 years with a ra ^ 
nf 1 to 23. Of these 61 patients, 11 were men anri^J 


were women. 
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.izacyclonol therapy in group I (ei^t weeks of *er- 
inv) and 24 improved in group II (four weeks of 
herapy) suggests that improvement is a function ot 

he duration of therapy. , j. . l 

Considering the fact that acute mental disturbances 
-uch as delirium tremens and psychoses induced uuth 
-vsergic acid diethvlamide (LSD) respond within hours 
to azacj'clonol tlierapy, it seems logical to postulate 
that chronic mental disturbances would require a 
-longer term of therapy and perhaps higher dosages. 
Further research along these lines as well as bio- 
-heimcal and physiological studies will be required to 
define the exact role of azacyclonol in our therapeutic 
armamentarium, but it is my opinion that it has 
a place. 

Summary 

A double-blind, controlled study was conducted 
'witli 171 chronic schizophrenic patients to determine 
the effect of azacyclonol (Frenquel) hydrochloride in 
terms of changes in delusions, ideas of reference, hal¬ 
lucinations, and behawor. Analysis of the data ob¬ 
tained shows that azacyclonol has a statistically 
' significant effect (p=0.0003) in causing the disappear- 
‘ ance of hallucinations and tlie lessening or disappear- 

■ ance of delusions, ideas of reference, assaultive¬ 
ness, agitation, and seclusiveness. The data also sug- 

'gest tliat improvement in relation to azacyclonol 

■ therapy is a function of the duration of tlierapy. 

The other members of tire research team that conducted this 
.study were ward psychiatrists Eloise B. Peterson, M.D., Anna 
. L. Smith, i\f.D., and Olga Steinicke, M.D.; a pharmacist; and 
- four nurse supersisors. 
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CERVICAL RIB AND THROMBOSIS OF THE SUBCLA\TAN ARTERY 

Henry' A. Shenldn, M.D., Philadelphia 


Tlirombosis of the subclavian artery as the result of 
cert’ical rib compression, in most reported instances, 
leads to at least some degree of permanent disability' 
in tlie involved extremity'. Schein, Haimowei, and 
Young * could find only 30 reported cases in die 
literature, and, of these patients, 11 suffered a loss of 
a phalaav, 2 required a major upper e.xtremity' ampu¬ 
tation, and 3 suffered a hemiplegia from e.xtension of 
die thrombosis into the common carotid artery'. They 
further reported that onset of subclax'ian thrombosis 
is most frequently abrupt, often following a single, 
apparently minor trauma to the vessel occasioned by 


Three patients suffered a subclavian arterial 
thrombosis as a complication of a mild cervical 
rib syndrome. All three patients had had only 
mild symptoms for several years preceding the 
thrombosis. The thrombosis occurred without 
premonitory increase in symptoms. Surgical in¬ 
tervention should be advised as a prophylactic 
as well as therapeutic measure whenever a 
cervical rib produces even mild symptoms and 
arterial compression in some position can be 
demonstrated. 


From the Albert Einstein Medical Center and Graduate 
Hospital. 
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siremwm acHvit^^ Despite this, conservative treatment 
of a cervical nb syndrome is generally recommended 
when symptoms are mild.“ 

Recent experiences with tliree patients who suffered 
a subclavian arterial thrombosis complicating a mild 
cervica rib syndrome suggest that indications for 
surgical decompression of the subclavian artery in the 
presence of a cervical rib should be broadened. All 
tliree patients had mild symptoms, noted over a period 
of years, and all appeared to be doing well on the 
conser\-a(i\'e advice of competent specialists. 

Report of Cases 

Casi; l.-On Oct. 21, 1953, a 47-year-old, right-handed tool¬ 
maker was admitted to the Graduate Hospital. In 1950, while 
c.irrj’ing a cot over Ids' head, he had noticed a tingling pain in 
his right ann that lasted for only a minute or two and caused 
the ann to be weak. Eight months later, while polishing the 
roof of his car, In's right arm became so sore and weak that he 
had to stop. He consulted a physician and then a surgeon and 
he was told he had an extra rib but that, sinee his symptoms 
were relatively mild, conscrx'ative treatment was recommended. 
Ho was in.stnictcd to sleep with pillows beneath his shoulders 
and not to raise his anns ox'cr his head. 

For four months prior to admission to the hospital the pa¬ 
tient had noticed tingling and weakness of the right forearm. 
In addition the fingers of tlie rigiit hand were seen to bland) 
whcncs’cr e.vposcd to cold. There were no symptoms except 
xvhen the extremity was used, but he was unable to continue 
on his job. 

Examination revealed no arterial pulsations in tlie right upper 
extremity. The blood pressure in the left upper extremity was 
140/GO mm. Hg. The right forearm and hand were cooler than 
the left. Bony hard masses were present in the inferior aspect 
of the supraclavdcular triangle bilaterally. Arterial pulsations 
ss'cre palpable .superficial to these masses. 

On the day after admission the patient was seen by Dr. 
Samuel Lisker, xs'ho confirmed the above findings and further 
noted the absence of oscillometric readings in the right arm 
or forcann. Dr. Lisker performed a right stellate ganglion block, 
which resulted in immediate increase of warmth in the right 
upper extremity. The diagnosis was made of subclavian arterj' 
thrombosis due to compression caused by a cervical rib. Ex¬ 
ploration and decompression of tlie x'essel was recommended. 

If restoration of circulation through the subclavian artery could 
not be accompli.shed, Dr. Lisker recommended upper thoracic 
sj-mpathectomy to aid the collateral circulation. X-ray examina¬ 
tion of the chest revealed bilateral complete sexenth cervical 
ribs. 

On Oct. 28, 1953, the patient xvas operated upon, and pulsa¬ 
tions in the subclavian artery were seen to stop under the 
scalene muscle. The muscle was sectioned, the artery xvas 
opened, and a firm thrombus xvas removed. A good floxv of 
blood resulted from both proximal and distal portions of the 
arter>'. Upon repair of the artery good pulsations xvere noted 
in the subclavian and axillary vessels. Despite this, no pulsa¬ 
tions xx'cre palpated beloxv this lex'el. An upper thoracic symp.i- 
thectomy including the stellate, second, and third thoracic 
ganglions xvas performed. There appeared to be considerable 
improvement in the circulation of the extremity after sympa¬ 
thectomy, and after several weeks the patient xx-as able m return 
to his former occupation. Three years after operation his improve¬ 
ment xv.is maintained, and, although no pulse could be palpated 
beloxv the axillary artery, the hand had good color and xvas just 
a trifie cooler than the left. The strength of the right hand grip 
xvas not quite as good as that of the left. 

Case 2 -A 68-year-old man xvas admitted to the Albert Em- 
slehiMeclical Center on Sept. 4, 1956 He had noted parn 
and discomfort in his right shoulder for the first tune 12 


J-A.M.A., Sept. 2S, ly; 

years previously and had consulted an outstandintr nnN j 
xvho discovered bilateral cervical ribs; the patient x^S' 

that abduction of the arm would obliterate the radial A ‘ 
A set of exercises was prescribed and, e.xcept foroccai,|T' 
comfort m his arm, no difficulties xvere encountered m.. a 
course of the next 12 years until May 1, 1956 While tn' ^ 
Europe by car (xvith the patient as the driver),'he nltcd j) 
ness of the two small fingers of his right hand. A physician wi 
consulted in Genoa, Italy, and apparently at that time puC 
and blood pressure xvere obtainable in the right upper £ 
ity. About July 1 he noted weakness of the right hand, and! 
handxvnting had deteriorated. Several weeks later another ah 
sician in Paris noted the pulses xvere absent in the right iirx 
extremity, and the patient flexv back to the United States‘[ 
early August, he noted considerable pain in his right hand an 
parting Aug. 15, a series of stellate blocks xvere performei 
r rom this point on, the pain xvas relieved and tlie color a” 
warmth and strength of the right hand improx-ed. This iniproi, 
went xx-as maintained until the time of admission to theiio^iti 
ex'en though the last stellate injection had been clone two wctl 
prex'iously. 

On Sept. 8, Dr. Benjamin Greenspan e.xplored the right hr 
chial and siibclaxdan artery'. A 6-in. incision xvas made on tl 
medial aspect of the right upper arm. The brachial artery 
found to be thrombosed through its entire extent. An incixn 
xvas then made in the supraclavicular triangle, and the swlci 
muscle xvas sectioned at its insertion. The subclaxian arte 
was found to be entirely thrombosed almost to the origin oft! 
vertebral artery. I then removed the stellate, second, and Ihi 
thoracic sympathetic ganglions. 

The patient made an uneventful recovery and xvas dischargi 
from the hospital on Sept. 17, 1956. When last seen, tx' 
months after operation, he had maintained his improvemer 
though the hand grip xvas still xveak and the right hand « 
cooler than the left. Nevertheless, the hand had good color. 

Case 3.—A 54-year-old female xvas admitted to the Albr 
Einstein .Medical Center on Sept. 30, 1956, with a history ^ 
having had a sore throat and fever of 103 F (39.4 C) for- 
hours. She also complained of slight indigestion. Examinalii 
rex'ealed a mild pharyngeal inflammation. She xvas known 
have had a mild hypertension, and at the time of her admi 
sion her blood pressure xvas 160/100 mm. Hg. Her hemoglok 
level xvas 15.1 Gm., and the xvhite blood cell count was 
per cubic millimeter, xvith 56% polymorphonuclear cells, Ji 
lymphocytes, 9% monocytes, and 1% basophils. On Oct. 1 h 
temperature xvas normal, but the next day her temperature we 
up to 102 F (38.9 C) and remained at drat level on the folio'’ 
ing day. From then on, her temperature xvas within none 
limits. It xvas beliex'ed the patient had a viral infection, ar 
infectious mononucleosis or an oncoming hepatitis xvas sa 
pected. Hoxvever, no lymph nodes xvere palpable nor was U' 

On Oct. 5, sudden coldness, pain, and numbness in her 
arm xx'as noted at 1:30 p. m. It xvas noxv recalled tliat she W 
bilateral cervical ribs and that, as a matter of fact, o" f 
1947, she had consulted an eminent surgeon because of smu' 
and arm symptoms. He noted in his letter tliat “the ‘ 

the neck on the right side is due entirely to cervical rib anti 
soft tissue structures xvhich have been pushed fonvartl ny 
gix'ing the sensation of a soft tissue mass. The subc ax’ian ar ) 
gives a forceful pulsation in this area because it •''‘so V 
SSri Ward by ihe abnomally placed rib. Her P* » ^ 
obliterated more easily than normal by abduction of t« ^ 
It xvas his opinion that the ann symptorns were dm to ne 
sure of the cervical rib, but, ‘because these symptom^ x 
severe enough, I did not advise her o e operalioa 

her that if the pain became severe enough inter- 

she should seriously consider excision of the rib. 
vaping years, she had occasional tf- 

occasional pain but xvas never m 
fact that she xvas an ardent golfer and played tr q 
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U the time of the onset of her difficulties on Oct. 5, 1936, 
s)-mptoms appeared to start when she was combing her hair, 
amination at that time by Dr. Meyer Naide revealed that the 
ht hand was cold up to the wrist and there were no pulses in 
, right arm below tire subclavdan artery. A prominent cei-vical 
was felt on the right side. Oscillations were absent in the 
ht upper arm and blood pressure was not obtainable in the 
' ht arm. Blood pressure in the left arm was 140/90 mm. Hg. 

. e right hand blanched rapidly in elevation and flushed slowly 
t dependency. It was the impression of Dr. Naide that there 
Isa thrombosis of tire distal part of the subclaWan or a.\-illary' 
erj- resulting from injurj' to the artery by the cendcal rib. 

- • recommended immediate stellate ganglion blocks and opera- 
n in an effort to remove tire thrombus and also to e.\cise the 

.•Meal rib. Shortly thereafter, a right stellate ganglion block 
s done with improvement in the circulation of the limb and 
ne warming of the hand. It was agreed the operation should 
deferred, since she now appeared to be ha\'ing adequate 
Jateral circulation and she would be in better physical condi- 
n to withstand operation if the sj’stemic infection could be 
t further behind her. Therefore, heparin therapy was started 

- ravenously. 

On Oct. 6 Dr. Naide noted that the circulation in the hand 

- ‘med to be better and tliat the color changes in the arm on 
■vation and on dependency showed more rapid filling of the 
nd with blood. On Oct. 7, the right wrist and hand seemed 
aler than the previous day and it was decided that she 
ould be evplored. At 6 p. m. the supraclavicular pulse, which 

, IS very prominent up until this time, suddenly ceased. At 7 

m. the patient was operated upon by Dr. Alev Ulin. A sum- 
. It)' of his operative note is as follows: “The scalene muscle 
. IS sectioned and the subclavian artery was noted to have pul- 

tion only in its portion proximal to where it had been crossed 
V the scalene muscle. When the scalene muscle was cut, the 
-bclavian arterj’ popped up. An arteriotomy was done and a 
’ 2 sh thrombus was sucked out. The artery was irrigated prov- 
lally and distally with solution of Heparin and saline. The 
j,achial arterj' was then exposed by a small incision in the 
rper arm. Since this was thin and pulseless, the a.xillar)' arterj’ 
. as exposed by a x'ertical incision in the a.xilla. The insertions 
, the pectoralis major and minor muscles were divided to e.xpose 
,e entire a.\illaij' arterj-. Axillary and brachial arteriotomies 
1 ere done with removal of clot as well as emboli located at the 
igin of the subscapularis arterj'. The back flow of blood was 
irly good. The vessel xx'as irrigated distally and proximallj' 
'1th Heparin solution and 2 cc.’s of Priscoline w'ere injected 
ito the artery distallj’. Although the blood flow was now good, 
'icre xx'as still only a poor pulse in the distal axillary artery. 
Mowexer, both the axillarj’ and brachial wounds now bled 
/cely for the first time. At this point. Dr. Shenkin remox-ed the 
tellate and second and third thoracic sympathetic ganglia. The 
' xillarj- arterj’ was then reopened and more clot was remox-ed 
' nd it w-as irrigated again with Heparin solution. This time a 
ood proximal and distal blood flow x\-as noted, although the 
inlse of the brachial arterj- xx-as still xx-eak. The xx-ounds xvere 
len irrigated xvith saline, tire divided pectoralis muscles xvere 
■iitured and the w-ounds were all closed.” 
n the first few- hours after operation, the right brachial pulse 
No radial pulse could be palpated at any 
>■( 1 ^ Patient was started on intramuscular heparin therapy 
-■o it lours after operation. The next morning the right hand was 
^0, anc no radial pulse was palpable. The patient had some 
.in in cr right hand, which felt warmer than it had been be- 
.',Xn’ ^ ^ brachial pulse thought to be present just 

' e t le right elbow-. On Oct. 14 the right hand was noted to 
coo er t lan the left, but blood flow seemed adequate and the 
siihln'' fingers and hand well; no pulse in the brachial or 

lhxnl''“ O" Oct. 20 Dr. Naide stated 

and th*^ hand filled more rapidly than before 

lonlv " warm dow'n to the fingers. The latter xvere 

' 193G cf' ' fingers of the left hand. On Oct. 23, 

le was discliarged from the hospital with a note that she 


was much more comfortable tlian she had been and that 
strength was returning progressix-elj- to her hand. By February, 
1957, full poxx-er and use had returned to the right upper 
extremitj-. 

Comment 

The three patients reported all had bilateral com¬ 
plete seventh cervical ribs and they were all right- 
handed, and it was the right e.xtremit>' that was 
involved in each instance. Subclawan artery throm¬ 
bosis in all but one prex-iously reported case was 
associated with a complete cervical rib and in the 
majoritj’ of instances was right-sided, but complete 
information as to relationship of thrombosis to handed¬ 
ness is not available.* 

All three patients were active people; the woman, 
a housexx-ife, xx-as ako a frequent golfer. Hoxvex-er, 
no single trauma could be related to the onset of 
thrombosis in either of the male patients. The third 
patient, the female in the series, xx-hen in a presumably 
debilitated state due to an acute infection, noted onset 
of sj-mptoms of thrombosis xx-hen her arms were ex¬ 
tended over her head xx’hile she xx-as combing her hair. 

Cerx'ical rib s)Tnptoms xx-ere noted 3, 7, and 12 years 
prior to thrombosis in these three cases. The original, 
acute sj-mptoms xx-ere short-hved, and all subsequent 
symptoms xvere mild. In all three patients compression 
of the subclavian vessel could be produced by hj-per- 
abducting or hj-perextending the arm at the shoulder 
at the time of original examination years prior to 
thrombosis. Nevertheless, they all did xvell in the 
interv-ening years and had only minor, short-lived 
complaints that xx-ere nex-er truly incapacitating as far 
as their chief interests xvere concerned. Hoxx-ex-er, since 
thrombosis can occur so insidiously, one can hardly 
recommend, in retrospect, that these patients be ob- 
serx-ed for an increase in sj-mptoms before considering 
decompression of the subclavian x-essel. This is espe¬ 
cially true because elective operation to decompress 
the subclaxian artery and/or the brachial plexus is not 
at all a formidable procedure. It requires the section 
of the anterior scalene muscle and often the re- 
mox-al of a portion of the cerx-ical rib. The e.xtent of 
the procedmre employed is dictated by the anatomic 
relationships encountered at the time of operation. 

Some behex'e that the cervical rib should be remox-ed 
in every case, feeling this xx-ould be most certain to 
reliex-e compression upon the subclavian arter}- and 
brachial ple-xus.** On the other hand, Adson"* and 
others ° pointed out that the scalene muscle is the 
structure against xx-hich the arterj- and ple.xus are 
compressed and that in most instances section of this 
muscle is all that is required unless the abnormal rib 
is e.xerting pressme on the brachial plexus from be¬ 
hind. The adx-antage of Adson’s suggestion is that 
surgical trauma is minimized. Under any circumstance 
the brachial ple.xus must be handled xxith great care 
and as little as possible. Failing this, postoperative 
plexus pain can be troublesome for xx-eeks or even 
months. Remox-al of the clax-icle, as has been recom¬ 
mended,® has never been necessarj- in my e-xqierience. 
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but should it appear to be desirable to do so after 
scalenotomy and cervical costectomy, it still should not 
add any real difficulty or danger to the procedure. 

We did not feel it was necessary prophylactically to 
decompress the subclavian artery on the side opposite 
the thrombosed vessel in these patients, despite the 
presence of bilateral cervical ribs. They at no time 
had sjanptoms referrable to the nonoperated side, and 
compression of the subclavian artery could not be 
demonstrated in any position in which the arm was 
placed or head rotated upon the neck. 

Once tlirombosis occurred in these three patients, 
interruption of the sjmnpathetic nerve supply to the 
e.vtremity appeared to be of benefit. No restoration of 
blood flow below the subclavian vessel was accom¬ 
plished in any case, and in each patient clear improve¬ 
ment followed interruption of the sympathetics. In the 
first patient stellate block with procaine hydrochloride 
(Novocain) was performed four montlis after throm¬ 
bosis had occurred and was transiently but markedly 
effective in aiding the circulation. Steady improvement 
^\^th sufficient recovery of power in the hand for the 
patient to return to his job occurred following sym¬ 
pathectomy. In the second patient, the onset of im¬ 
provement dated from repeated stellate ganglion 
blocks first done two months after thrombosis. This 
seemed to have a permanent effect, since improvement 
u’as maintained for the h^' 0 -week interval between 
his last stellate block and surgical sympatliectomy. 
Whether further improvement resulted from the sur¬ 
gical s>Tnpathectomy could not be clearly determined. 
It would appear from the third patient’s course that 
her improvement occurred more promptly, in a matter 
of weeks rather than months as in the first hvo patients. 
Perhaps this can be attributed to more prompt elimi¬ 
nation of sympathetic tone, since the surgical attack on 
the thrombosed vessel itself appears to have been no 
more successful in this individual than in the other 
two. 

The value of attack upon the vascular obstruction 
itself was certainly not clear in these patients. Despite 
valiant efforts, short ot inserting a vascular graft, 
palpable pulses were not restored to the large vessels 
of the involved e.xtremit)'. Schein, Haimovici, and 
Young ‘ did insert a graft in two patients, but despite 
this pulsations distal to the subclavian artery weie not 
restored, and from the description of their results there 
is nothing to choose between the postoperative status 
of their patients and ours. On this point, I have on two 
occasions ligated the subclavian artery in the course ot 
performing an upper thoracic sympathectomy through 
an anterior approach without undue sequelae (Both 
patient, tvcre young men. aged 21 and 29^The former 
had a causalgia due to a gunshot wound of the median 
nerve; the latter had a scalene syndrome wi*out ev- 
donee of a eervical rib. In this second patient, the 
nnintended svinpathectomy was performed mimedi- 
rir"fte.- tl>e vessel had to be ligated to control 

bleeding.) 


J.A.M.A., Sept. 25 ^ i;- 

Indeed, one may now suggest that the 
sympathectomy in these patients prevented tliervi 
mal symptoms noted in patients ^vith spontai,^' 
occlusion of the subclavian artery due to ceuical,^- 
pressure reported above and previously in the litr 
ture. Since occlusion of the subclavian vessel ocoir" 
those instances in patients with presumably olhei 
normal vasculature, one may wonder if restoration t 
the main stream of blood flow is necessary, since sic 
cient collateral circulation should be available if ret; 
vasospasm can be controlled. The operation for sir- 
pathectomy can be completed in a relatively sif 
time, with little trauma to the patient. EEorls to re¬ 
move thromboses or insert a graft are frequently fc; 
consuming, require much more extensive surgical n- 
posures, and perhaps in some instances could acturll, 
threaten the collateral vessels. 

Summary- 

Three patients had subclavian aitery thrombo'i 
associated with cervical ribs. Each patient had k* 
mild symptoms for several years preceding tbro' 
hosis. Despite tlie fact the diagnosis of cervical n' 
syndrome with arterial compression in certain poi; 
tions was made, conservative treatment had bee: 
advised, Tlirombosis occurred without premonitor 
increase in symptoms. Surgical intervention should b 
advised as a prophylactic as well as therapeuti 
measure whenever a cervical rib produces even mi! 
symptoms and ai-terial compression in some positio 
can be demonstrated. Interruption of the sympatheti 
innervation to the upper extremity after thromboib 
had occurred was clearly beneficial in this series cl 
patients. 


255 S. 17th St. (3). 
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The delinquent child is a sick child. As a sick 
child he requires treatment rather than punishment. 
This paper attempts to demonstrate tliat the physi¬ 
cian who understands a few basic principles of the 
family origins of delinquent behavior may serve as 
a ^'ital agent of prevention and treatment of this 
form of pathology'. 

Because the delinquent is offensive to societj' and 
to its laws, the legal profession and its offshoots 
have been assigned tlie role of dealing vdtlr tliis 
t>pe of illness. Juvenile police agencies, probation 
departments, courts, and correctional agencies have 
all traditionally been managed under a legahstic 
philosophy. In recent years, however, workers from 
professions witli treatment philosophies have come 
to deal more and more wnth delinquent children 
and adults. Tlris is particularly true of the profession 
of social work. In ever-increasing numbers, punish¬ 
ment-oriented personnel are being supplanted by 
social workers who see the delinquent as ill and 
who are interested in treating him. These profes¬ 
sional workers are approaching, wdth a sense of 
adventure, the difficulties of actually achie\'ing 
treatment in this field. For, although a tlierapeutic 
attitude toward tire delinquent is essential, it is 
also important for treatment to be firm, authorita¬ 
tive, and controlling if and when it is necessary'. 

Tire medical profession, too, is becoming increas¬ 
ingly interested in the problem of dehnquency.' 
Psychoanah'tic psychiatry', particularly, has evolved 
some interesting concepts and findings which hold 
promise for treatment efforts wth this t\'pe of ill¬ 
ness. Tliese findings are suggesting areas in which 
the family doctor can play an important role in tire 
prevention and treatment of dehnquent behavior 
in cliildhood. 


A prerequisite to assuming an effective treatment 
role is an understanding of disturbed family rela¬ 
tionships and their effect on childhood behavior. 
For purposes of tliis discussion, the so-called socio¬ 
logical delinquent wll not be considered. The con¬ 
cept of the “normal” delinquent whose behar'ior is 
said to reflect socioeconomic tensions exclusive of 
personal psychopathology is highly controversial. 
After all, a delinquent act or two does not define 
a delinquent. Rather, the true delinquent is one 
who follow's a pattern of repetitive antisocial be- 
pattern is defined for the delinquent 
cnld by parental figures through a process w'hich 
nnght be called unconscious role assignment. 
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The young child cannot be expected to 
recognize pernicious factors in his environ¬ 
ment, much less to correct them. Delinquent 
behavior is the resultant of such factors and 
requires treatment rather than punishment. 
The development of humane treatment orien¬ 
tation in our correctional systems is hindered 
by the hue and cry of the community for 
punishment. The family physician sees that 
delinquency is as much a manifestation of 
personal pathology as epilepsy or syphilis. 
He can recognize the intrafamilial tensions, 
especially the unconscious assignment of 
roles to children by parents, that lead to 
antisocial behavior. He can advise, correct, 
and treat. He can convey his orientation to 
others. As a counselor to the family and at 
the same time an influential citizen, he can 
help to develop a community attitude less 
interested in punishment and more desirous 
of correcting the causes of delinquency. 


Some Principles of “Unconscious Role Assignment” 

One of the most far-reaching findings of intensive 
psychoanah'tic investigation of dehnquency is the 
concept of the unconscious sanctioning of delinquent 
behax'ior in the child by the parent. Johnson and 
Szurek" have emphasized that antisocial behax'ior in 
children almost invariably proceeds from this tj'pe 
of unwitting parental permission. These findings 
have been confirmed by me in my work w'ith delin¬ 
quent children “ and by others in the field.'* 

Careful clinical study of the famihes of delinquent 
children has unearthed many ways in w'hich parents, 
struggling with their ow'd emotional problems and 
against their own antisocial impulses, un^ttingly 
and unconsciously evoke, provoke, and even encour¬ 
age dehnquent behawor in certain of their children. 
A parent may rehve in one of his children certain 
poorly resolved conflicts from his owm childhood. 

A father, telling the psychiatrist about his son Tommy’s 
many misdeeds in the classroom, used stem words. The smile 
on his face, however, was most eloquent and gave away his 
real attitude toward the child’s behasior. It denoted the 
vicarious satisfaction which he, the father, a poh'omyelitis 
cripple since the age of 3 years, enjoyed from Tom’s social 
misbehasior. He said, smiling, “That boy of mine can sure 
stir up a lot of heU.’’ 

A parent may select one child as a scapegoat for 
feelings displaced from another person and may, by 
unw'itting remarks, thereby assign to the child a 




delinquent 

‘delinquent role” just as surely as if he had deliber¬ 
ately dressed the child in a striped prison suit from 
early infancy. 

Joe, a 26-ycar-old licroin addict and petty larcenlst, seemed 
more than a little puzzled when .speaking of his mother. She 
ahvavs seemed to stick by him in times of trouble. She 
luicl not missed a court trial or a prison visit to him for years. 
She did not seem angry with lu’m, really—but perhaps re¬ 
signed. ^cK, that was it—from early childhood, mother would 
■sigh at hi.s misdeeds, referring to things called "bad blood,” 
black sheep,” and other similar designations. Also, she con¬ 
stantly reminded him that he was “just like his fatlier,” a 
man who himself had been in and out of jail on innumerable 
occa.sions, was .se\'orel>' alcoholic, and had not lived in the 
home since Joe’s mother had divorced him when the child 
was 3 years of age. 

Tlicse phenomena are not limited to broken 
homes. The higldy influential and powerful captain 
of industry' may unwittingly contribute to the life¬ 
long delinquent resignation of a child who is strug¬ 
gling mightily but ineffecti\'ely to follow in his 
footsteps. 

Sivteen-ycar-old John Jr. was charged with attempted rape 
of a G-ycar-old girl. Ilis father, a wealthy real estate devel¬ 
oper and financier, was .shocked and bewildered at the news. 
As John Sr. put it, "I've given the boy everj'thing lie has 
ever needed; wc’vc sent him to the finest boarding schools 
in the East.” John Jr. was an effeminate, mildly depressed, 
inadequate boy «'hose father was “too busy’ to give him 
what he rcall.v needed, the companionship and opportunit}' 
for warm identification u’liicli fosters the de\'elopment of 
personal identity. John Sr was inacces.sible and unattainable 
to his .son, who turned in his relationsltip-hunger to his 
motlior She, also frustrated and lonely, sought relief by 
immersing herself in social activities and engaging in occa¬ 
sional amorous adventures with door-to-door salesmen. 
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me tiath water syndrome, in which it is oonstantiv 
commumcated by the parent that the child himself 
IS bad, naughty, and worthless, along with his un¬ 
acceptable behavior. This becomes a cue for buili 
ing identity-and a child would rather build a neei' 
tive identity than none at all. 


Unconscious role assignment can be seen as a 
common factor in all these phenomena of family 
conflict. By this process, characteristic personality 
patterns are developed in the individual through 
tlie unconsciously communicated assignment ol 
roles by tire powerful human figures-the parents- 
in the child’s environment. 

Role assignment and role assumption in tlie fam¬ 
ily are facilitated by two potent valences in the 
parent-child relationship. On the child’s part, it is 
an all-pervading need to be loved by tlie parent 
and to meet any conditions imposed by the parent 
which may be necessary to gain that love. On the 
parent s part, it is a tendency to see significant peo¬ 
ple, including offspring, in definite roles ratiier ftan 
as individuals in their own right. An attempt is 
made to unconsciously assign roles, so tliat the 
neurotic parent may order, or construct, his human 
environment so as to either gratify or deny certain 
particular emotional needs. An example of such 
needs might be tlie tendency to relive emotionally 
charged childliood e.\periences in one’s own chil¬ 
dren. The parent may unmttingly assign the delin¬ 
quent role to a child in his attempt to “give my 
child the freedom I didn't get.” Or, the more deeply 
hidden determination that “the child will suffer just 
as I had to suffer” may lead to such a role assign¬ 


Tliere are many additional factors in parent-child 
relationships which may contribute to the child’s 
assumption of tlie delinquent role. These factors are 
found when one examines the attitudinal climate in 
which children are raised. One such factor is seen 
in tlie family in which a double standard of truthful¬ 
ness—for child and for adult—exists. The motlier 
who extols truthfulness at the dinner table but 
instructs the child to misrepresent his age at a movie 
or in a public vehicle to avoid paying full tariff is 
making such a contribution. Also, families in which 
a given child is the open favorite may provoke atti¬ 
tudes of insecurity and rebellion in one or more of 


the siblings. 

Interestingly' enough, families in which angry or 
rebellious behavior is consistently and strictly inter¬ 
dicted mav still produce their delinquents. One 
sees at least two tyqies of such delinquents. One 
might he the minister’s son or daughter who com¬ 
mits a I'iolent crime, such as murder, in an emotiomd 
crisis. This child is often found to have developed 
no mechanisms for expressing the minor ^hostilities 
■md rchclhons of everyday life m the face of a fam¬ 
ily passion for “positive thinking.” Another type is 
1 cl'iM suffering iron, fl,e "baby Urvown out with 


ment. 

The child’s need for parental love causes him to 
constantly seek cues for his behavior, to be “clued 
in” as to his identity. Thus, he becomes tlie passive 
recipient of the role to which he is unconsciously 
issigned by the parent. Even if the child must as¬ 
sume tlie role of a “bad child,” this may gain him 
1 type of recognition from the parent which maybe 
a poor, but nevertlieless valuable, alternative to 
rejection and its consequent feeling of dread. 

Perhaps parental mental health may be measured 
according to the willingness of die parent to alloiv 
the child to develop his oivn identity. We nugbl 
then say that the emotionally sound parent reacts 
to his child as an individual human being with cer¬ 
tain constitutional attributes, certain strengtlis to be 
supported, and certain human wealmesses whm) 
the child should be helped to control. The un 
scions tendency of tlie parent to assign to the ch.K 
a certain role reflecting the parents oivn ernobOT' 
problems can be seen, then, as a type of m 
of the cliild into an image which suits tlie paren 
neuroHc drives but which does 
child’s full emotional growth, sense of healthy 
tity, and general self-esteem. 
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Erikson ’ has evolved an interesting and valuable 
concept of the life-task of adolescence. He has pic¬ 
tured tlie normal adolescent period as a time during 
which a “psychosocial moratorium” is pro\'ided for 
the child in order for him to e.xperiment freely vnth 
\’arious possible personal and social roles. Presum¬ 
ably, a healtliy choice of role—personal, social, occu¬ 
pational, and se.xual—is the outcome of this freedom 
to experiment and ideally culminates in a role and 
identit)' assumption which reflects tlie child’s indi- 
xiduality. An absence or foreclosure of tliis mora¬ 
torium might lead to “identitx" diflFusion”—a psycho- 
pathological state often manifested by dehnquent 
beliaxior. 

It may be postulated that teen-agers suffering 
from identity diffusion and delinquent beliaxior 
may, in most cases, be e.xperiencing the result of 
role fixation, resulting from tlie premature precipi¬ 
tation of a neurotic or delinquent role through the 
process of unconscious role assignment. In such 
cases, tlie absence or foreclosure of tlie psychosocial 
moratorium may result from the same neurotic 
parental drii’es which originally produced tlie child¬ 
hood role assignment. Even in tlie unlikely event of 
the creation of a true moratorium for such a child, 
however, it is doubtful tliat his fixated delinquent 
role can dissolve from tliis process alone. Some ty'pe 
of psychotherapeutic e.xperience would be judged 
necessarx' to achieve such a change of role. 

The phenomenon of unconscious role assignment 
may well be involved in the case of every neurotic 
child. Furdier basic research and clinical investiga¬ 
tion are needed to delineate the nature of the spe¬ 
cific emotional conflicts of the parents which lead 
to tlie specific unconscious role assumptions in the 
neurotic child. In the case of the delinquent child, 
it is postulated that personality difficulties in one 
or both parents wath particular regard to antisocial 
impulses are combined xxntli hostile-aggressive color¬ 
ing of intrafarrulial relationships—especially the 
child-parent relationship—to produce a phenomenon 
which might be considered unconscious assignment 
of the delinquent role. This, then, is the hidden 
agenda of parent-child communication. 

Role of Family Doctor 

The foregoing material would suggest that the 
pneral practitioner or pediatrician may sen'e an 
important role in prevention and treatment of de¬ 
linquency as a sjnnptom of the family in emotional 
trouble. It would almost be superfluous to point 
out, for instance, that knowledge by the family doc¬ 
tor of the hidden agenda of intrafamilial commimi- 
cahon, tlie particular patterns of unconscious role 
ossignrnent, and other aspects of the family neurosis 
viU help him to serve in his time-honored adxisory 
potion much more efficiently. The old-fashioned 

amily doctor intuitively perceived these phenomena 


and was guided accordingly in his relationship to 
the family. The prevalence of these powerful forces 
is, from a preventive psychiatrist’s point of xnew, 
one of the most potent arguments for the renewed 
encomagement of family medicine. With his knowl¬ 
edge of the specifics of unconscious role assignment 
in a particular family, psychotherapeutic measures 
may be undertaken by the physician. These have 
been outlined elsewhere ® and xx'ill not be elaborated 
in any detail in this paper. 

In many cases, specific directix^e coimsehng of the 
parents bj" the family doctor xxffio is axxme of these 
factors may be sufficient. In selected cases, the 
family physician xx'ho has had training and e.xperi¬ 
ence in office psychotherapy may consider imder- 
taldng brief psychotlierapeutic xvork xxdth one or 
both parents xxdth tlie aim of yielding some insight 
into hoxv their oxxm emotional problems affect the 
problem child’s behaxaor pattern. In other cases, 
serious emotional disturbance in the parents or in 
the child may necessitate referral to the psychiatrist. 
In these instances, the family doctor can make an 
important contribution to treatment if he devotes 
some time and effort to preparing the family for the 
psychiatric referral. By proxading reassurance and 
otherxxase overcoming resistances that so often occur 
xx'hen a psychiatric referral is contemplated, motiva¬ 
tion for psychotherapy by the specialist is increased 
and his xx'ork is thus enhanced. 

Aside from general supportive psychotherapeutic 
measures xx’hich may be effectix'ely carried out xx'hen 
the xrcissitudes of the family neurosis are under¬ 
stood by the physician, the doctor-patient relation¬ 
ship itself may have an important bearing on the 
family doctor’s management of the delinquent child. 
The relationship of the family physician to his pa¬ 
tient, xx’hether the patient be parent or child, is one 
of the most poxx^erful e.xisting x'ehicles for human 
interaction. The family doctor, in relating to mem¬ 
bers of the family, may be land, permissix'e, and 
firm, or he may act the role of the tyrannical parent. 

Depending on his oxxm role, a ty’pe of imconscious 
role assignment may take place xvith regard to his 
patients. This phenomenon may possibly e.xplain the 
apparent differences in caseload betvx’een different 
doctors. One family doctor may end his day tired 
but pleased, generally satisfied xx’ith his sick but 
largely cooperative patients. Another family doctor 
may end his day in a mood of xm.xed irritability’, 
clucking his tongue ox’er his stubborn, uncoopera¬ 
tive, “bad” patients. The latter, in his role of the 
prohibiting parent, may punitix’ely reject his patients 
for failure to carrj’ out instructions, and thus maj' 
unconsciously assign them an uncooperative role. 
Other family doctors may practice a double stand¬ 
ard of truth—e.xpecting the patient to tell the doctor 
ex’erj’thing but pursuing their xvork behind a x’eU 
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of magic scci ecy, even wlien there are no obvious 
contiaindications to keeping the patient entirely 
informed. 

The family doetor who manages to avoid uneon- 
scious role assignment in liis relationships \vitli his 
patients may set a certain example to parents. Tlie 
physician often functions as a type of parental 
figure for the adult members of tlie family, a strong 
authority figure wtli power over life and death. 
Perhaps tlic manner in which the family doctor 
acquits his role as autlioritative parental figure may 
ha^'e some communication \'alue to families in which 
unhealthy unconscious role assignments are taking 
place. Tlie family doctor also acts to adwse parents 
on eating habits, bowel baining, and childhood be¬ 
havior problems. A knowledge of the contribution 
of family conflict to the developmental and emo¬ 
tional problems of children can be a priceless asset 
in helping the family. 

The Family Doctor and the Punishing Community 
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ensue. Thus a more treatment-minded public 
interested in punishment and more desirous d 
understanding delinquency, may be developed. 

Summary 

Tlie delinquent child is being increasingly ap¬ 
proached tvith a beatment atbtude, as contrasted 
^vith punishment. The family doctor is in a position 
to perceive the inbafamilial tensions which produce, 
largely through unconscious role assignment, delin’ 
quent behavior in children. As busted advisor and 
counselor to tlie family, he may influence tliese fac¬ 
tors through psychotherapeutic maneui'ers, through 
carefully prepared psychiabic referral, and through 
awareness of tlie strong effects of the doctor-patient 
relationship. As an important and influential citizen, 
the family doctor may contribute to community 
movement away from punishment and toward un¬ 
derstanding and treatment of the delinquent child 
and adult. 


A further constructive approach to tlie delinquent 
lild and his unfortunate heir, the criminal adult, 
may be through the family doctors capacity as a 
citizen—usually a highly respected and influential 
citizen. Communities tend to perpetuate tlie un¬ 
conscious role assignments which antisocial individ¬ 
uals have assumed. One of the greatest deterrents 
to the development of a humane treatment orienta¬ 
tion in our correctional systems has been tlie hue 
and cr)' of the community for punishment. If the 
family doctor, convinced that delinquency is as 
much a manifestation of personal pathology as epi¬ 
lepsy or syphilis, can convej' his orientation to 
others, tlie same bqie of communit)' progress witli 
regard to delinquency as has occurred ^^dtla regard 
to these other two socially stigmatized illnesses may 
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Air-borne Infections.-Much effort has been expended in attempt to control air-borne bansmis- 
sion. Important fundamental facts have been gained, particularly in respect to particle size 
Air-bome spread of numerous mycotic infections has general acceptance. Notably more iwight 
is given that mode in tuberculosis. It has an established place m Q fever and psittacosis. Hou- 

tion holds still more foi othei kinds o m , ]aiown of tlie variations from 

sary, which marks the need foi con evnosure which determine significance in air- 

disease to disease and of the circumstanc - uboratory and field study now gives metliod 
home spread. The condnned approac 1 o ^ ^ ^ control methods, an obligation to define 

not available in 1935. There IS need to work foi bett to evaluate air-bome 

what is to he controlled, to add to ..t chaLing world of infectious disease.- 

Tpread under the conditions in^v^ably to come Epidemiology^-Con- 

Gordon, M.D., and T. H. Ingal^ MJ)-. journal of the Med.cal 

tact and Air-bome Transmission of Infectious Agents, 

Sciences, March, 1957. 
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It is of utmost importance that tire medical pro¬ 
fession recognize its mission in the field of preven¬ 
tive medicine today and in the future. We are in 
tire midst of an unprecedented age of technical 
progress; we are surrounded by the end-products, 
intermediates, and by-products of our oum industr}'. 
Furthermore, we are placing more and more of our 
population in an industrial enwonment, both at 
work and at home. The literature is full of references 
to tlie impact that these technical developments are 
hawng on the field of medicine-especially preven¬ 
tive medicine and its subspecialties. 

The challenge has been presented to us to e.vercise 
sound medical judgment in helping to shape the 
future. Our creed must continue to be one of max¬ 
imum service to mankind and our communitjc It is 
vital that we effectively utilize tire relatively small 
number of medical personnel adequately trained in 
the field of preventive rnedicine. Such men must, 
for a time, act in the role of medical missionaries— 
educating medical students, fellow physicians, and 
others in the concepts of preventive medicine in our 
time. 

Subspecialty-Barriers 

The concentration of attention on the differ¬ 
ences behveen subspecialties may cause us, if we 
are not wary, to lose sight of the over-all mission of 
preventive medicine. It is only natural for a man to 
take pride in his area of special knowledge, but he 
should not let such pride make him blind to the 
need for broad knowledge in the over-all field. 

I would like to emphasize the need for crossing 
the subspecialty barriers whenever it appears that 
the over-all mission may be better served by so 
doing. For example, in the Air Force, it is obviously 
not practical to provide specialists in each preven¬ 
tive medicine subspecialty at every Air Force in¬ 
stallation. There just would not be enough special¬ 
ists to go around. Thus, the specialist in aviation 
medicine must be capable of supervising public 
health measures such as immunizations and epi¬ 
demiologic investigations. He should also be cap¬ 
able of solving problems in occupational medicine 
(occurring in ground support crews as weU as air 
crews) by use of industrial hygiene surveys, the 
environmental health laboratory, and other means 
of evaluating and controlling to.xicity. After all, even 
the best pilot cannot get off the ground if the plane 
does not receive proper maintenance. 


Surgeon. Headquarters Air Siateriel Command, rVright-Patterson 
Air Force Base, Darton, Ohio. 

Ill ^ Undress, read "before the Section on Preventive Medicine 

Y„,i' rdolu Annual Meeting of the American Medic.al Association, New 
totK, June 5. 1957. 


The specialist in public health must not be 
content to confine his interests to disease 
rate factors but must concern himself with 
the tremendous impact of an industrial en¬ 
vironment on our entire population, almost 
half of which is employed. The techniques 
of studying environmental hazards have had 
rather extensive use in industry and have 
also been used to advantage in public health 
problems such as atmospheric and water pol¬ 
lution and new food additives. In addition, 
however, the public health specialist must 
recognize the need for studying the means 
of lowering mortality and morbidity from 
accidents in the home and on the highway. 
Problems of electromagnetic radiation, 
noise, and other physical health hazards 
promise to become increasingly important 
community problems. 


Examples of Cross Utilization 

Commercial air transportation is being used more 
and more for industrial employees. Private aircraft 
are utilized in some companies, and there is an 
increasing need for die use of medical standards of 
ariation by the industrial physician. During the past 
three years, at Headquarters Air Materiel Com¬ 
mand, we have conducted symposiums on aviation 
medicine for physicians in the Air Force residency 
training program. I am pleased to note that more 
and more interest and participation in these meet¬ 
ings is evident among our civilian colleagues in the 
field of occupational medicine as well as in the field 
of aviation medicine. 

The increasing use of insecticides in aircraft as a 
means of controlling spread of insect vectors (or on 
the ground to control termites) has involved spe¬ 
cialists in pubUc health in problems of a"viation 
medicine on the one hand and toxicology (from con¬ 
tamination of water supplies for human or animal 
consumption) on the other. The U. S. Public Health 
Serxdce is pro"viding occupational medicine coverage 
in a number of instances—e. g., cholinesterase deter¬ 
minations in workers in the fruit orchards in the 
state of Washington and studies on w'orkers e.xposed 
to radioactivity in the process of mining uranium. 

Certainly eveiy^ industrial physician must be inti¬ 
mately concerned ndth the tremendous costs of 
noneffectiveness in the work force resulting from 
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nonoccupational communicable diseases and in tibe 
detecbon of health trends by statistical methods- 
basically epidemiologic considerations. 

In general, we might state that the specialist in 
aviation medicine would benefit from greater famil- 
iaritj^ u'ith and utilization of certain personnel, tech¬ 
niques, and laboratories u'hich the industrial physi¬ 
cian uses to support day-to-day activities. It would 
help the flight surgeon maintain better control of 
health hazards affecting crew personnel who fly die 
aircraft as ii'ell as ground support personnel who 
get die plane ready to fly. 

The specialist in public healdi must not be con¬ 
tent to confine his interests to disease rate factors 
but must concern himself with die ti'eniendous im¬ 
pact of an industrial environment on our entire 
population, almost half of which is employed. The 
techniques of studying environmental hazards have 
had rather e.Ktensive use in industry and have also 
been used to advantage in public health problems 
such as atmospheric and water pollution and new 
food additives. In addition, however, die public 
health specialist must recognize die need for study¬ 
ing the means of lowering mortality and morbidity 
from accidents in die home and on the highway. 
Problems of electromagnetic radiation, noise, and 
other physical health hazards promise to become 
increasingly important community iiroblems. Much 
of die significant work in all of these fields has 


arisen out of specific-occupational or aviation medi 
cal problems which have been studied in private 
industry and in the armed forces 


Maximum Utilization Necessary 

I have attempted to view afresh the challenge 
which has been presented to the medical profession 
and related sciences by the nature of our technical 
industrial progress. It is incumbent upon us, as indi¬ 
viduals and as a group, to accept this problem and 
to take steps towards its satisfactory resolution. Such 
steps must emphasize the maximum utilization of 
our existing personnel, techniques, and facilities 
rather than the creation of barriers within the pre¬ 
ventive medicine specialty. 

I believe that the action taken at the last annual 
meeting to change the name of the section from the 
Section on Preventive and Industrial Medicine and 
Public Health to simply the Section on Preventive 
Medicine indicates a very healthy trend. In addi¬ 
tion, the rotation of the chair between the sub¬ 
specialties can be used to broaden the concept of 
cross training in preventive medicine. I sincerely 
hope, for the sake of our country as well as our 
profession, that we in the preventive medicine spe¬ 
cialty will accept the challenge thrust upon us. If 
we will recognize the problem in the fullness of its 
scope, I feel that we will have made a very impor¬ 
tant step toward its solution. 

P. O. Bo-s 102, Area “A,” Wright-Patterson Air Force Base, 
Dayton, Ohio. 


CLINICAL NOTES 


VENOUS THROMBOSIS SIMULATING ARTERIAL 
EMBOLIZATION WITH MAJOR GANGRENE 

John V. Waller, M.D., New York 


That venous thrombosis may mimic acute arterial 
thrombosis or embolism and produce major 
grene of an extremity has been suggested by Ed¬ 
wards ' and by Scupham." The latter quotes Pringle ’ 
whose two cases, at pathological e.\amination, 
showed post-traumatic venous thrombosis and pat¬ 
ent arterial systems. Since the arterial spasm which 
produced the ischemia and gangrene may have 
been post-traumatic and not solely secondary to the 
venous thrombosis, specific illustration of the spmi- 
lation of Edwards and Seupham was lacking ^he 
following case illustrates the clinical and pathologi 
cal occurrence of isolated venous thrombosis pro^ 
rhirinc arterial spasm and major gangrene of an 

slightest clinical suggestton 

of disease of the vein._____ 

Hill Hospital. 


Report of a Case 

A 60-year-old woman, in comma, was admitted to the hos¬ 
pital on Oct. 28,1949. The patient had been in apparent good 
health until Oct. 21, when diabetes mellitus and atnal hbnlla- 
tion were discovered by her family physician. She was placed 
on a restricted diet and on therapy with digitoxin. Sever.U 
hours prior to admission, she could not be awakened ” 
afternoon nap. Physical examination at the hospital 
semi-coma, complete aphasia, and but slight voliintar)' motion 
of the eyes, left arm, and left leg. The blood pressur^v, 
140/70 mm. Hg. The heartbeat was totally irregular, "'idi 
Wal rate of 68 beats per minute. Both dorsalis ped.s ar enes 
were palpable. The remainder of file 

sugar level was 150 mg. per 100 cc. 

ifcebt^X^tSrp'S'mr atl - 

liemiplegin on the right. 
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'"•’i the ensuing 14 days the patient showed no signs of recov- 
On the morning of tlie loth hospital day, the nurse, while 
orming the usual morning care, noticed that the right leg 
" ' 1 the knee down was cold. There was pallor, mottled with 
i-.sh areas. Examination confirmed these findings. The limb 
• cadaverous and cold. On elevation there was extreme pal- 
Only the femoral pulse was detectable on the right side. 
' 're was no petechiasis, edema, or venous congestion. The 
' lower extremity was normal in all respects. Papaverine 
^ r rochloride ( 65 mg.) was injected into the right femoral 
ly. This injection was followed by a right lumbar sympa- 
r -Tc block with procaine hydrochloride (Novocain). There 
no change distal to the knee. 

iecause of the patient’s very poor general condition and 
'~'ause of the irreversible changes in the right foot and leg, 
loration for possible embolectomy was not attempted. Dur- 
i--; the course of the next 10 days, extensive dry’ gangrene of 
right foot and leg developed. At this time, a midthigh 



Section showing femoral vein occluded by organizing throm- 
rj’iis and contiguous patent femoral artery' at lex'el of midthigb 
.'nmpiitation. 


• amputation was performed. The surgeon noted normal pulsa- 
jons of the femoral artery’ and moderate bleeding in spite of 
tie use of the tourniquet. Tlie patient died 10 days later, 
j .xiitopsy was not performed. 

^ examination of the amputated leg showed that 

' ,1 1 kad been sectioned at operation through a 

^ ^ ■ (see figure) thrombus. This thrombus extended to the 
iMction of the femoral and popliteal veins. The popliteal X'ein 
' (I'^s The venae comitantes of the named arteries were 

. ^Ls.ecte and found patent and normal. There W’as extensive 
' tlip^'^''k lateral and medial aspects of 

' and 1 ' knee. The entire arterial sy’stem was e.xplored 
■ Doi normal. Dissection was carried out from the 

nrrl ° ^"’Putation down to and including the dorsalis pedis 
•wd postenor tibial arteries. 


Comment 

Gangrene of part of an e.xtremity from clinically 
evident massive thrombophlebitis is a rare, though 
well-known, occurrence.'* This catastrophe may occur 
whether the peripheral arteries are pulsating or in 
spasm. In the former instance, the heart is merely 
pumping more blood into a circulatorv’^ tree from 
which there is no exit,® as aU of the veins are occluded 
by the phlebitis. Venous thrombosis frequently gives 
rise to some degree of arterial spasm.® Vdiether this 
spasm is due to reflex through the sjTupathetic path¬ 
ways,” perivenous inflammation aflFecting contiguous 
arteries,® vasoconstrictor substances released by the 
Ij'sis of platelets,® to the local efi^ect of serotonin,*® or 
to a combination of these factors plus others as yet 
unknown is a matter for speculation. Lumbar sjtu- 
pathetic block and intra-arterial injection of tolazoline 
(Priscoline) hydrochloride or papaverine are usually 
effective in the release of arterial spasm,® but they 
were of no avail in the present case. 

Kinmonth ’ ’ foimd segmental traumatic arterial 
spasm completely resistant to sjTnpathectomy, peri¬ 
arterial stripping, and intra-arterial medication. He 
discovered that e.xploration, followed by periarterial 
bathing udth warm solutions of papaverine sulfate, was 
the only successful treatment. Perhaps arterial spasm 
secondary to venous thrombosis will respond to the 
same modality. Of course the cerebral vascular acci¬ 
dent in tliis case prevented early discover}' of the 
ischemia at wliich time tlie measures employed might 
have been of some help. 

Gangrene of the leg was due to arterial spasm in 
tlie presence of unsuspected thrombosis of the femoral 
vein. Measures directed at reliex'ing the arterial spasm 
were not effective. 

55 E. 72nd St. (21). 
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treatment of oral histoplasmosis by local injection with OTSTAW, 

Harold Plotnick, Af.D. 
and 

Santo Cerri, M.D., Cincinnati 


As j'et, no specific therapy for histoplasmosis has 
been developed clinically. The effective inhibitory 
nature of nystatin on Histoplasma capsulatum has been 
demonstrated both in vitro and in animals e.xperi- 
mentally infected.' On this premise, we injected nysta¬ 
tin solution directly into oral lesions of histoplasmosis 
and observed the gradual but complete disappearance 
of the localized disease process. 


Report of a Case 


A 78-yenr-old man rvas admitted to the Cincinnati General 
Hospital on Sept. 13, 1955, with the history of firm ‘‘blisters” 
tliat had been appearing in liis mouth since mid-July, 1955. 
There were no other suhjcctivc complaints. On pliysical e.xami- 
nation, this elderly man appeared thin but not ill. Examination 
of the oral cavity revealed multiple, firm, nonfender, miicosa- 
covered nodules, which varied in size from 5 to 10 mm. in their 
greatest diameter. The lesion.s were distributed as follows: tw’o 
nodulc.s on the upper and one on the loxvcr labial mucosa, one 
on the left buccal mucosa approximately 2 cm. lateral to the lip 
commissure (fig. lA), and txvo on the middle of the left lateral 
border of the tongue (fig. IB). The surfaces xvere smooth ex¬ 
cept for the buccal lesion, which had a superficial erosion but no 
bleeding points. Na.sal, pharyngeal, and indirect laryngeal exam¬ 
ination failed to reveal any abnormalities. The remainder of the 


physical examination was essentiallj' negative. 

The nodule from the lower labial surface was totally excised 
and submitted for histological studies. The patliologist s report 
stated: ‘‘There is a chronic inflammatory infiltrate in the sub- 
muco.sal region of the specimen with considerable histiocyte 
proliferation and giant cell formation. The histiocytes show his- 
topla.smal organisms. The Hotchkiss-McManus stain for fun¬ 
gus confirmed the presence of the latter. n , • r^o 

The histopla-smin (1:1,000) .skin test was read as 2-1- m 72 
hours. The tuberculin test (first-strength purified protein denw- 
tive [PPD]) Was 2-{- in 48 hours. The blastomycin (1:1,000) 


From the Department of Dermatology f 

the Department of Otolaryngology 

Medicine, University of Cine nnati. Dr Cern is a Fulbright 
Fellow from t)ie University of Parma, Italy. 


and coccidioidfn (2:1,000) skin tests were both negah'vc.' 
complement-fixation test for histoplasmosis was aegatiic, Ha 
genograins of the chest and spleen shoived no signs of d«( 
Tile bone marrow studies revealed no exadence of orga4 
on eimer smear or culture. The stool guaisic test was 
T^])e hemogram and urine examinations were not remaiM 
Liver-function studies were within normal values. 

Both lesions of the upper lip were completely exciietl, asc 
tissue press was prepared and stained by the Giemsa mcllK 
The smear showed typical histoplasinal organisms bolh s'M 
and outside of swollen macrophages (fig. 2). Thistbsiie* 
also submitted for mycological culture. The latter gre\' oiitH 
capsulatum organisms at room temperature in 10 days. 

On Oct. 18, 1955, freshly prepared nystatin for infraser." 
administration diluted in 5% glucose in water, rcpicscslf. 
2,000 units per milliliter, was injected below and into the k 
cal lesion until a ballooning effect was noted. Three dajsb" 
(Oct. 21), some regression in the size of the le.sion was end'-'' 
On Oct. 22, freshly prepared nystatin solution was ag.iin t 
jected in a similar fashion into both the buccal lesion and t.' 
nodules on the lateral edge of the tongue. Marked p.S!a 
associated with the infiltration of the nystatin into the toa?." 
lesions. All treated lesions slowly regressed. No control type '■ 
injection was used. Nystatin was again injected into tlie tw'^ 
nodules on Nov. 2, 1955. The patient xvas discharged from 
hospital on Nov. 3. He xvas next seen in the dermatology 
patient dispensary on Nov. 29, 1955. At that time, the bi • 
in all three treated areas were progressis'ely smaller. 7w f-' 
tient was seen on Dec. 14, 1955, and there were no sip’j 
any disease process in the oral cai'ity'. The patient wasimo^'^" 
up at periodic montWy intervals after that, u'ifh no sg® ' 
recurrence (fig. 1C and D). He continually refined to all ' 
biopsy of the treated buccal area. The patient’s case w P‘- 
sented before the CincinnaH Dermatological Society as a to - , 
up study on May' 2. 1956. There xvere no signs or 
oral histoplasmosis at this time; however, the P^hmt r 
that for the past montli he had been losing "cign • 

^^OiTMaTH’^isse, be was readmitted to the 

eral Hospital. Roentgenograms of the 

infiltrate in the left upper lobe. Skin tes s . . ' j„ 

(1:1,000) and fiKt-strength PPD were f f'%eiti-h'' 

hours. Sputum studies were con.sistently positi e 
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' jiisms The patient was transferred to Dunham Tuberculosis 
aital on May 31. On June 14, 1956, the patient fell off a 
cher went into a state of irreversible shoclc, and died. 

T. Bl’ack-Shaffer, of the department of pathology, summar- 
' the postmortem esamination as follows: “The gross autopsy 
mgs were those of pulmonarj’ edema and miliary' tuber- 
'sis. E\amination of the liistologic preparations revealed a 
espread but not sery progressive miliaiy tuberculosis in the 
>s. These took the form of isolated and small confluent tu- 
te some with central caseation necrosis. The liver and 
■en showed widespread epithelioid tubercle granulomas. In 
sections of tlie heart, there w'as a tubercle present in the 
atnum. Careful search for Histoplasma capsulatum was 
tless. Gndley stains, likewise, failed to reveal any recogniza- 
histoplasma bodies. The final diagnosis was only miliary 
erculosis.” 



Fig. 1.—A, nodule on left buccal mucosa with central erosion 
lor to treatment. B, nodules on left lateral margin of tongue 
lor to treatment. C, buccal mucosa five months post-treat- 
enl. D, left margin of tongue five months post-treatment. 


Comment 

Histoplasmosis, once an obscure fungous disease, 
being recognized with increasing frequency, espe- 
lally in the endemic areas comprising southern Illinois, 
adiana, Iowa, Kansas, Kentuck)', Missouri, Ohio, and 
ennessee. H. capsulatum has been repeatedly re- 
nered from soil. Primarily for this reason, the dis- 
ise seems to be most frequently acquired by inhala- 
on of spore-containing dust. It is not certain as to 
0" the Organism actually enters the body and local- 
I*' mucous membranes. Curtis and 

■re-in state that, for the purposes of classification, 
istop ptnosis may he divided into two categories, 
ccorc ing to whether the portal of entry' is (1) pri- 
in tile skin and adjacent mucous membranes or 
-1 systemic, via the respiratory' or gastrointestinal 
, s em, witly the cutaneous or mucosal lesions that do 


occur due to secondary' invasion. Silverman and co¬ 
workers ^ believe that the initial infection is in the 
lower respiratory tract and that dissemination can then 
take place to the skin and mucous membranes or to 
other organ systems. Silverman’s group feels that, if 
the sldn or mucous membranes were the primary site, 
regional lymph node involvement would be more often 
encountered. 

Nodular, noduloulcerative, and vegetative lesions on 
the tongue, lips, buccal mucosa, hard and soft palate, 
larynx, or vocal cords are suggestiv'e of histoplasmosis.'* 
The tongue and lary'nx are most often involved by a 
granulomatous process, which frequently ulcerates.® 
The majority' of such oral lesions occur in people over 
40 y'ears of age.® 

One must consider carcinoma, syphilis, leishmania¬ 
sis, Vincent’s infection, leukemia, and Hodgkin’s dis¬ 
ease as well as other granulomatous ulcerative diseases 
in the differential diagnosis of oral histoplasmosis. 

Summary 

A patient u'itli proved oral histoplasmosis was treat¬ 
ed by' the local intralesional injection of ny'Statin. This 
was associated with complete disappearance of the 
treated areas. The patient later died, and the autopsy 
revealed miliary' tuberculosis but no eWdence of histo¬ 
plasmosis. 

1737 David Whitney Bldg., Detroit 26 (Dr. Plotoick). 



Fig. 2 —Tissue press demonstrating Histoplasma capsulatum 
organisms within sw'ollen macrophages. (Giemsa stain. x700.) 


The nystatin used in this study was supplied by E. R. Squibb 
and Sons, New York. 
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AMMONIA CONTENT OF STORED BLOOD 

Julius R. Greenberg, M.D., Leonard D. Rosenman, M.D. 

and 

Alvin E. Lewis, M.D,, San Francisco 

bovp attested the Ammonin-Nilrogen Content of Stored Blood Sampled at hk 

ihe circulating blood of patients with certain liver a—m 

dicensps ’ Stunorous phenomena have been observed coiieotion, No. mi. (Comt 

when the ammonia-nitrogen level of blood has excee - J ® 

cd 200 meg. per 100 ml. Tiie blood of a healthy person 5 « 

contains minute amounts of ammonia, winch mciease .. 0 

when blood stands in an open container e.xposed to 1 :^ 2 ^.7 

room air.= In our laboratory as in others, the R^^onia 7 

level in the blood of a healthy person has been found 7 

follLdng episodes of esophageal or gastromtes mal .. 

hemorrhage in patients with liver disease when there . “ 

il’"c“n"er. It s/n-iiy is a p™' ;; 

source of «’p by the iuiestinai s,; ;:;:::::::::::;::::::::::::::::- « *“ 

is the extravasated of the hemor- 

secrclions and bacteria. Since t ‘ ^replacement ..j, 175 
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ammonia-nitrogen content ba .. 

normal level of 9 meg. per 100 ml. to yuu m g i .. .... , 

7 during three weeks of ^^,,3,pos- S e:;:::::::::":::::-. | 

i„g blood in tbc San Fraucto bw u ;; . 

collected >md stored . „ 
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Tlic ammonia detei I ‘ , 0 „„,vay mie™dilfusion routine determination . j^ciok. A 6"“'“ 

made in duplicate ''’>* *« ^ jo-mtoute absorption appropriate ooneoho ^ ^ „b„adi 

mrtbod = being used. Using “ J , j„a„g that a temperature ,ipa 
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.\ultaneous measurements on-blanks and standard 
'tmtities of ammonium sulfate. Tire duplicate blood 
serum determinations always checked ssathin less 
‘■^n 2rr. 
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of Stored Bl ood, 

.tmmom'a-nitrogen (N’HsN) content of stored blood sampled 
rarious inter\'als. 


Tile data demonstrate that the ammonia-nitrogen 
content increases wdth aging of the stored blood. At 
21 days, the maximum age of blood permitted for use 
for transfusion, the ammonia-nitrogen content of most 
samples of whole blood was imder 2.50 meg. per 100 
ml. (see table and figure). That amount is much less 
tlian that found by Cincotti.'’ The discrepancy may be 
e.xplained by differences in methods of collection and 
storage or by variations in tlie techniques of measuring 
the ammonia. In idew of botli our data and Cincotti s, 
the amounts of ammonia nitrogen that would be ad¬ 
ministered with 1,000 ml. of 21-day'Old blood would 
exceed that of fresh blood by 2 to 8 mg., tlie equiva¬ 
lent of 6.6 to 30.4 mg. of ammonium chloride. Mfiiether 
or not those extremely small quantities have clinical 
significance is debatable. 

The blood used in this study was supplied b\' tlie Ir\\on 
Memorial Blood Bank. 
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ATRIAL FIBRILLATION DUE TO ACCIDENTAL ELECTRIC SHOCK 

IVilliam H. M'ehrmacher, M.D., Chicago 


Of the several causes of atrial fibrillation in man, 
lectric shock has received only scant attention. A few 
ire\ious case reports demonstrate that tlie arrhythmia 
nay result from accidental shock ‘ or as a complica- 
ion of electric conxmlsive-shock therapy." Patients so 
imicted are naturallv eoncemed about what the 
mticipated course of'tlie illness may be. Phy^sicians 
equire knowledge of how it dei'elops and how it can 
3e treated. Tliose concerned with the adjudication of 
such injuries need information 
f die prognosis. Tlie follow'ing case demonstrates 
o\\ electric shock may produce atrial fibrillation and 
n excellent functional recoverv can follow such an 
accident. 

Report of a Case 

"wljn ® 52-year-old lineman, on Sept. 2, 1954, was 

"iits A '1''™^ a pole which supported high-tension electric 
-■ • s e \\ orked, he inadvertently assumed a position where- 

MKhcri Medicine, Northwestern Universitx 


by his left posterior thora.\, wet with sweat and covered by 
only a cotton workshirt, touched a noninsulated 2,200-volt line 
above, while his right forearm simultaneously contacted a 110- 
volt line below, which was guarded bj’ a weathered insulation. 
The contact was transient, caused him to jerk away, and pro¬ 
duced a buzzing sound heard by a nearby workman. The pa¬ 
tient continued to work and finished the job he was doing. 

When seen by the medical department of his employer’s firm 
on the day after the accident, bums of about 1 mm. depth on 
the right arm and left posterior thorax were exndent. An elec¬ 
trocardiogram (fig. 1) confirmed the examining physician’s 
impression that the patient’s atria were fibriUating and that X'en- 
tricular contractions were absolutely irregular. A second electro¬ 
cardiogram taken the same da>' showed persistence of the atrial 
fibrillation. The next electrocardiogram, taken Sept. 7, and all 
subsequent electrocardiograms showed that the abnormal 
rhythm spontaneously had rex'erted to nomial. 

There xx-as no suggestion that any disturbance of cardiac 
rhytlim had ex'er occurred prexiouslx-, either as observed by 
the patient himself, his prix'ate physician, or the employer’s 
medical department. 

Examination on Sept. 10 xx-as made to ex-aluate his cardiac 
status. His pulse xx-as regular, normal in x-olume and contour, 
and beat 72 times per minute. Systolic blood pressure x-aried 
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behvcen I'JO and 146 mm. Hg and diastolic between 88 and 96 
mm. Ilg. 1 lie relmnl arlerie.s showed very sligJit changes, cor- 
rcspondmg to a bare grade 1 (Keitl. and Wagoner) arteriolo- 
sclcrosis. llip walls of the medium-sized peripheral vessels were 
ver\' slightly firmer than average. The kings were normally 
resonant ami the breath sounds normally vesicular bilaterally 
except for inconstant sticky rales at the lung base.s. The heart 
tones wore of good quality. No murmurs were audible. There 
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On Sept. 7, the regular sinus rhythm had been re^fn-- 
there was less flattening of the T wave in lead 9,4 f' 
version of the T wave in leads 3 and aVF. Ther^iJ- 

ci, Such QRS changes might conceivablv have resultS 'i 
previous damage of the posterior wall of the heart S 
tionship behveen the QRS changes and the electric kU 
be established. The transient and limited repolarization ch¬ 
are less than one would ordinarily associate with a tea-' 
tarchon of the myocardium but correspond well with tb“ 
sociated with the onset of rapid heart action and anlnf 
Subsequent tracings demonstrated continued normal rhlr- 

Atrial fibrillation discovered during the first e.vaminatk 
shock, its timely restitution to a normal sinus rhythm, its fi 
to recur as would be expected in paroxysmal atrial librilh..- 
and its resemblance to otlier instances resulting from 
convulsive shock therapy-or accidental shock' indict the f 
trie shock as the cause of atrial fibrillation in this case. 

Reexamination 10 months after the shock supported tic p. 
tient’s own contention that he was well. His blood pressure k 
144/90 mm. Hg and his pulse regular at 72 beats petmh' 
After 25 trips mounting and descending from a 9-in. stepvi’,- 
three-quarters of a minute, his pulse rate rose to OOhealip- 
minute and returned to less than the resting rate (fiObcalip- 
minute) witliin three minutes after completing the eierv.- 
A ballistocardiogram showed no significant abnormalities.!; 
fluoroscopic appearance of the chest and heart was unclut: 
from that of 10 months previously. 

The patient continued well until last seen approximately t 
years after the accident. No relapse or subsequent rhythm li. 
turbance was observed. Although the employer changed t'. 
patient’s duty assignments to those which no longer reqi'L- 
w'ork with high-tension circuits or exertion, the patient Id t 
cardiac symptoms. When not at work, he climbs stairs as rdi 
as ever, does simple carpenter xs'ork on his home, and i > 
some gardening. 
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.rhe peculiar effects of elecbicih' upon the heart 
've intrigued investigators since the time when only 
■mitive sources of electricity were available. In the 
ih centuiv" Abilgaard “ used die Lej'den jar to pro- 
■ ce a shock of suflScient intensity to “kiU” chickens 
.lich he subsequently would “reidve” by a second 
untershock. More recent investigators have demon- 
ated that an electric stimulation of the animal 
Art may produce a variety of arrhj^imias var^ang 
)m a simple premature systole to ventricular fibriUa- 
in. Altliough tlie latter has never been conclusively 
monstrated to be produced by electrical stimulation 
the human heart, and further study of this point is 
;arly needed, it is usually considered to be tlie mode 
sudden death incident to electric accidents. 

'The variety of cardiac responses to electrical stimu- 
tion depends not only upon an adequate intensity of 
e stimulation but also upon the phase of the cardiac 
’cle when it is applied. Nothing results from stimula- 
in during the refractors' phase alone. A short shock 
;tween beats usually produces a simple premature 
?at. A strong shock, occurring during the period of 
minishing contraction of the ventricles (that is, cor- 
sponding to the time of die T wave of die electro- 
ardiogram) produces s'entricular fibrillation in the 
nimal and commonly eventuates in its death. As the 
nration of an electric shock is increased, die chances 
lat it srill occupy this critical period of the cardiac 
ycle increase, as does its lethal potency. 

Induction of fibrillation of the atrium of the heart 
y direct stimulation is ordinarily difficult. However, 
airing simultaneous stimulation of die vagus nerve, 
he threshold of the atrium is reduced, atrial fibrillation 
5 easily induced, and die fibrillation irill persist after 
he direct stimulation is stopped.° This fact, know'n 
ince shortly after the turn of the century', was clari- 
ied by Andrus, Carter, and Mffieeler ” in 1930. They' 
lemonstrated that vagus stimulation shortened the 
efractory' period of the atrium: "Due, however, to 
he shortening of the refractory' period consequent 
'r"" stimulation of the vagus, they [the shock 
fimuli] fell upon tissue which was excitable but in 
ivhich conductivity had, presumably', not yet returned 
■0 normal. In the case herein reported, a similar 
nechanism may' be involved. M^orking in an ungainly' 
ji' .11 astride a pole certainly induces one to strain 
ahen changing position. Such straining accomphshes 
^ s essential features of the Valsalva maneuver, a 
potent natural method of increasing vagus tone. Mffiile 
IS hy'pothesis does not lend itself to e.\perimental 
^nfirmation, it is tenable and correlates the clinical 
' obsen’ed iritli experimental studies. 

le favorable outcome obsen'ed here corresponds 
"i 1 prerious reports. In most instances, the rhy'thm 
re ms to normal spontaneously or after the adminis- 
ra on of either digitalis or quinidine. The latter, 
P r^arologically, seems to be the drug of choice; 
0 nei ler was necessary' in the case reported here. 

One case, reported by Hickl,*'^ the rhy'thm did not 


revert to normal during a short period of obsen'ation; 
but one might conjecture that such could have been 
accomplished w'ith treatment. 

The gratifying lack of eWdent cardiac sequeUae hke- 
w'ise corresponds to that in prex'ious reports. Altliough 
the patient in our case has been protected by' his 
employ'er subsequent to the accident, he has been 
none the worse for its occurrence. 

Summary 

Atrial fibrillation resulted from accidental electric 
shock received by' a 52-y'ear-old hneman during his 
work. The altered rhy'thm reverted spontaneously to 
normal uathin a few day's. Recovery' was apparently' 
complete. 

Addendum 

In July', 1957, the patient’s work record was re¬ 
viewed. He was continuing to work full time. His 
only' absences from work subsequent to the accident 
were the few day's incident to healing of the skin 
bum and a period of nine day’s after an automobile 
accident in 1955. 

670 N. Michigan Ave. (11). 
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ASIAN INFLUENZA 

N THIS issue of The Journal (page 
356 ) the nine-man Special Committee on 
Influenza of the American Medical Asso- 
mmmt elation publishes its first comprehensn^e 
renort on the Asian influenza situation. The coi 

elusions arrived ,. 1 ..re th. result of 

L'lc: Xls. a'spe’ciri' -.etinl with the St^e 
1 tJ-S Officers Association, mdi- 

'vklual and group consultations with expeits in ^je 

S con,.■ni,toe itself, to 

spondcnce departments, which 

helped to direct ^nal dia ^ojiaicl 

all-encompassing refeience. } ^ IxMish at 

L“e rin,s warralrt a'completely new 

approach ton'ard the disease. 

As of now, have been very 

disease remains disease itself. Whei^^ 

few deaths reported from J it is an- 

secondary chemotherai^^ wib lessen 

ticipated that a eq ‘ probability of an 

the severity of such seq - ^^,inter is 

epidemic of Asian i ^‘^^.^ine has been devel- 

'tich shorfd Vevent the loss of essenhal 
Oped, which si i . ^ disease. 

“Sre" i( - 


taneously is adequate, especially since it reduces 
the severity of reactions. Even some laboraton' 
shidies are reported to support this belief. Further¬ 
more, since many believe that the close should be 
repeated within two weeks regardless of how it is 
administered, there is argument that the intracu- 
taneous route wall conserve supplies. However, un¬ 
til more data are available the physician will ha\e 
to determine for himself how it should be given 
to his individual patients. He must not forget, 
though, that this vaccine is made from viruses grown 
on eggs, and patients who have a history of allergy 
may experience unusually severe reactions. Addi¬ 
tional shidies are now under way, vaccine produc¬ 
tion is being increased rapidly, and purity and po¬ 
tency of preparabon are being closely examined. 

As information on these subjects becomes available 
it will be reported from time to time in The Jour¬ 
nal. 

KENTUCKY’S PIONEER PLAN 

Four-way cooperation on a “doctor for your com¬ 
munity” program in Kentucky might well be exam¬ 
ined bv other states whose own rural areas suffer 
Zt poor distribution of i-- In the Org^- 
zation Section of this issue (page 355) is a b 
rSort describing how Uie Physictans Placemenl 

sLice of tl,e Kenmcky State 
the Board of the Rural Kentucky ‘ S Jl 

shin Fund the University of Louisville Schoo 
Medicine, and the state Several asseiuMy ar^™ ^ 
ing together to bring adequate meteal «te K 
clmrfnities which previously had faded to 6.. 

businessmen, lay The prograi 

dnceinents ioans at tl.e rate 

r$ 900 ": yei and/o,: ,rf,.„ds of past 

payments. fi„.vnced by contributions from 

The loan fund is fananceci j grants 

physicians, lay ^ legislators also 

of the general ^ 

have voted to spen up rgypie School of Med>- 
refunds for University ‘ communities, 

cine alumni who practice 
The two-pronged plan as 
i, Lt neeessarily a panacea But it 

isolated f 

-periment worth pna- 
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As you may know, the House of Delegates of 
the American Medical Association at the Annual 
Meeting last June in New York reaffirmed its long¬ 
standing opposition to the compulsorj' coverage 
of physicians under the Old-Age and Survuvors In¬ 
surance pro\'isions of the Social Security Act. 

At the June, 1937, New York meeting the House 
of Delegates also recommended a stepped-up in¬ 
formational program designed to reach every' mem¬ 
ber of the Association and to explain the reasons 
underlying the position of the House on this issue. 
In the weeks and montlis ahead, therefore, I urge 
you to give careful attention to all educational 
materials dealing with Social Security' coverage for 
phy'sicians. 

It has become more than ever imperative for phy'¬ 
sicians to study' this subject closely' because, for the 
past y'ear or more, the Committee on Social Security 
for Phy'sicians of tlie Physicians Forum has been 
confusing the issue wth a barrage of dubious propa¬ 
ganda. The Phy'sicians Forum, as many of y'ou wll 
recall, was the only American medical organization 
which supported national compulsory' health insur¬ 
ance during tlie 1949-1952 debate on that proposal. 
Now, in 1957, many doctors question whether the 
Physicians Forum is really' interested in OASI bene¬ 
fits for the profession or is actually' concerned wtli 
that subject only as a stepping stone to help acceler¬ 
ate further expansions of the over-all Social Se¬ 
curity' system. 


This is no mere academic question. It involves 
the consistency of tlie medical professions historic 
position on die broad issue of individual enterprise 
versus government-planned security'. In recent years 
our profession, probably more than any' other single 
group, has resisted die socialist trend in this country 
and has stoutly defended die qualities of self- 
reliance and indiWdual initiative. 

We must bear in mind that the Social Security 
system, whicli some phy'sicians would like to join. 


is the very' same mechanism through which the 
American medical profession could eventually be 
socialized. Already enacted as amendments to the 
Social Security Act are the waiver of premium for 
disabled workers and the pay'ment of OASI bene¬ 
fits at age 50 to persons wth so-called permanent 
and total disabihty'. Already proposed as amend¬ 
ments to the Social Security' Act are the lowering or 
elunination of die age-50 qualification for perma¬ 
nent disability benefits, cash payments for the de¬ 
pendents of Usability' beneficiaries, cash benefits for 
temporary disability', “free” hospital care for OASI 
pensioners over 65, full-fledged national compulsory' 
health insurance, and a wide variety' of other ex¬ 
pansions. 

If phy'sicians ever requested coverage for OASI 
benefits, w'ould they not be placing themselves in 
a more difficult position to oppose many' future 
proposak which ivould directly affect the shape 
of medical practice and medical care? Would they' 
not be v'ulnerable to the charge that they' are willing 
to accept a little bit of socialism for a personal 
financial benefit, but are opposed to other bits of 
sociah’sm designed for the general public? These 
are among the many' questions w’hich phy'sicians 
must decide in the immediate future. 

They' also must become informed about a variety' 
of practical considerations. For example, is the So¬ 
cial Security' system on a sound actuarial and finan¬ 
cial basis, particularly' in \'iew' of its tremendous 
future liabilities? Is it “insiuance,” offering a speci¬ 
fied contract w'ith stated premiums and guaranteed 
benefits? MTiat is the trutli about the “trust fund”? 
How' many' phy'sicians w'ould e%'er benefit from the 
retirement pro\'isions under OASI? 

Mflien phy'sicians study' the answ'ers to these and 
other questions, I am confident that the Association’s 
policy' w'ill be upheld by' an ovenvhelming majority'. 

Dav'id B. Allalax, M.D., Atlantic City', N. J. 
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ORGANIZATION SECTION 



SOCIAL SECURITY DISABILITY PROGRAM 


Tlte Commitlec on Medical Rating of Physical 
Impairment of tlie Board of Trustees reports the 
following recent developments in the Old-Age and 
Suiyiv’ors Insurance disability program under the 
Social Security Act. 

On July 17, 1957, President Eisenhower signed 
Public Law 109, u'hich makes two changes in the 
program. These changes are: 

1. The filing period is extended to July 1, 1958, 
during which applications for benefits may be made 
and the beginning period of an applicant s disability' 
may' still be established as early as the actr\al onset 
of disability’ prox'ided all other requirements of die 
law are met. Tin's change will benefit those individ¬ 
uals whose disability' began some time ago and who 
did not apply' foj' benefits before the previously' 
eslablislied date of July 1, 1957, despite extensive 
efforts to publicize the need for timely filing, 

2. Benefits w'ill be paid concurrently to eligible 
\'eterans receiving compensation by the Veterans 
■Administration for service-connected disability. 

On June .30, 1957, the first regulations pertaining 
to disability under this program were published 
in the Federal Register (page 4362, ^'ol. 22, number 
119): 


Mcdmwf!, of disahiUtin benefits based on disabilily 

(a) Among Ihu requirements an individual must meet to 
he entitled to disability in.siirancc benefits, or to child’s in- 
stiranee benefits after attainment of age 18 , is that he be 
tillable to engage in any substantial gainful activity because 
of a medically determinable impairment and that his im¬ 
pairment be e.xpccted to continue for a long and indefinite 
period of time, or to result in death. 

(b) In determining whether an individual’s impairment 
makes him unable to engage in such activity, primary con¬ 
sideration is given to the severity of his impairment. Consid¬ 
eration is also given to such other factors as the indmduals 
education, training and work experience. 

(c) It must be established by medical ci’idence, and 
wlicrc necessary by appropriate medical tests, that the ap¬ 
plicant’s impairment results in such a lack of ability to per¬ 
form significant funetions-such as moving about, handling 
objects, hearing or speaking, or, in a case of mental impa^' 
ment, reasoning or understanding—that he cannot, with ms 
training, education and work experience, engage in any kind 

of substantial gainful activity. 

(d) Whether or not the impairment in a particular case 

constitutes a disability is determined from all of the facts ot 
that case. Examples of some impairments which would or¬ 
dinarily be considered as s»bstantial gairf 

livity are set out in paragraph (e) of this section. TI 
existence of one of these impaimients (or of an impairoent 
of greater severity), however, will not in and of 

peS a finding dU an -^-id-I is 

defined in the law. Conditions which fall shoit of the leve 


of severity indicated must also be evaluated in ten,is cl 
whether they do in fact prevent the individual from engaani; 
m any substantial gainful activity. ^ 

(e) The examples are; 

( 1 ) Loss of use of two limbs. 

( 2 ) Certain progressive diseases wliich have resulted in 
the physical loss or atrophy of a limb, such as diabetes, 
multiple sclerosis, or Buerger’s disease. 

( 3 ) Disease of heart, lungs or blood vessels which lias 
resulted in major loss of heart or lung reserve as endenced 
by X-ray, electrocardiogram or other objective findings so 
that, despite medical treatment, it produces breathlessness, 
pain or fatigue on slight exertion, such as walking several 
blocks, using pubhc transportation or doing small chores, 

( 4 ) Cancer which is inoperable and progressive. 

( 5 ) Damage to the brain or brain abnormality which has 
resulted in severe loss of judgment, intellect, orientation or 
memory. 


( 6 ) Mental disease (e. g,, psychosis or severe psycho- 
neurosis) requiring continued institutionalization or constant 
supervision of the affected indvdual. 

( 7 ) Loss or diminution of vision to the extent that the 
affected individual has central visual acuity of no better tlian 
20/200 in the better eye after best correction, or has an 
equivalent concentric contraction of his visual fields. 

(8) Permanent and total loss of speech. 

( 9 ) Total deafness uncorrectible by a hearing aid. 

( f) Under the law, an impairment must also be expected 
either to continue for a long and indefinite period or to 
result in death. Indefinite is used in the sense that it e.irmot 
reasonably be anticipated that the impairment will, in the 
foreseeable future, be so diminished as no longer to prevent 
.substantial gainful activity. Thus, for example, an individual 
who suffers a bone fracture that has prevented him fiom 
working for an extended period of time will not be consid¬ 
ered under a disability if Iris recovery can be expected in the 
foreseeable future. 

(g) Impairments which are remediable do not constitute 
a disability within the meaning of tliis section. An individual 
will be deemed not under a disability if, with reasonable 
effort and safety to himself, the impairment can be dimin¬ 
ished to the extent that the individual will not be prevented 
by the impairment from engaging in any substantia! gainful 
activity. 


SAFETY CONGRESS 

The physicians of America will again join in pW' 
seating a program tliis fall at the National Safety 
Congress in Chicago. The A. M. A. Council on 
Industrial Health tvill co-sponsor a session, concern¬ 
ing vision in industry, with the American Society' 0 
Safety Engineers and the National Safety Counci 
occupational health nursing section. Among J 
topics to be covered in the discussion of oco(< 
safety programs are visual ability to meet jo r ■ 
quirements, ocular protection, and proper firs 
for ocular injuries. This program wll be held 
Thursday morning, Oct. 24, at the Congress 
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PUBLICIZED TREATiMENT FOR 

amyotrophic lateral sclerosis 
discounted 

Major John T. Godfrey, U. S. A. F., reser\'e oflBcer 
in the United States Air Force, is a \dctim of Lou 
Gehrig’s disease, technically kno^^’n as amyotrophic 
lateral sclerosis. Major Godfrey was flo\TO to 
Schwenningen, "West Germany, in early June, 1957, 
for treatment by Dr. Arthm: Boss in that city. There 
was considerable newspaper, radio, and telewsion 
coverage of this, and this coverage led to interest 
on the part of patients mtb similar diseases con¬ 
sidering going to Germany for treatment by Dr. 
Boss. Tliere were numerous inquiries regarding tliis 
treatment addressed to the National Institutes of 
Health, the surgeon general of the Air Force, and 
the American Medical Association, and members 
of Congress were besieged by tlieir constituents. 
Because of this the surgeon general of the Air Force 
and the American Medical Association, Washington 
OfiBce, requested that Dr. Francis M. Forster, while 
he was in Europe, \'isit Major Godfre}' and Dr. Boss 
in Schwenningen. This wsit had the approval of 
the German government in Bonn. 

Dr. Forster is a member of the A. M. A.'s Council 
on Mental Healtli and of the Section on Ner\'ous 
and Mental Diseases. He also is dean and professor 
of neurolog)' at Georgetown Medical School and 
president of the American Academy of Neurology. 
In addition, he sen'es as a consultant in neurolog)’ 
to the surgeon general of tire U. S. Air Force. On 
July 17 Dr. Forster visited the German doctor, 
Arthur Boss, in his clinic at Schwenningen, IVest 
Germany, and later prepared tlie following state¬ 
ment for the U. S. Air Force and the American 
Medical Association: 

Not hawng seen Major Godfrey professionally prior to 
July 17, 1957, I am at somewhat of a disadvantage in evalu¬ 
ating the possible effects of the therapeutic regime. However, 
Major Godfrey definitely presents at this time the classic 
^nical picture of amyotrophic lateral sclerosis, and there 
IS no objectiie eiidence of recovery from his neurological 
deficit Dr. Boss is himself cautious and to quote him he is 
skeptical.” Dr. Boss will not di\Tilge the nature of his 
treatment, and this is quite difficult to understand since 
physicians from ancient times are bound by the Oath of 
Hippocrates to share their knowledge with oAer physicians, 
and in modem times this is accomplished through writings in 
Medical journals and by presentations at medical meetings. 
Dr. Boss states he has been using his treatment for 16 years 
hut he has failed to publish it. It is unfortunate that Dr. Boss 
as not seen fit to present his therapy at the International 
Congress of Neurologs- being held at Brussels ne\t week. 

am adsised that the jack of disclosure of therapeuKc metli- 
ods is contrary to the principles of the German Medical 
bciedes. While the treatment has been employed by Dr. 

years, he has not controlled his studies nor has he 
used precise, scienHfic follow-up procedures to evaluate his 
tesu ts. He states that he has “heard from patients two to 
ree } ears after treatment” and he has concluded from this 
that they are cured. 


Tlie entire medical profession and scientific societies hope 
and strive for the successful treatment of crippling diseases. 
This disease in particular has long been a target for neuro¬ 
logical research and efforts. The possibilitj- that Dr. Boss 
treatment will succeed is remote; however, and to quote 
Dr. Boss “it can be a veiy- dangerous treatment,” and “it is 
not always successful.” Since the treatment can be dangerous, 
it is not yet accepted nor indeed divulged and has not been 
scientifically evaluated. Treatment of larger numbers of 
patients is definitely contra-indicated at this time. 

“DOGTOR FOR GOMMUNTTY” PROGRAM 

The first physician to be refunded medical school 
tuition under a new “doctor for your community” 
program is J. W. Walker of Motmt Vernon, Ky. 
Early last month he received a check for $900—half 
the tuition paid toward his graduation from the Uni¬ 
versity of Louisv-ille School of Medicine in 1945— 
because be chose to practice in Rockcastle County, 
which had been in critical need of medical care. If 
Dr. Walker remains in Mount Vernon, and that w'as 
his intent, he w’ill receive another S540 ne.xt year, 
and the balance of his tuition, S360, the following 
year. 

Any University of Louisville Medical School grad¬ 
uate is eligible to participate in this program set up 
by the school and the Kentucky general assembly, 
which has voted to grant up to 8500,000 a year in 
state aid to bring more adequate medical care to 
designated rural areas. This month Dr. Robert E. 
Cornett of Jackson, Ky., was scheduled to receive 
81,600, the first refund installment of his four-year 
tuition, for practicing in Breathitt County. (Tuition 
had increased in the 10 years since Dr. Walker 
graduated.) 

Refund of tuition is one of two pioneer programs 
being pursued by organized medicine to relieve a 
shortage of physicians in certain “critical” areas of 
Kentuck)’. The state medical association is also co¬ 
sponsoring (with the University of Louisv’ille School 
of Medicine and the Board of the Rural Kentuck)' 
.Medical Scholarship Fund, headed by Dr. C. C. 
How'ard) a loan plan for qualified medical students 
at the school. Under this project, benefiting 17 new 
students for the new' academic year, annual loans 
of 8900 are made. They are to be repaid at 2% inter¬ 
est after graduation, but if the borrow'er then prac¬ 
tices in one of 10 rural Kentuck)' counties in dire 
need of medical care, the yearly loans are succes¬ 
sively forgiven for each year of practice. 

“Gounting interest on the total loan, plus the $3.- 
200 tuition refund,” said Dr. How'ard, “a medical 
student now' can get a total of about 87,000 if he 
practices in a critical area of the state.” 

During the past decade the scholarship fund has 
benefited more than 100 students through over 
8200,000 in finances contributed by physicians, other 
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individuals, and organizations in Kentucky; last year 
the state general assembly aiipropriated its first an¬ 
nual $25,000 for the fund. Applicants need not be 


native Kentuckians—recipients this fall at the Uni- 
N'crsity of Louisville School of Medicine include one 
youth from Indiana and a young woman from Cali¬ 
fornia (who heard about the loan plan from the 
American Medical Association). 

The state medical association s Physicians Place¬ 
ment Service committee, headed by Dr. Delmas M. 
Clardy of Hopkinsville, makes available to inquir¬ 
ing doctors a descriptive list of Kentucky communi¬ 
ties which need help in securing medical service. 
(Sec editorial on page 352 of this issue.) 


J-A.M.A., Sept. 28 ,1957 

A. M. A. PREPARES LIABILITY KITS 

For use in claims prevention and claims remv 
programs, tlie A. M. A. Law Department is malane; 
available to each state medical society a padel 
of materials dealing with medical professional 
liability. The kit will contain reprints from the 
"Medicine and the Law” section of The Jourv.u. 
which deal with statutes of limitation, court deci¬ 
sions, and res ipsa loquitur. The results of an 
opinion survey and a report on medical profes¬ 
sional liability case histories—keyed to each state 
—will also be included. Distribution is slated for 
Oct. 1. 
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ASIAN INFLUENZA-A SPECIAL REPORT TO PHYSICIANS 


The following report, prepared by a subcommittee consisting of Drs. Cortez F. Enloe Jr., 
Chairman, New York; Max L. Lichter, Detroit; and David Henry Poer, Atlanta, Ga., in con- 
suUalion with the Surgeon General, U. S. Public Health Service, is presented for the guidance 
of the medical profession by the A. M. A. Special Committee on Influenza and has been an- 
thorized for publicolion in The Joubnal. 


The A. M. A. Special Committee on Influenza has 
arrived at the following conclusions; 

a. The probability of an epidemic of Asian in¬ 
fluenza this fall or winter is great; 

b. The United States population has no natural 
immunity to this type of influenza; 

c. The most satisfactory vaccine possible has 
been developed; 

d. The supply of this vaccine should soon be ade- 
(juatc to protect essential national services; 

c. The vaccine is safe, except in patients with 
known allergy to eggs; 

f The course of the disease is moderate, in most 
patients, and there have been very few deaths re¬ 
ported due to the disease; 

g. It is possible, but not probable, that the dis¬ 
ease will increase in virulence; and _ 

h Chemotherapy is not considered effective m 
uncomplicated influenza cases. If secondary bac- 

lerial infection rfioult! result as 
aulicipated tl.at adequate antibiotic or sulfonamide 
therapy will lessen the seriousness of sequelae. 
Thfoceurrence of the “inauenza epidemic was 
renorted in the New York Times on Apr 1 17, 
uffi At the suggestion of the Waiter Heed Army 

■me Speelal Commitlec on Inlloenen conics jt 
Siil'cl'icii, and Clmries W. Steele. 


Frank W. BartoxV, Secretary. 

Institute of Research, the 406 Medical General Lab¬ 
oratory of tlie Army in Japan was ordered to in¬ 
vestigate tlie Hong Kong outbreak and within SO 
days die responsible virus was isolated and iden¬ 
tified as a new and different strain. In another 30 
days (by late June), die first batch of vaccine bad 
been manufactured by die Walter Reed Army In¬ 
stitute of Researcli and delii^ered to the National 
Institutes of Healdi, Public Health Service, for test¬ 
ing. This is a record to be proud of. 

The history of epidemics of influenza shows ibal 
this virus generally does not change in vindence 
during an epidemic. As Dr. M. R. Hilleman o 
Walter Reed Army Institute of Research, ivhoiden- 
dfied die Asian strain of the virus, has reported, t e 
capacity for continuous and progressive alterabon 
in antigenic composition is essential to die suriiva 
of influenza virus in die partially immune human 
host population. Because of this constant cha , 
which at times may be very great, 
with many cases of influenza must rnaintam p 
vigilance and die virologist must s eep o 
eye open.” Having studied the behai^or of 
present virus, most audiorities agme 
tahty in the first epidemic of Asian ^ 

be low. However, physicians must recogni 
are dealing ivifh an agile, ^ ^ ^ g^ise 

organism which could return m 
after a brief pause for change of character J 
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it apparently did in the mild epidemic of the spring 
of 1917 and the catastrophic invasion in the vdnter 
of tliat same year. 

A study of the world epidemiology patterns of 
Asian influenza and the confirmed outbreaks in the 
United States thus far leads to the inescapable con¬ 
clusion that the countr}' has been well seeded. 

The Asian influenza was initially observed in 
Hong Kong. Then, Malaya, India, and the Philip¬ 
pines were hard hit; then Taiwan; then Japan. Dur¬ 
ing tliis time, it appeared in U. S. Na\y personnel 
who had visited tliese areas. By now, it has occurred 
in most countries, but not yet in epidemic propor¬ 
tions in all of them. 

Here are a few case histories of how Asian in¬ 
fluenza has spread, given to the Committee by C. C. 
Dauer, M. D., chief of the National Office of Vital 
Statistics. 

A gill who attended a conference in Davis, California, 
where influenza brohe out, traveled by train with others from 
that State to a conference in Grinnell, Iowa. The girl became 
ill before reaching her destination, and about a dozen of her 
fellow travelers were the first of about 200 cases that de¬ 
veloped within a few days in Grinnell. A similar illness de¬ 
veloped in many of the 1,700 delegates after leaving the 
conference. In another instance, a group of 35 foreign e.v- 
change students and two chaperones left San Francisco by 
bus for New York. Eighty percent of them were ill on or 
after their arrival in Salt Lake City. They were housed in 
private homes in Salt Lake City and 14 of the household 
contacts subsequently had influenza-like illnesses. A small 
group attending a religious conference in Kentuckj’ e.\- 
perienced an outbreak of influenza. Delegates came from a 
number of States, but the first to become ill were those from 
California. The storj’ of influenza at the Boy Scout Jamboree 
at Valley Forge, Pennsj'lvania, is still unfolding. Several 
scouts in a contingent from California were ill on board a 
train to New York and others developed respiratory infec¬ 
tions after their arrival. The infection was mild, and doubts 
were expressed that the illness was influenza. Other cases of 
respiratory infection occurred at tlie Jamboree, at least one 
or hvo in nearly every' State group. By the time tire Jamboree 
ended, it was known from laboratory reports tliat influenza 
was present in the California group of cases and, as expected, 
many cases developed among various groups after the Jam¬ 
boree. The fifth and last outbreak traced to California was in 
Corpus Christi where Navy personnel or their dependents 
dei eloped tlie disease following the transfer of about 20 
persons from San Diego. In the latter area, there had been 
an outbreak among recruits of tlie training station. Each of 
the five outbreaks described very briefly above has been 
confirmed by isolation of influenza type A viruses which were 
antigenically similar to tlie new Asian strain. 

Two other illustrations can be given vv’hich show very 
clearly how influenza infection has been carried from one 
country to another. Such pathways were seldom traced in 
previous epidemics. 

About 10 day’s after a number of U. S. Navy vessels had 
'dated Valparaiso, Chile, an outbreak began in that country, 
nfluenza-like illness had occurred on board at least one 
vessel, and one of tliem had come from a port in the United 
fate where an outbreak of influenza had occurred. The 
epidemic began about July’ 22nd in Santiago and Valparaiso 
course of the next two or three vv’eeks, about 25 
0 30 percent of tlie population in cities were estimated to 
ve been affected. About August 1st, crew members of a 


Chilean airline arrived in Miami, Florida, ill with influenza. 
Thus, the infection seems to have been carried from the 
United States to Chile and then brought back. The other 
instance concerns a group of foreign e-xchange students from 
several countries who arrived in New Y ork earlier this month. 
Forty’-four Turkish students traveled by train to western 
Europe. Cases of influenza developed in the group when they 
reached Belgrade and still others when they arrived in 
Vienna. A group of Austrian students boarded the train in 
Vienna and accompanied the Turkish students to Rotterdam. 
Because of the ilhiess among them, the Turkish students 
were refused passage on a ship that was to take all of the 
students to New' York. They arranged for passage on a plane 
and on arrival in New Y’ork, 9 more of them were ill. Five 
days later, the ship that carried about 650 students as tourist 
class and 200 other passengers arrived in New Y'ork with 50 
active cases of influenza. Illness on the ship began in the 
Austrian contingent, and 150 to 200 were ill at some time 
during the v'oyage from Rotterdam. There was only one case 
in the nonstudent passengers and one in a crew member. 
Sick students were isolated in quarters after debarking in 
New York. One of them—a 17-year old boy from Greece- 
later showed signs of pneumonia and circulatory failure. He 
was hospitalized and died wi thin 24 hours. Postmortem ex¬ 
amination revealed a hemorrhagic pneimjonitis. A coagulase 
positive staphylococcus was isolated from lung tissue, and 
an Asian strain of influenza A virus was recov'ered from lung 
and heart tissues. Four students who proceeded from New 
York to their destinations in New' Hampshire, New York 
State, and California were reported to hav'e dev'eloped in¬ 
fluenza-like disease on arrival. 

The lesson to be learned from these e-vcperiences 
is that the disease will cross national and state 
boundaries no matter what controlled measures are 
taken and it cannot be stemmed in communities by 
closing schools or other places of assembly. 

Vaccination is the only means available today for 
the control of Asian influenza. To this end, a re¬ 
markable and prodigious effort has been put forth. 

Recognizing that Asian influenza is an air-bome 
virus infection that cannot readilj' be controlled by 
the usual preventive measmres, mindful of the 
efficacy of the vaccine, and aware of the problem 
of supply and distribution, the Special Committee 
on Influenza urges each physician to be guided, 
insofar as possible, by the foUo'XTng routine: 

1. Preferably give 1 cc. of vaccine subcutaneously 
to adults. 

2. Tlie intracutaneous administration of 0.1 cc. 
may be used in heu of the above-described method. 

This vaccine contains 200 CCA (chick-ceU-egg- 
agglutination) test units per cubic centimeter. Sig¬ 
nificant adverse reactions have been rare, according 
to the U. S. Pubhc Health Serydce, although pain at 
the site of injection commonly occurred in 700 test 
patients. Of these, only one missed a days work. 
The vaccine should not be administered to persons 
sensitive to eggs. Persons xx'ho are know'n to be al¬ 
lergic to eggs or chicken feathers may react unfav¬ 
orably. Reactions among the aged are no more fre¬ 
quent than in other adults; however, the physician 
should give special consideration to very old pa¬ 
tients with existing illness. 
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The Committee endorses the recommendations of 
the American Academy of Pediatrics concerning the 
administration of the influenza vaccine to children: 

For preschool children (3 months to 5 years): 0.1 
cc, mtradermally or subcutaneously, repeated after 
an interval of one or two weeks. 

For children 5 to 12 years of age: 0.5 cc. subcu¬ 
taneously, lepeated after an interval of one to two 
weeks. 

For children of 13 years of age and. older, the dose 
for adults (1.0 cc. subcutaneously in a single injec¬ 
tion ) may be used. 

Although some individual physicians may have 
access, on occasion, to an adequate supply of the 
vaccine for their patients, the Committee hopes they 
will be reminded the vaccine is in short supply. For 
this reason, the Committee endorsed and adopted 
a resolution passed by the State and Territorial 
Health Officers in a meeting on Aug. 28, 1957, in 
Washington, D. C., w'hich wms referred to tlie Sur¬ 
geon General, Public Health Service, for considera¬ 
tion. That resolution, dealing with the establish¬ 
ment of priorities to be given in the administration 
of the vaccine, recommended tliat priority be given 
to: 

(1) Those individuals w'hose services are neces¬ 
sary to maintain the health of tlie community 

(2) Those indi%iduals necessary to maintain otlier 
basic community services 

(3) Persons with tuberculosis and others w'ho in 
the opinion of the physician constitute a special 
medical risk 

The above recommendation is merely a guide and 
should be considered in the light of local conditions 
and situations. Certain local and state societies, 
alert to the problem, have already established prior¬ 
ity groups in slightly different versions which the 
Special Committee recognizes as meeting problems 
peculiar to the involved areas. 

Vaccine wull be available in limited amounts for 
the next 30 days, and the prospects are that tlie 
supply w'ill be larger after that time. Until such time 
when the supply of vaccine is adequate, the free 
and voluntary cooperation of each physician in ad¬ 
hering to locally established priorities is essential 
to the protection of the nation s health and vital 

services. 

The Committee again emphasizes and urges each 
constituent medical society to take die lead in plan¬ 
ning now, if they have not already done so, to meet 
the emergency problems of a possible influenza 
epidemic. A number of state medical societies are 
utilizing their state emergency medical service com¬ 
mittees, since they are uniquely prepared and or¬ 
ganized for emergency situations. 


J.A.M.A., Sept. 28 , 1957 


chJ ] I consideration 

should be given to expanded professional cate 

through the utilization of all medical personnel re 
gardless of type of practice. Plans should ind’ude 
mobilization of other professional resources, siicli 
as nurses, nurses’ aides, pharmacists, appropriate 
health and lay groups, and others. Action to make 
full use of hospital facilities should be explored 
such^ as curtailment of elective surgery, diagnostic 
studies, etc. The Committee recommends that state 
and local programs be coordinated with public 
health agencies and state and local health depart¬ 
ments. There should be close cooperation concern¬ 
ing diagnosing and reporting influenza cases. Joint 
planning may be advisable in many areas. 

It is evident from experience gained in poliomye¬ 
litis outbreaks that the public looks to the medical 
profession and public health officials for leadership 
in these emergency situations. Each community 
should make a serious study of available resources 
and facilities and have suitable informational and 
educational programs to cope with epidemics that 
might occur. Constituent medical societies should 
take appropriate action to acquaint the general pub¬ 
lic witli the plans and operational facilities being 
readied by the profession to cope with tire emerg¬ 
ency problems and should reassure tliem that there 
is no cause for alarm concerning an influenza out¬ 
break in view of tlie fact that the illness is of short 
duration, it is generally mild and with few compli¬ 
cations, and it has a very low mortality rate. Great 
reliance must, of necessity, be placed on home care 
in view of die high incidence rate which may be 
anticipated. Medical societies should plan for the 
dissemination of information to the public on symp¬ 
toms and home care of patients. 

In considering the disease itself, it has been esti¬ 
mated that 20% of tiiose wffio have not been vac¬ 
cinated for Asian influenza, and the same percent¬ 
age of die 3 of every 10 whom the vaccine does not 
protect, will contract the disease. If this occurs, the 
outbreak in the community will probably be ex¬ 
plosive and last for four or five weeks until the dis¬ 
ease runs its expected course. 

As in all instances when a disease is widespread, 
there is a tendency to attribute the symptoms of 
most patients one sees to the new disease. Physi¬ 
cians must be particularly aware of this fact. As one 
Army physician put it, doctors should remember 

that “all that fevers is not flu.” 

The symptoms consist of chills that occur wi 
very Uttle warning, and temperature that climbs Jo 
103 or 104 F (39 to 40 C) and undulates m the 
range for from three to four days. The fever is ac¬ 
companied by headache and general muscle P ^ 
As the fever subsides, the aches and pains gradual!) 
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vanish, the patient is generally left weak. The pa¬ 
tient can e.vpect to endure this convalescent period 
for another few days while normal healtli returns. 

There is actually no specific tlierapy for the pa¬ 
tient with Asian influenza. It is a.xiomatic that the 
person in health with tlie best nutritional status 
stands the best chance in a bout of any infectious 
disease. Once it strikes, bed rest, forced fluids, and 
s\Tnptomatic treatment are recommended. In a re¬ 
port tliat appeared in tlie Sept. 7 issue of The Jour- 
.VAL, page 58, the Council on Drugs stated that little 
help can be e.xpected from the sulfonamides or anti¬ 
biotics when the condition is confined to influenza 
alone. However, should complications (e.g., pneu¬ 
monia) occur or even be suspected, the patient 
should be hospitalized and appropriate chemothera¬ 
peutic measures be instituted. 

It is difficult to state mortality rates of patients 
suffering pneumonia secondar}' to Asian influenza 


because of the problems of reporting in foreign 
countries. Differences in sanitation, nutrition, and 
medical care and other features in foreign countries 
make it hazardous to compare mortality rates wdth 
those anticipated in tlie United States. Hoivei'er, 
pneumonia appears to develop mainly in infants and 
in tlie aged, and most of the pneumonia deaths oc¬ 
curred in these groups. 

The Committee endorses tlie policy of the Ameri¬ 
can Hospital Association, which holds that hospital¬ 
ization should be hmited to cases of influenza in- 
vohdng complications or to tliose with other diseases 
which might be aggravated by influenza. 

All patients wnth influenza should be isolated in¬ 
sofar as it is convenient for good home or hospital 
care; every step should be taken to protect the pa¬ 
tient from sources of bacterial infections. Certainly, 
during the acute stage of the influenza the patient 
should not be allowed to have visitors. 
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POSTGRADUATE COURSES 

Information on the following postgraduate courses 
for practicing physicians has not appeared previous¬ 
ly in The Journal. 

An intermittent short course. Medical Manage¬ 
ment of Digestive Disorders, primarily for general 
practitioners wall begin Oct. 1,1957, at the Yale Uni¬ 
versity School of Medicine, New Haven, Conn. 
Meeting for two and one-half hours on each of eight 
consecutive Tuesdays at a fee of .$40, tlie course 
will utilize patient demonstration, lecture, panel, 
and open question periods as methods of education. 

The Postgraduate Dmsion of the University of 
Southern Califomia School of Medicine, 2025 Zonal 
Ave., Los Angeles, xviU present at a hotel a post¬ 
graduate course Nov. 7-9,1957, on the diagnosis and 
treatment of common endocrine disorders. This con¬ 
tinuous 2%-day 17-hour course, primarily for gener¬ 
al practitioners, iviU consist of live clinics with pa¬ 
tient demonstrah’ons, lectures, panels, open question 
periods, and audiovisual aids, at a fee of $60. 

A 1-day 8-hour dermatology clinic primarily for 
general practitioners wall be presented by the Uni- 
lersity of Southern California School of Medicine, 
1 ov. 6. The teaching metliods will include live clin¬ 
ics witli patient demonstrations, lectures, audiovis- 
na aids, and open question periods, for a fee of $25. 

sty-month fuU-time postgraduate course, Phys- 
■ca Medicine and Rehabilitation, wall begin Jan. 


6, 1958, at the Highland \fiew Cuyahoga County 
Hospital, Cleveland, in cooperation wath Western 
Reserve Universitya This course is designed for spe¬ 
cialists in physical medicine as well as for those 
physicians now in residency training in this field. 
It wall consist of three sections. Section 1, continu¬ 
ing for six xveeks, wall include 42 hours of lecture, 
24 hours of conferences, and 114 hours in wards and 
clim'cs. Each students program w'ill be planned in- 
dtyaduaUy so that he may concentrate his nondidac- 
tic training hours on those subjects most closely 
relating rehabilitation to his owai private practice or 
study. Section 2, lasting 12 w’eeks, wall include 64 
hours of lecture, 40 hours of conferences, and 54 
hours in affiliated facilities. Section 3, of 8 w'eeks’ 
duration, wall include 32 hours of lecture, 40 hoirrs 
of conferences, and 168 hours in w'ards and clinics. 
Enrollment is limited to 12, at no fee. Inquiries 
should be addressed to Dr. Charles Long II, De¬ 
partment of Physical Medicine and Rehabilitation, 
Highland View' Cuyahoga County' Hospital, Har¬ 
vard Road, Cleveland 22, Ohio. 

An intermittent postgraduate course on radium 
therapy, titled Radiolog)' PM33, w'iU begin May 6, 
1958, at Mount Sinai Hospital, 5th Avenue and 
100th Street, New York, in cooperation with Colum¬ 
bia University. This solely lecture course for full¬ 
time specialists will be held on sLx consecutive 
Tuesdays, at a fee of $50. 
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REHABILITATION AND RESTORATIVE SERVICES 

Howard A. Rusk, M.D. 
and 

Michael M. Dacso, M.D., New York 

This is the sixih of a series of papers on various aspects of aging. Each paper has been pre¬ 
pared for the Committee on Aging htj an aiithoriiy in the field. When completed, the series 
tvill he published in booklet form. 


Medical rehabilitation, or restorative medicine, as 
it has sometimes perhaps more aptlj' been called, 
emerged from the general background of clinical 
scrsices as an answer to a long-felt need rather dian 
as an arbitran,' separation of a specialty. It is con¬ 
cerned u'ith the medical care of all those who, as a 
result of illness or trauma, arc left witli a permanent 
imioairmcnt of their physical functions. 

Tlie broadened concept of rehabilitation has re¬ 
sulted in more than the creation of a new medical 
specialty. It has redefined and broadened tlie phy¬ 
sician’s rcsponsibilit)' to his patient. It has called 
upon the physician to e.xtend his services to activi¬ 
ties which, by conventional standards, had not been 
considered strictlv a medical responsibility. Tire 
physician’s responsibility ends only when he has 
restored his patient to the best and most productive 
life possible, as judged by two primary critena- 
abililv and disability. 

Mfith the recognition that chronically ill anc 

disabled patients had problems which 

their physical pathology, it became evident that i 

these problems were not met, the results of medical 

care wovdd be negated. Restorative 
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is increasingly being recognized that the ph)'sician’s 
i-esponsibility is to know and to utilize all of the 
resources and coprofessional services that will lead 
to the optimal utilization of his patient’s functional 
capacities. He must be captain of the team. He must 
write the prescriptions for social and vocational 
needs and see that they are properly filled just as 
he would for drugs or diet. 

Foremost among those whose physical functioning 
is impaired by chronic illness or other disabling 
conditions are the rapidly increasing number of 
older people. In an effort to simplify the discussion 
of restoration in this large and complex group o 
elderly patients who could benefit from a “tota 
approach” program without regard to etiological 
considerations, we have classified them into the 
follou'ing three empirical groups: (1) obviously 
handicapped patients (those with hemiplegia, 
arthrilides, fractures, amputations, and neuromus¬ 
cular diseases), (2) chronically ill patients who do 
not have signs of a manifest disability (tliose \u ' 
chronic cardiac and pulmonary diseases), and (.3) 
elderly persons who are not obviously ill but whose 
physical fitness is impaiied. 

Techniques in Clinical Diagnosis 


Bi-st step in successful rehabilitation is * 
clinical diagnosis. In dealing with phy" •, 
ed patients, it is obvious that convert.^ 
Ktie and laboratory ^*“900' “ 

mhen it comes to evaluating physical disa» 
„d determining functional “"Pf 
orily of dis-abled patients suffer from some 
1, nt the locomotor and/or neuroimisailai 

rnowmethl of evaluating their 
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(3) objective testing ot representative acti\’ities 
essential for daily living (briefly summarized as 
activities of daily living [ADL]). 

Tlie need for an objective method for determining 
muscle strength has long been felt in clinical medi¬ 
cine. The quest for more definitive measurements 
continues. Until more accurate methods are de- 
\’eloped, we must use tlie one that is currently 
accepted and generally satisfactory for clinical 
needs. Tliis is the method de\'ised by Lovett if 
1932 to determine tlie muscle strength of his pa¬ 
tients who had poliomyelitis. Lovett’s method 
measures muscle or muscle group performance 
against a series of graded resistances as an objective 
e.\pression of tlieir strength. Accordingly the mus¬ 
cles can be graded as follows: zero, trace poor, fair, 
good, and normal. Additional subgradations allow 
for an. acceptable accuracy iu practical determina¬ 
tion of muscle power. Tlie most obidous shortcom¬ 
ing of this method is the fact that the examiner’s 
subjective judgment cannot be excluded in applying 
tlie test resistance and evaluating tlie muscle re¬ 
sponse. Errors due to subjective judgment can be 
substantially minimized if all subsequent tests are 
made by the same examiner. 

The objectiv'e measurement of the range wdtliin 
which a joint can move can be determined wnth 
much more accuracy than the strength of a muscle. 
The clinician who wants to leam this diagnostic 
method udll find that the literature is rich in various 
techniques, all of which have advantages and dis¬ 
advantages. In testing die range of a joint excursion, 
it is important to know that various joints have 
their physiological hmitations determined by their 
anatomic structure and their relationship to the 
surrounding soft tissues. The accurate knowledge 
of these limitations is fundamental in accurate 
assessment. 

The most recent addition to the diagnostic tech¬ 
niques in restorative medicine is the testing of the 
ADL. As previously suggested, ADL testing uses an 
empirical list of everyday activities without whose 
unimpaired performance efficient living is ver>' 
difficult and sometimes impossible. ADL are custo¬ 
marily diiided into three main groups: (1) self-care 
actiiities, (2) ambulation, elevation, and traveling 
actiiities, and (3) hand activities. The method 
practiced in our department calls for the testing 
of almost 100 diflerent activities. The deficiencies 
m ADL are determined by the physician or, more 
usually, by the specially trained nurse or therapist. 
The tests are absolutely necessarj' for the establish¬ 
ment of adequate training programs. Our objective 
m function is not just the training of muscles or 
growtli of muscles, but physiological exercise. 


A careful analysis of the patient’s general condi¬ 
tion with the additional information gained from 
these functional tests wdll give the cfimcian a reha- 
ble picture of the nature and degree of the patient s 
phx'sical disabiht^^ After the diagnosis has been 
made, an equally specific prescription for rehabilita¬ 
tion therapy must follow. Several reference books ‘ 
giving definitive evaluation techniques are available. 

Since documentation of the patient’s improvement 
is important for medical and often for legal pur¬ 
poses, reliable recording metliods are of great im¬ 
portance. Special charts are available for all func¬ 
tional diagnostic tests. Electrodiagnostic methods 
such as use of strength-duration curx'e for reaction 
of degeneration, galvanic tetanus ratio, chrona.x}', 
and the most recent addition, electromyography, 
have greatly enhanced accmate diagnosis and eval¬ 
uation of disabiht}'. 

Therapeutic exercises are of primarx' therapeutic 
importance in restorative medicine. These purpose¬ 
ful and graded activations of certain specified 
muscles or muscle groups aim to make them 
stronger, improve their endurance and coordination, 
and generally improve their over-aU functional 
efficiency. The objective in training is not just to 
strengthen muscles for the sake of strength, but, 
further and in addition to this, to increase their 
functional efficiency. 

A basic understanding of muscle physiology is 
fundamental, without w’hich therapeutic exercises 
should not be undertaken, just as no drug should 
be prescribed without a precise know’ledge of its 
pharmacological action. The systematic reeducation 
and reconditioning of the general musculature im¬ 
poses extra demand on the cardiovascular and re¬ 
spiratory system, and, indeed, affects almost everx" 
function of the human body. 

Physical Restoration 

The physical restoration of the disabled elderly 
patient (w^hile generally the same diagnostic and 
therapeutic procedures are used as for the yotmger 
age group) show's many special problems w'hich 
w'arrant discussion. One of the major differences is 
that in the younger handicapped person the prob¬ 
lem is liimted to a crippling condition in an other- 
xvise healthy body; in the case of the older patient, 
how'ever, the crippling condition is superimposed 
on the patholog)' of the aging process. This, in 
practice, means that in the elderly patient the 
restoration of the physical disabiht}' can rarely be 
separated from definitive medical care. Conse¬ 
quently, the physician engaged in the physical 
restoration of the disabled aged must possess a 
broad climcal know'ledge of both conventional and 
restorative medicine. 
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Since the chronically ill and disabled aged consti¬ 
tute^ an ever-increasing proportion of every clini¬ 
cian s practice, the responsibility for tliese patients 
can no longer be placed in the hands of a few 
specialists. Indeed, it is tlie responsibility of every 
practicing physician to acquaint himself with the 
simpler methods of restorative medicine and to 
apply them in his practice. A number of rehabilita¬ 
tion courses are being offered on the postgraduate 
Ie\'cl in the major teaching centers which in a 
comparatively short lime equip the physician with 
adequate knowledge to deal with common physical 
disabilities. The rehabilitation centers and services 
supplement rather than supplant the functions of 
the practicing physician. As in all other fields of 
clinical medicine, the bulk of services must be 
rendered by him. Highly specialized rehabilitation 
centers should be utilized primarily for the severely 
disabled. Tlic role of such centers in the total pro¬ 
gram of restoration is fundamental. 

The goals of restorative medicine in the older 
groups var\' from those in the younger. In rehabili¬ 
tation of the young, the vocational job objective is 
primary. In the elderly patient, vocational rehabili¬ 
tation is usvially secondary. Nevertheless, the 
absence of a vocational goal does not minimize the 
\'aluc of restorative medicine for the aged. The fact 
that the patient v'ho pre\'iously had functional 
impairment regains his self-sufficiency may very 
well release a younger person for gainful employ¬ 
ment. In such cases the rehabilitation of the un¬ 
employable elderly person can well be considered 
as indirect \’ocational rehabilitation. But even more 
important is the restoration of dignity and self¬ 


respect. 

The medical and economic significance of the 
aging group is being increasingly recognized. The 
number of restorative services for the aged, though 
still very small, is slowly growing. The federal 
government, which, through its Office of Vocational 
Rehabilitation, has operated a successful vocational 
rehabilitation program, has now recognized its share 
of responsibility in the rehabilitation of those who 
no longer could be counted on in the labor market. 
As a result of this recognition, the various health 
agencies of the go\'ernment are working on plans 
which are primarily intended to stimulate interest 
and, if need be, support local activities in geriatric 

rehabilitation. 

In some communities, without any outside as- 
sislance, oM-age liomes .are adding rehabilitation fa¬ 
cilities to their health services. It has been our 
crncricncc that, in many communities where sue 
services have been established, one or more of the 
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heal physicians has initiated such plans. Since thk 
IS an important public and personal health problem 
the support and carrying out of such services bv 
he physicians is not only desirable but a moral 
obligation. Thereby tliey will not only discharge a 
professional duty but also contribute to good public 
and professional relationship between the medical 
piofession and the community. Some resources that 
may be used in rehabilitation planning are (1) the 
United States Department of Health, Education, 
and Welfare and its various bureaus and divisions’, 
(2) state governmental agencies, (3) religious and 
various other voluntary agencies, (4) the National 
Committee on die Aging, New York Cit)', and (5) 
special committees of the American Medical Asso¬ 
ciation and state or county medical society. 

Conclusions 


Tlie first objective of medical rehabilitation is to 
prevent or to eliminate the disability if that is possi¬ 
ble; the second, to reduce or to alleviate the 
disability to the greatest extent possible; and the 
third, to retrain the person widi residual disability 
to “live and work within the Emits of his disability, 
but to the hilt of his capabilities.” 

One of the most important tools in management 
of the older patient is the beneficent use of stress, 
All of our lives u’e regulate the function of our 
phj'sical, emotional, and endocrine systems with 
our stress reaction. In the older patient stress must 
still be used but in smaller doses. Continuing stim¬ 
ulation, whether it be social, vocational, or cul¬ 
tural, is the only antidote for atrophy of disuse. 
If this concept is to be followed, all of the com¬ 
munity resources must be utilized—governmental, 
religious, voluntary, and professional. The d)'namic 
utilization of a total restorative program as has 
been briefly outlined means happier, healthier, and 
more productive and dignified lives for our aging 
25opiilation. 

The standard form for manual muscle testing may be ob¬ 
tained from the National Foundation for Infantile Paralysis 
310 E. 42nd St., New York 3. Copies of tests for “Physical 
Demands for Daily Living" may be obtained upon request 
from the Institute of Physical Medicine and RehabilitaUon, 
New York University-Bellevue Medical Center, 400 E. 340' 
St., New York. 
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PROFESSIONAL LIABILITY INVOLATNG PHYSICIANS 
IN FEDERAL G0\T:RNMENT SER\TCE 

This is the loth in a series of articles dealing with medical professional liability. An edi¬ 
torial (page 360) and a chronological resume (page 364) appeared in The Joubxal, Feb. 2. 
The preceding articles in this series have been published weekly in The Joubxal from Feb. 9, 
1957, to April 6, and since then infcrmiffenfJi;.— Ed. 


As part of a comprehensive study of medical 
professional liabilitj', tlie Law Department of the 
American Medical Association has made a study of 
tlie particular effect of the problem on physicians 
in federal government sendee. The federal statutes 
and court decisions gov'erning federal physicians’ 
liabihh' were studied and the Departments of tlie 
Army, Na\y, Air Force, and Justice, along wdth the 
Veterans Administration and the Public Health 
Sendee, were queried concerning their experiences 
and \dews on tlie subject. 

Undoubtedly, the federal physician is in a much 
more adi'antageous position as regards professional 
liabilih' claims tlian is his fellow practitioner in 
nongovernmental practice. First of all, if a lawsuit 
is filed im'ohdng alleged negligence in the per¬ 
formance of his professional duties for tlie gov¬ 
ernment, tliere is a good possibility that he will 
not even be named as a parh' defendant to tlie 
action. If the physician is named as a defendant, 
the government udll almost always be named as 
a defendant also and the physician wdll, if he so 
desires, be defended by the Department of Justice 
at no e.xpense to himself. Tlius, he not only avoids 
tlie heaw e.xpense of litigation, but, in ha\dng the 
legal, investigative, and financial resources of tlie 
United States government at his disposal, he has 
a definite advantage in any lawsuit. Finally, if a 
judgment is secured against him in a case where 
the United States is a co-defendant, satisfaction 
will undoubtedly be sought from the more solvent 
part)'—the United States government. 

This unique situation in which the federal phy¬ 
sician finds himself is due primarily to the existence 
of the Federal Tort Claims Act.* 

In order to better understand the professional 
liabilih' situation of the federal physician, a dis¬ 
cussion of tlie Federal Tort Claims Act and the 
other statutes controlling this liabihh' wll be help¬ 
ful. Prior to 1946, the United States government 
could not be sued iMthout its consent for the neg- 
ugent acts of its employees and agents. This was 
due to tile immunity from suit inherently possessed 
by all sovereign governments. 

Thus, many persons who were injured by fed- 
eral employees while tliose employees were acting 
within the scope of their emploj'ment were without 


legal redress, e.xcept against the employee. Because 
suit could not be brought against the government 
to recover damages for these injuries, numerous 
private bills for relief were introduced into Con¬ 
gress. The legislators felt that they were in no posi¬ 
tion to judge tlie merits of these numerous bills 
and recognized the injustice to the citizens brought 
about by the government’s immunity to tort suits. 
They, therefore, enacted the Federal Tort Claims 
Act. This statute waived the government’s immu¬ 
nity to tort suits and placed the United States in 
a position similar to that of any other employer. 
The pertinent part of diis statute, as amended, 
states: 

.. . the district courts . . . shall have exclusive jurisdiction 
of civil actions on claims against the United States, for 
money damages ... for injuiy' or loss of property, or personal 
injur}' or death caused by the negligent or WTongful act or 
omission of any empIo}’ee of the Government while acting 
within the scope of his ofiBce or emplo}’ment, under circum¬ 
stances where the United States, if a private person, would 
be liable to the claimant in accordance with the law of the 
place where the act or omission occurred. [28 USCA 1346 
(b)] 

The effect of the passage of this act on govern¬ 
ment physicians was to make the United States 
liable for an)' negligent or iiTOngful acts that they 
might perform u-ithin the scope of their employ¬ 
ment. As indicated earlier, in actual practice under 
tlie act, the indixudual physician quite often is 
not joined as a defendant in a professional lia¬ 
bility suit arising out of his activities. Moreover, 
when a judgment is obtained under the act, any 
subsequent action against the physician concern¬ 
ing the same subject matter is barred- whether 
the physician was a defendant in the earlier ac¬ 
tion or not.- 

Although the Federal Tort Claims Act renders 
the United States amenable to suit for the tortious 
acts of its employees, the government’s h'ability is 
based, just as is the liability of any employer, on 
the doctrine of respondeat superior (let the master 
answer).® This ancient legal doctrine holds that a 
master is ch'illy liable for the acts of his serx'ant 
when the serx'ant is acting within the scope of bis 
emplox'ment.'’ The basic philosophy underl)ing this 
rule is that he who derives a benefit from an act 
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which is performed by liis servant should answer 
toi an}' injuiy caused to a third person by the ser¬ 
vant in the performance of that act, 

Oi clinaviJy, the major difficulty in ajmlying 
the rule of respotuleal superior is in detennining 
wliethor tlie emphyee was acting ^vithin the scope 
of Ins employment. The test for resolving this 
question has hecn stated to be as follows: “The 
test of ones liability for the act or omission of his 
alleged servant is his right and power to direct and 
control his imputed agent in the performance of 
the causal act or omission at the very instant of 
the act or neglect.” ^ 

IIowcvcK in actual practice, there has been little 
cliflicully in establishing the govemments respon¬ 
sibility in cases involving physicians in federal ser\'- 
ice. Since these phv'sici'ms are salaried employees 
and since their services are performed mostly in 
government facilities, no serious question usually 
arises as to the application of respondeat superior. 
The tort act defines “scope of employment” to mean 
“acting in the line of duty’’ when applied to a mem¬ 
ber of the militar}' or naval forces." The use of this 
latter phrase. howe\-cr, doe.s not alter the applica¬ 
tion of respondent superior to the acts of members 
of the armed forces.' nor docs it in any way en¬ 
large the responsibility of the United States for 
the tortious acts of members of the military." Under 
this definition, the federal government remains lia¬ 
ble for the acts of persons in the military service 
in the same manner as a private employer is liable 
for the acts of his employees. 

Two cases delineating the government’s liabilit}’ 
where the question was raised as to whether the 
employee u’as acting within the .scope of his em- 
plovmcnt arc Wnff v. U. .S." and DisJiman v. U. S.'" 
In the Watt decision it was ruled that the govern¬ 
ment was not responsible for the negligent oper¬ 
ation of a government truck by a National Guard 
sergeant because the man’s job description did not 
provide for his driving military vehicles and there¬ 
fore he was acting outside the scope of his employ¬ 
ment. Of course," in this c^sc, suit could still be 
brought against the indi\ddual. inasmuch as it is 
well settled that members of the armed services re¬ 
main indi\'idualh' liable for their torts. In the 
Dishman case, an employee of a Veterans Admin- 
tration hospital mistakenly had carbolic acid pourec 
into his ear while being treated by a Veterans Ad¬ 
ministration physician for an ear pimple. The court 
hold that the gos'crnment was liable for the injury, 
.is the treatment of the minor ailments of employees 
was authorized by VA regulations and, therefore, 
the physician was acting within the scope of his 

^ "Iven if a government plp'sician is acting withm 
the scope of his employment, United States may 
nut ho liable under the Federal Tort Claims Act if 
the cause of action falls u'ithm certain specific e. 
rnipbon'i \o the act. For example, the act excepts 
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fvom its coverage actions b.ised on assault and Ini 
tery.>” Many professional liability suits are bL , 
t ns tort, particularly those involving iinautliorized 
treatments. In Moos v. U. £ 
plaintiffs right leg and hip were operated on in 1 
Veterans Administration hospital when it was his 
mtt leg and hip which required surgerv His suit 
tor the unautliorized operation was dismissed be¬ 
cause it ivas in fact an action for assault and batten. 

Other important exclusions under the ,act are 
causes of action arising out of the combatant activ¬ 
ities of the armed forces and causes of actions 
based upon the exercise of a discretionari' function 
or duty on the part of a federal employee.'" The 
combatant exclusion would seem to be of no great 
importance to federal physicians at this time be¬ 
cause servicemen, as a rule, cannot bring suit under 
the act. It lias been held, however, that a veteran 
was barred from bringing suit under the act for 
injuries received during a physical examination in 
a VA hospital because the examination concerned 
a wound received during combat and, therefore, 
the claim arose out of the combatant activities of 
the Arm}'.’" This decision appears even more ques¬ 
tionable in view of a recent decision of the Supreme 
Court tliat an e.v-serviceman’s suit based on a negli¬ 
gent operation in a VA hospital is not barred merely 
because the injury causing the operation was re¬ 
ceived wdien the plaintiff was a member of the 
armed forces.'" 

The exclusion in the act of causes of action based 
upon discretionary activities has caused the courts 
a great deal of trouble in determining is’bat is and 
what is not a discretionary act. It has been held 
that admitting dependents of military personnel to 
government hospitals is discretionary '"and that no 
action u'ill lie which is based on the refusal to ad¬ 
mit, even ndien that discretion is abusecl."' Once 
the discretion is e.xercised and tlie patient admitted, 
the discretional-}' function ceases and the govern¬ 
ment is liable for any subsequent negligent acts: 
Thus, it was held that the use of an anesthetic con¬ 
taining a barmful substance was not a discvetionaiy 
act and did not fall within the discrelionar}- e.vceji- 
tion to the act."' 

An important case on this point decided last year 
is Foil- V. U. S.-’-’ In this case, an Air Force officor 
was detained for a psychiatric examination after lie 
had threatened the life of a student nurse. The post 
pror'ost marshal was alleged to have promised t le 
girl and her two detective bodyguards that w 
would notify them when the officer was releasee - 
He failed to do this, and when the " 

leased, after a cursor}' examination, he kiiied 
girl and her two guards. The government contendc 
drat releasing the officer was a cliscretionary a t o" 

he part of the physician. The Court o Appeal 
versed the dismissal by the trial court ruling ti j 
the recent decisions of the Supreme Court m / 
L S/iig Co. V. U. S. - and in the Eastern Air 
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lines case had expanded tlie coverage of the Fed¬ 
eral Tort Claims Act so that the discretionary act 
exclusion now is limited to tliose decisions made on 
a policy-making or planning level. Decisions made 
on an operational level, such as tlie one in the pres¬ 
ent case, covdd not be used as a basis for denying 
a cause of action under the act even tliough some 
discretion is involved. 

The Court of Appeals also stated that tlie Indian 
Toning and Eastern Airhnes decisions ended any 
contentions by tlie government in Federal Tort Act 
cases that the acts of government employees were 
strictly “governmental acts” for which there can be 
no liabilih- since there are no similar acts for which 
1 private employer could be held hable. The Su¬ 
preme Court has ruled, in efEect, that the question 
nf whether an act is governmental or nongovern¬ 
mental has no place in federal tort cases, and that 
Ae gus'ummerrf is lishle far all actiiities ifbich it 
loes not perform uitli due care and which are not 
itheniise specifically excluded by the terms of the 
ict itself. Tlie practical effect of these decisions on 
'ederal physicians is to eliminate any bar to profes- 
iional liabiht}' suits on the grounds that their ac- 
ions were discretionary or governmental, and to 
lave their acts adjudged strictly according to their 
negligent or UTongful nature. 

In addition to the causes of action specifically 
jxcepted by the act itself, two major groups of 
daimants are generally barred from bringing fed¬ 
eral tort actions. They are ci\ih'an government em¬ 
ployees covered by the Federal Employees Com¬ 
pensation Act °° and members of the armed services. 
!^t one time, a government employee had an elec¬ 
tion behveen proceeding under the Tort Act or the 
Federal Employees’ Compensation Act.°® However, 
in 1949 Congress amended the latter act so as to 
make it the exclusive method of compensation for 
a ciiilian employee killed or injured “while in the 
performance of his duty.”MTiether this e.xclusive 
remedy proiasion vnll particularly affect profes¬ 
sional liability suits by civilian employees is not 
clear. In Dishtnan v. 17. S., supra, the District Court 
held that a Veterans Administration employee could 
bring a federal tort action based on the negligence 
of a government physician in treating his ear be¬ 
cause the original cause of the suit, an ear pimple, 
was not incurred in the performance of his duty and 
therefore the employee’s claim was not governed by 
the Federal Employees Compensation Act. It would 
follow from this decision that the great majority of 
ailments of chnlian employees would not be exclu¬ 
sively controlled by the Compensation Act. How¬ 
ever, verj' few cases have been found invoKing 
claims under tlie Tort Act by cmfian employees 
against government physicians. This would indicate 
either that these claims are being handled under the 

ompensation Act or that verj' few ci\dlian em- 
P oyees are being treated by government physicians. 


If federal tort suits by chdlian employees are 
barred by the Compensation Act, it would appear 
to increase the possibility of suits by the employees 
against the physicians as private indiwduals. The 
United States could not interevene and make itself 
a party’^ in such a suit against a government phy¬ 
sician as a private indmdual. The same danger of 
suit against the physician personally e.xists where 
pension or compensation benefits are being paid by 
tlie government to an indi\'idual, who is not a serx'- 
iceman, for injuries received as a result of medical 
treatment. Such compensation may be used by the 
government to reduce the damages awarded the 
injured party' in any subsequent federal tort action.'® 
If tliis dimunition in damages would be substantial, 
tlie injured party' might well elect to sue the phy¬ 
sician individually, as the physician could not use 
die pay'ments by the government to reduce the 
damages collected from him. 

As mentioned above, it has now been clearly 
decided by' the Supreme Court that members of the 
armed sen'ices and dieir representatives carmot 
bring suit against the government for injuries or 
death sustained by' a sen'iceman while on duty'. 
Pre\'iously' there was some confusion on this ques¬ 
tion among the various federal circuits, and the 
decision of the Supreme Court in Brooks v. 17. S."" 
did not clarify' the situation. There it was held that 
a ser\’iceman on furlougli could sue the government 
under the Tort Act for injuries arising out of a col¬ 
lision v'ith an Army truck. 

In 1950, the question of die ser\’iceman’s right to 
sue was definitely setded in Feres v. U. S.^° This 
opinion actually embraced three cases. One, Jeffer¬ 
son V. 17. S.,®' involved a suit by' a veteran who had 
had a towel left in his stomach during an operation 
which he imderwent while still in the Army'. An¬ 
other case, Griggs v. U. S.,^' concerned an Army' 
officer who died after surgery' and treatment in an 
Army' hospital. The Feres case involved an Army' 
officer who had died in a barracks fire. The Court 
held that none of these claims could be brought 
under the Federal Tort Claims Act because the in¬ 
jured parties were aU servicemen on duty' at the 
time of their injury' or death. The opinion stated 
that members of the armed forces have been finan¬ 
cially pro\'ided for by the government in many dif¬ 
ferent ways and that traditionally' members of the 
military' could not sue the government for injuries 
received while on duty'. Furthermore, to allow 
sen'icemen to sue for every real or fancied VTOng 
would bring chaos to the order and discipline of 
the military' sen'ices. 

Mffiile this decision has been sei'erely criticized, 
it does clearly establish the status under the Federal 
Tort Claims Act of the largest group to which the 
government physician renders his sen’ices. The 
Feres decision has caused tlie dismissal of numerous 
professional liability' suits invoh'ing government 
physicians and members of the armed services. 



366 


MEDICINE AND THE LAW 


Although it might be expected tliat die denial to 
servicemen of Federal Tort Claims relief would 
cause additional suits to be filed against government 
physicians as individuals, there is no indication of 
an)' such trend. The Department of the Air Force 
states that no Air Force ph)'sician has ever had to 
F'dgment arising out of a jirofessional 
liability claim. The information received from the 
other services would indicate a similar situation. 
Appareutl)' then, the Feres rule has aided the gov¬ 
ernment physicians liability situation ratlier dian 
damaged it. 

In order to determine the actual e.vperiences of 
the I'arious governmental agencies with professional 
liability claims, requests for this information were 
sent to the Departments of the Army, Navy, Air 
Force, and Justice, the Veterans Administration, 
and the United States Public Health Service. 

In the 10-ycar period from 1947 to 1957, die De¬ 
partment of the Army reported 36 suits involving 
alleged medical professional liabiliW. Tins identical 
number of suits was also reported by die Naiy. It 
is the largest number reported by any governmental 
service. This, of course, is to be expected, consider¬ 
ing the large number of persons under Army and 
Navy jurisdiction and their extensive medical pro¬ 
grams. 

Of the 36 actions reported by the Army, 7 re¬ 
sulted in compromise settlements, 2 resulted in 
j'udgmcnts for the claimant, 6 are still pending, and 
21 were either decided in the government’s favor or 
withdraum. Of the seven cases settled, only diree 
were for substantial amounts. Two actions, settled 
respective!)' for $47,500 and $30,000, involved die 
administration of caudal anesthetics at childbirdi. 
The third, resulting in a $10,000 payment, involved 
a transfusion of improperly labeled blood. The two 
suits ending in judgments against the United States 
resulted in substantially higher payments. The Gan¬ 
non case,” ’ in which an operation for varicose veins 
was performed in a negligent manner, resulting in 
extensive additional surgery, ended in a verdict for 
$123,904. In the Grigalauskas decision,”' where un¬ 
diluted lactated Ringer’s solution was mistakenly 
applied to a newborn infant, the verdict was for 
$84,650. Included in the 36 actions involving Army 
physicians u'ere 11 based on alleged negligence in 
performing surgery, 5 involving allegedly negligent 
blood transfusions, 3 based on the administration ot 
medicaments, and 2 each involving caudal anestheU 
ics, failure to diagnose breast cancer, alleged negli¬ 
gent handling of heating devices, and psychiatric 

confinements. , «r 

Of the 36 cases reported by the Navy Depart¬ 
ment, 13 are still pending, 14 have been decided 
in the government's favor, 3 resulted in ver i 
for the plaintiffs, and 6 were settled for varying 

amounts. The two compromise payments foi 

$40,000 and $30,000, involved tlie death of a patient 
following childbirth and the paralysis of a foot and 
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operation. It has been 

ported however, that the Department of Justin 
recently announced that it settled a suit inmhL 
the administration of a spinal anestlietic in a naval 
hospital for $175,000. This would be the Jar® 
amount awarded a claimant in a professional liabil¬ 
ity suit involving a government physician. Six of fte 
suits reported by the Navy Department involved 
medication, four each had to do with diagnosis and 
anesthesia, and three each involved surgen' and 
burns from heating devices. 

The Air Force states tliat it has had 12 suits in¬ 
volving its physicians since 1950. Of these, six re¬ 
sulted in settlements or judgments in favor of the 
claimants, one was dismissed by the District Court, 
and five are still pending. Except for tivo cases in¬ 
volving foreign matter being left in tlie patient after 
surger)', these 12 cases involve no common act of 
alleged negligence. 

Although the Veterans Administration did not 
supply an)' statistical data concerning professional 
habilit)' suits involving its ph)'sicians, it did state 
tliat tliese suits generally reflect alleged improper 
diagnosis, negligence in die performance of surgical 
procedures, and errors committed in tlie adminis- 
Hation of medicine or drugs. Their letter also noted 
diat in only two or diree cases have Veterans Ad¬ 
ministration physicians been named as co-defend¬ 
ants, Usually, die suits have been against the United 
States as sole defendant. 

The surgeon general of die Public Health Service 
reports 15 suits involving physicians employed by 
die Public Health Service during die period July 1, 
1952, to June 30, 1956. Five of these are pending, 
four have been decided in favor of die government, 
and die remaining six resulted either in judgments 
for die plaintiffs or in compromise settlements. 
Tliese latter six actions resulted in the payment of 
$114,000 by die government, an average of $14,000 
per case. Altogether, $480,000 was sought by the 
plaintiffs in these suits. Except for two cases involv¬ 
ing alleged negligence during surgery, no common 
acts of negligence are found among the Public 
Healtii Service suits. 

Conclusions 

Tlie professional liability situation of die govern¬ 
ment physician appears much brighter than tliat ot 
his fellow practitioner in nongovernmental practice. 
Tlie persons to whom the government physician 
renders medical services have many choices ot re¬ 
course for injuries received during treatmem. ome 
course other dian seeking money damages from je 
physician himself is usua% chosen. 

Federal Tort Claims Act, the Federal Emplo 
Compensation Act, and the various veterans statu ^ 
a claimant can be fairly compensated by the 
States government without involving th p y 
in htigftion. The reports of the govemmen^ ^ 
partments contacted in tins study indica 
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the armed forces and tlie United States Public 
Health Service diere are relatively few serious pro¬ 
fessional liabiliW cases arising out of the medical 
activities of pliysicians working for such agencies. 
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ARTIFICIAL INSEMINATION 


This is the fourth in a series of six articles dealing with the necessity for and proper format of 
certain medicolegal forms. The subjects to be covered are (1) consent to operations and other 
medical procedures; (2) patient’s right to privacy; (3) confidential communications and records; 
(4) artificial insemination; ( 0 ) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in book form by the Law Department 
of the American Medical Association under the title “Medicolegal Forms with Legal Analysis.” 
The book will include extensive legal citations and a substantial number of additional forms 
which have not been included in this series of articles.—Eo. 


If recent literature is to be believed, physicians 
are more and more being asked to perform, and are 
performing, artificial insemination procedures. Arti¬ 
ficial insemination may be performed using the 
semen of the woman’s husband or the semen of a 
donor who is, or should be, unknonm to both the 
woman and her husband and who, conversely, 
should not know either of tliem. If the semen of 
tlie woman’s husband is used the procedure is 
known as AIH (artificial insemination homologous); 
if the semen of some otlier man is used it is knowm 
as AID (artificial insemination donor). In all prob- 
abilih', AIH poses few, if any, legal problems inas¬ 
much as the child is actuallv their biological off¬ 
spring. 


In Doornbos v. Doornbos an Illinois trial court 
said that AIH “is not contran' to public policy and 
good morals, and does not present any diflSculW 
from tlie legal point of vaew.” But of AID, the court 
said, “Heterologous .Artificial Insemination . . . unth 
or without the consent of husband, is contran,' to 
public policy and good morals, and constitutes adul¬ 
ter}' on the part of the mother. A child so conceb'ed 
is not a child bom in wedlock and therefore illegiti¬ 
mate. As such it is the clrild of the mother and the 
father has no right or interest in said child.” Tlie 
state’s attorney appealed only from the decree of 
divorce rvhich was sdent as to the legitimacy of a 
cliild bom by heterologous artificial insemination, 
and did not appeal from a declarator}' judgment 
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wherein the question of Jegitimacy was determined. 
The eourt on appeal held that since the child was 
not lepresented in the legitimacy proceedings, the 
child was not bound by the adverse judgment de¬ 
termining him to be illegitimate. The appeal was 
dismissed. In a similar New York case, Strnad v. 
Sirnod, a child resulting from AID, n^hich had been 
performed with the consent of the husband, was 
held not to be illegitimate and the husband was 
given the right of visitation. It was stated, as dictum, 
in a Canadian divorce case that artificial insemina¬ 
tion, without the consent of the husband, is adultery 
on the part of the wife. 

The problems of legitimacy, inheritance, etc., 
primarily concern the parents and the offspring 
rather than the physician who performs the artificial 
insemination. Tiie performance of artificial insem¬ 
ination docs, howei'cr, create hazards for the physi¬ 
cian which necessitate an adequate agreement be¬ 
tween him and his patient. As is the case with other 
medical jiroccdurcs, the phi'sician cannot free him¬ 
self from the obligation to use due care and skill 
in the performance of the procedure itself. The 
agreement with the parties sliould cover the points 
.set forth below'. 1. The wife should consent in wit- 
ing to the procedure because otherw'ise its accom¬ 
plishment w'ould constitute an assault and battery. 
2. Tlic w'ritten consent of the husband should be 
obtained because the procedure seriously affects 
and iin'olvcs the marital relationship. 3. Tlie donor 
should consent in W'riting to tlie unrestricted use of 
the semen he supplies and should certify that he 
will make no effort to ascertain the identit)' of die 
husband and w'ife involved. 4. Although the possi¬ 
bility of suit by her is remote, the w-ritten consent 
of the donor’s w'ife to the giving of the semen may 
also be desirable inasmuch as her marital interests 
are affected. 5. The physician should have permis¬ 
sion to use his own best judgment in selecting the 
outside donor. The law has not as yet delineated 
the responsibilities of the physician on this score, 
but it would seem that he w'ould be obligated to 
use reasonable care in selecting a healthy donor, 
who has no knowable transmissible disease. There 
are certain other desirable precautions which the 
physician should observe. The physician should 
establish to his own satisfaction that, from the med¬ 
ical point of view', the husband is sterile. Where 
possible, the semen used should be “pooled” and 
include semen of husband and donor. The use of 
such “pooled” specimen would give rise to the legal 
possibility that the husband was tlie fatlier, or at 
least it would make it move difficult to prove that 
he was not the father where the donor is of the same 
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blood group. The phi'sician should make certain 
that the identity of the donor is kept from the hus¬ 
band and W'ife and their identity kept from the 
donor However, the physician should have a 
record, preferably in code form and open only 
to himself, of the identities of the donor and the 
husband and wife, in the event that such infor¬ 
mation later becomes necessary in defending liti- 
gation. 

It cannot be too strongly emphasized tliat ob¬ 
taining the consent and observing the precau¬ 
tions mentioned above may have a bearing only 
upon the physician’s civil responsibilities. No court 
decisions and no statutes have as yet spelled out 
any criminal aspects of artificial insemination. If 
the procedure should be held to be a criminal 
offense, in all probability it would be the physi¬ 
cian, rather than the donor, who would be re¬ 
garded as tlie guilt}' party. The donor has no 
control over the use of the semen; it is the phy¬ 
sician w'ho, by his ow'n voluntary act, has actually 
interfered w'ith the wife’s reproductive faculties 
and caused the birth of any child tliat may result. 
If the performance of artificial insemination should 
be held to be a criminal offense, the fact that tlie 
patient consented may not be a defense to tlie 
phy'sician. It has generally been held that consent 
to perform a criminal act is a nullity. 

Since neither the courts nor the legislatures have 
as yet spelled out the physician’s civil or crim¬ 
inal position with respect to the performance of 
artificial insemination, he should be insistent upon 
the greatest protection possible and should pre¬ 
serve adequate recoi'ds in tlie ei'ent that any diffi¬ 
culties arise. 

Form 1.—Agreement for Artificial Insemination 

The undersigned.. and. 

both being of legal age, represent that they were married on 

.19., at. 

that they have continuously cohabited together as husband 
and wife since the aforementioned date. The undersigned 

request and authorize Dr.. 

such assistants as he may designate, to inseminate the wtc, 
artificially, subject to the following conditions and agree¬ 
ments. 

1 . The insemination may be repeated at times recom 
mended by the physician until the wife becomes pregnant. 

2a. The physician shall use only semen collected from the 
husband. 

2b. The physician shall use pooled semen from the hus¬ 
band and a donor or donors whose name or names s la 
be required to be disclosed to the husband and the sd . 
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2c. The phy.sician shall use the >eiiien of a donor or donors 
whose name or names shall not be required to be disclosed 
to the husband and the wife. 

3. The husband and the wife agree to cooperate full>- 
n-ith the physician in all phases of this procedure and never 
to seek to disco\’er the identity of any unknown donor or 
donors. 

4. The husband and the wife ha\’e been fully informed by 
the physician of the hazards, risks and possible consequences 
involved, and nevertheless, indimdually and jointl}’ agree to 
hold the physician and such assistants whose ser\'ices he may 
utilize, and the donor or donors, free and harmless for any 
claims, demands, or suits for damages for any injury' or 
complications whatever which may result directly or in¬ 
directly from any' treatment or artificial insemination per¬ 
formed pursuant to this agreement. 


Signed.(husband) 

Signed.(wife) 


Date. 

Accepted: 

Signed.M.D. 

Witness. 


4. I represent tliat I am not now nor have 1 ever been 
afflicted with syphilis or any other venereal disease, nor any’ 
•• mental ailment or emotional disturbance, e.\cept as follows: 


5. I represent further that none of my' grandparents, 
parents, brothers, or sisters, if any', children, if any, nor their 
lineal descendants have, to the best of my knowledge and 
belief, ever been afflicted with insanity’ or mental illness or 
any’ inherited physical disabilities or disease, except as follows: 


6 . For the purpose of determining whether I am accepta¬ 
ble as a donor of semen, I hereby consent to a physical 
examination of myself by you or any other physician whom 
you may designate, and the taking of blood and other body 
fluids as may be required for laboratory’ examination. 

I HEREBY SWE.xn THAT ALL OF THE REPRESENTATIONS MADE 
BY ME IN THE FOREGOING PAR.XGRAPHS ARE TRUE AND COR¬ 
RECT. 

Signed.. 

Witness. 


Note. Use the applicable paragraphs under 2. Paragraphs 3 
and 4 would also be altered in cases where the husband is 
the donor. 

Form 2.—Application to Serve as a Donor of Semen 

Date. 

To Dr... 

1. I hereby' offer my sers’ices as a donor of semen with 
the understanding tliat if I am accepted to seix’e in this 
capacity' you shall not reveal my' identity to any’ recipient 
nor shall tlie identity’ of any’ recipient be disclosed to me, 
except as may be required by’ legal or judicial process. 


Form 3.—Consent of Wife of Donor 
To Dr..,....: 

1. I have read the above application to serx’e as a donor 
of semen which my husband has executed, and to the best 
of my k-nowledge and belief the representations therein con¬ 
tained are true and correct. 

2. I understand that if my husband is accepted by y’ou as 
a donor, it is your intention to use such semen for purposes 
of artificial insemination, but not with respect to my'self. 

3. I understand furtlier that artificial insemination is a 
medical procedure intended to cause pregnancy of a woman 
through the use of semen introduced by’ means other than 
Ncxual intercourse. 


2. I represent that to the best of my knowledge and belief 

I was bom of exchisivelv. 

(Caucasian, Negroid, etc.) 

.ancestry’, that my religion is., 

•and that the nationality of my ancestry’ is predominantly’ 


3. I represent that 1 am in good healtli, that I have no 
communicable disease, that I am not now nor have I ever 
suffered from any phy’sical impairment or disability', whetlier 
inherited or as a result of any’ disease or ailment, except as 


follows: 


4. Knowing full well that in serving as a donor of semen, 
my husband may become the father of a child or children 
of which 1 am not the mother, I nevertheless consent to the 
performance of such sermces by’ bim. 

.5. To induce y’Ou to accept my husband’s serx’ices as a 
donor of semen, I agree that I shall neither directly nor in¬ 
directly attempt to discoxer the identity’ of any recipient, 
and I further agree not to bring any action in law or in 
equity’, or othenvise, against you or my’ husband as a con¬ 
sequence of any serx’ices xvhich my’ husband may render as 
a donor of semen. 

THIS CONSEN’T AX’D THE .XGREEMENTS THEREI.N CONmAIN-ED 
.ARE GIX’EN FREELY AN-D VOLUN-TARILY. 

Signed. 


Witness. 
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MEDICAL NEWS 



CALIFORNIA 

Slate Medical EIcclion.—The following officers of 
the California Medical Association have been in¬ 
stalled: president, Dr. Frank A. MacDonald, Sacra¬ 
mento; president-elect. Dr. Francis E. West San 
Diego; secretary, Dr. Albert C. Daniels, San Fran- 
cisco; and editor. Dr. Dwight L. Wilbur, San 
Francisco. 

Appoint Director of Medical Education.-St. Mary’s 
Hospital, San Francisco, has appointed a full-time 
director of medical education to supervise the 
intem-resident training program and the program 
of staff education. He is Dr. George H. Reifenstein, 
who completed his duties as chief of cardiology, 
U. S. Naval Hospital, Oakland, Sept. 1. Dr. Reifen¬ 
stein is a diplomate of the American Board of 
Pathology and the American Board of Internal 
Medicine. TIic purpose of employing a full-time 
director of medical education is to continue to im¬ 
prove the program whicli St. Mary’s has established 
and which has helped to maintain more than its full 
complement of internes and residents. 

Dr. John B. dc C. M. Saunders, dean. University 
of California Medical Schoo], San Francisco, will 
continue his lectures in anatomy, and Harold Har¬ 
per, Ph.D., consultant in biochemistry at St. Mary’s, 
m’ll continue his lectures in basic biochemistry as 
applied to medicine. 


GEORGIA 


Appoint Mental Hygiene Director.—Dr. Trawick H. 
Stubbs has been appointed director of tlie mental 
hygiene division, Georgia Department of Public 
Health. Dr. Stubbs earned a master of public health 
degree from the Harvard School of Public Health, 
Boston. He has served as a regular officer with the 
U. S. Public Health Service, as associate professor 
of preventive medicine, and assistant dean, Emory 
Medical School, Atlanta, and as dean of the Uni¬ 
versity of Missouri Medical School, Columbia. He 
is also former assistant director of the Rhode Island 
Department of Social Welfare. His work in Geoigia 
will involve development of an intensive treatment 
program for the mentally ill through the general 
hospitals in the state. Governor Marvin Griffin re¬ 
cently appropriated $75,000 per quarter to begin a 
screening and short-term treatment program for the 
mentally ill of moderate means to help relieve the 
patient load of Milledgeville Hospital. 


nl least tlirec weeks before tlie date of meeting. 


ILLINOIS 

Chicago 

Personal.-Dr. G. Howard Gowen, who for many 
^ars has been deputy director of tlie Dmsion of 
Hospitals and Chronic Illness for the Illinois Staie 
Department of Healtli, has resigned to become chief 
of the Division of Health and Welfare in the U, S. 
Operations Mission in Santiago, Chile. 

Research Grants Available.—The Chicago Heart As¬ 
sociation has announced tlie availability of grants- 
in-aid made for tlie Bscal year, July 1 to June SO 
inclusive, which may be renewed upon application 
and annual review, if funds are available. Any 
established researcher in the Chicago area con¬ 
nected with a reputable research institute is eligible 
provided his research is related to die heart. Com¬ 
pleted applications are due Nov. 1 to be effectire 
July 1. For information write the Chicago Heart 
Association, 69 West Washington St., Chicago 2, Ill. 

Dr. Tliorek Honored.—Dr. Max Thorek, founder of 
the International College of Surgeons, has been 
honored by tlie French government until die award 
of Commander of the Legion of Honor for his con¬ 
tributions to surgery and his work in the formation 
and growtli of tiie college, “creating a better under¬ 
standing and scientific cooperation among surgeons 
of the world.” 

Dr. Thorek founded tlie International College of 
Surgeons 22 years ago at Geneva, Switzerland. 
Since then it has established chapters in 42 coun¬ 
tries, excluding Russia and its satellites, and has a 
membership of 12,000 surgeons. Dr. Thorek serves 
as secretary-general of die college and as editor of 
its journal. 


INDIANA 

State Medical Association Meeting.—The lOStli 
annual convention of the Indiana State Medical As¬ 
sociation will be held Oct. 6-9 in die French Lick- 
Sheraton Hotel, French Lick. A panel discussion, 
“What’s New-Important Developments,” Mil be 
conducted by Dr. Walter L. Portteus, Franklin. Dr. 
Elton R. Clarke, Kokomo, president of the associa¬ 
tion, will present an address at the president’s din¬ 
ner. The program includes die following topics by 
out-of-state speakers: 

Work Classification of die Cardiac, Dr. Hennan K. Heller- 
stein, Cleveland. 

Dffice Gynecology, Dr. William J 

rhe Prediction and Prevention of Coronarj' Heart Discas 

Dr. Jolui W. Gofman, Berkeley, Cafif. 

Surgical Management of Benign Conditions of the 8 
Bowel, Dr. Henry K. Ransom, Ann Arbor, Mich. 
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Medical Management of Benign Lesions of tlie Large In¬ 
testine, Dr, J. Arnold Bargen, Rochester, Minn. 
Electrocardiogram in Coronar>’ Disease, Dr. George E. 
Burch, New Orleans. 

Epidemiolog)' of Influenza, Dr. Fred M. Davenport, Ann 
Arbor. 

Medical Problems in Disaster Management, Col. Joseph R. 

Shaeffer, M.C., Wasliington, D. C. 

Tumors and Cysts of the Head and Neck, Dr. .Albert C. 
Furstenberg, Ann Arbor. 

Modem Physiological Concepts in the Therapy of Pregnancy 
Toxemia, Dr. Milton L. McCaD, New Orleans. 

Dr. Virginia Apgar, New York CiW, xxnll speak 
at the luncheon meeting. Scientific and technical 
exhibits are scheduled, and a special ladies’ program 
is planned. Entertainment includes tlie president’s 
reception, Oct. 9. For information wite the Indiana 
State Medical Association, 1021 Hume Mansur 
Building, Indianapolis 4, Ind. 

Society News.—The following officers of die Indiana 
Academy of General Practice have been installed: 
Dr. James L. Lamey, president, Anderson; Dr. 
Floyd A. Boyer, president-elect, Indianapolis; Dr. 
Edward C. Voges, \uce-president, Terre Haute; 
Dr. Frances T. Brown, treasurer, Indianapolis. 

KANSAS 

Clendening Lecturesliip.—Dr. Ralph H. Major, pro¬ 
fessor emeritus of the historj' of medicine. Uni¬ 
versity of Kansas School of Medicine, Kansas City, 
presented the eighth coimse in the series of the 
Clendening lectureship at the university’ recendy on 
‘Disease and Destiny” and ‘Dogan Clendening.” 
The lectureship was established in 1949, by Mrs. 
Clendening in memory of her husband the late Dr. 
Logan Clendening. 

School Health Symposium.—The University’ of Kan¬ 
sas Medical School in cooperation wth the School 
of Education of the University’ of Kansas w’ill hold 
its third annual symposium on school health Oct. 10. 
A panel discussion, “Effective Cooperation for 
School Health: The Physician and the Educator.” 
will be moderated by Fred V. Hein, Ph.D., con¬ 
sultant in health and fitness, American Medical As¬ 
sociation, Chicago. The program includes the 
following topics and speakers: 

The Physician Views School Health, Dr. Conrad M. Barnes, 
chairman, committee on school health, Kansas State Med¬ 
ical Societ}’. 

Vhat loung People Are Like; What Young People’s Needs 
Are; What Methods Work with Young People; What 
loung People Want to Know About, Dr, J. Rosxvell Gal¬ 
lagher, chief, adolescent unit Children’s Medical Center, 
Boston. 

Health Teaching in Today’s Schools, Dr. Hein. 

. leeting the School and Healtli Needs of tlie Adolescent, 
Dr. Gallagher. 

Discussion groups including physicians, school 
representatives, and industrialists are scheduled, 
uncheon speaker will be Dr. E. Ungerleider, di¬ 


rector of medical research. Equitable Life Insurance 
Society of the United States. For information write 
University' of Kansas Medical Center, Rainbow 
Boulevard at 39th Street, Kansas City’ 12. Kan. 

mCHIGAN 

Society' News,—Newly elected officers of tlie Detroit 
Roentgen Ray and Radium Society’ are: president. 
Dr. W. George Belanger; xice-presidenL Dr. Ivor 
D. Harris; and secretary-treasurer. Dr. Joseph O. 
Reed Jr., 3825 Brush St., Detroit. 

Personal.—Dr. Henri’ K. Ransom, a native of Jack- 
son, has been named acting chairman of the surgeri’ 
department. University’ of Micliigan Medical School, 
Ann Arbor, following announcement of the retire¬ 
ment of Dr. Frederick .A. Coffer, chairman of the 
department for 27 years. Dr. Ransom was promoted 
to professor of surgeri’ in 1950 and since has worked 
under Dr. Coffer. Since 1934 Dr. Ransom has been 
lisiting surgeon at St. Joseph Mercy Hospital in 
Ann Arbor.—^Walter L. Maffmann, Ph.D., profes¬ 
sor of microbiologi’ and public health at Micliigan 
State University’, will make a study in the eastern 
Mediterranean countries for the M’’orld Health 
Organization. Professor Maffmaim w’ill suri’ey the 
food in the countries from a public-health aspect. 
Besides his three-montli study, he will also lisit 
various laboratories in Europe. 

NEBRASKA 

Personal.—Dr. Harle V. Barrett has been appointed 
acting director, department of preventive medicine 
and public health, Creighton University’ School of 
Medicine, Omaha, in the rank of assistant professor. 
Dr. Barrett is certified by the .American Board of 
Preventive Medicine. His teacliing e.xperience in¬ 
cludes Oklahoma Baptist University’, Kansas State 
College, St. Joseph’s School of Nursing in Ponca 
City’, Oklahoma, and the University’ of Oklahoma 
School of Medicine, Oklahoma City’. He has sen’ed 
as preventive medicine officer at Fort Ord, Calif. 
Pusan, Korea, and Fort Sill, Okla. 

Dr. Walske Appointed Acting Director.—Dr. Bene¬ 
dict R. Walske has been appointed associate pro¬ 
fessor of surgerj’ and named acting director, 
department of surgerj’, and head of the surgical 
specialties of the Creighton University' School of 
Medicine, Omaha, replacing Dr. Harr\’ H. Mc¬ 
Carthy, w’ho w’ill devote more of his time to private 
practice and research. Dr. M^alske has been chief 
of the surgical services at the Veterans Administra¬ 
tion Hospital in Lincoln since 1951. He is certified 
by the American Board of Surgery’ and the -American 
Board of Thoracic Surgerj’. He is a member of the 
American College of Surgeons, the American Col¬ 
lege of Chest Physicians, and the Lancaster Coimty’ 
Medical Society’. 
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Cardiovascular Research Project.-A study of die 
reladonship between liardening of the arteries in 
the lieait in tlie human being and his living activi¬ 
ties and other environmental factors is being de¬ 
veloped in the Albany area is a cooperative venture 
of the State Health Department and Albany Medi¬ 
cal College. It is based on a pilot study made last 
year by Dr. ^^h']liam G. Beadenkopf, assistant 
director of the Bureau of Epidemiology and Com- 
municalde Disease Control of the State Health 
Department, and Dr. Assaad Daoud, assistant pro¬ 
fessor of pathology, Albany Medical College. 

Tlie degree of atherosclerosis in all adults on 
u'hom autopsies are performed at Albany Hospital 
will be determined, then information will be sought 
on the way of life-habits of eating, drinking, work¬ 
ing, and recreation-of each person autopsied. More 
than 1,600 individuals will be included in the study. 
The State Health Department has contracted widi 
the college for the expenditure of $56,500 for the 
study during the coming year. 


General Practitioners Scientific Assembly.—The 
ninth annual scientific assembly of tlie New York 
State Academy of General Practitioners will be held 
Oct. 21-23 at the Barbizon-Plaza Hotel, New York 
City. An address unll be given by Dr. Richard P. 
Bellaire, president of the academy. The program 
\Wll include the following topics and moderators: 

Atomic Medicine, Dr. Joe W. Rowland, Rociiester. 

Geriatric Problems, Dr. Benjamin Boslies, Chicago; 
Teacliing Sympo.sium on Di.slocations and Fractures (Closed 
T\' Circuit), Drs. Samuel A. Garlan and Jeff J. Coletti; 
Newer Clicmotlierapcutic Aids in Nervous and Mental Dis¬ 
orders, Dr. Harold W. Lovell, New York; 

Obstetrical Program for the GP, Dr. Gordon W. Douglas, 
New York Cit)'. 


Audience participation discussions will follow 
morning and aftcnioon sessions. Dr. G. Gordon Bell, 
director of the Bell Clinic, Willowdale, Ontario, 
Canada, will speak on alcoholic disorders, Oct. 23. 
Following the formal program, special visits to the 
Institute for Rehabilitation Medicine and die Brook- 
haven Institute and Atomic Research Laboratory at 
Long Island arc scheduled. For information write 
the New York State Academy of General Prac¬ 
titioners, 84 Main St., Binghamton, N. Y. 


Poison Control Centers .-Wallet-sized cards giving 
the location and telephone number of each of die 
five poison control centers in New York State are 
being distributed to each physician in Upstate New 
York Dr, Herman E. Hilleboe, state healdi com¬ 
missioner, has pointed out that about 1500 deaths 
occur from accidental poisoning each year m the 
United States. Of these, one-third occur in chiWien 
under 5 years of age. Because of the hundreds of 

new medicinal and household 
r the market each year, a network of five poison 
control?cnters has been established with the assist- 


J.A.M.A., Sept. 28 ,193; 

Mce of the New York State Health Department 
The centers answer inquines from physicians con 
ceming the mgredients of drugs and householLTn 
phes and advise on appropriate treatment methocE 
Twenty-four hour emergency service is available 
Only emergency advice is given in answer to in 
quines from the general public, with die suggestion 
that a physician be called at once. The centers are 
located at Albany Hospital, Albany; Children’s Hos¬ 
pital, Buffalo; Strong Memorial Hospital, Rochester 
City Hospital, Syracuse; and the New York Citv 
Health Department. • 


Personal.-Dr. John C. McClintock, associate pro¬ 
fessor of surgery, Albany Medical College, has re¬ 
ceived an invitation to create and display a 
scientific e,\hibit on thyroid cancer at the seventh 
annual International Cancer Congress in London, 
England, next summer. The congress, which is held 
under the auspices of the International Union 
Against Cancer, will be staged in London’s Royal 
Festival Hall July 6-12, 1958.—Dr. William S. Mc¬ 
Cann, emeritus Dewey Professor of Medicine, Uni¬ 
versity of Rochester School of Medicine and 
Dentistry has been named a visiting professor at the 
Sloan Institute of Hospital Administration, Cornell 
University, Ithaca. 


Symposium on Diabetes.—“Fat and Diabetes” will 
be die topic of the fifth Symposium Day on Diabetes 
iVIellitus to be held Oct. 12th in New York Cit)' at 
the Hunter College Playhouse Auditorium. The 
symposium is sponsored by the Clinical Society of 
the New York Diabetes Association, and advance 
registration is required for admittance. Out-of-state 
speakers include the following: Dr. William G. 
Stadie, University of Pennsylvania; Dr. Mandn D. 
Siperstein, University of Texas Southwestern Med¬ 
ical School; Drs. Margaret J. Albrink and Eveljm 
Man, Ph.D., Yale University School of Medicine; 
Dr. Robert E. Olson, University of Pittsburgh; Dr. 
Franz X. Hausberger, Jefferson Medical College; 
and Dr. Stanley Hartroft, Washington University 
For information write the New York Diabetes As¬ 
sociation, 104 E. 40tli St, New York City 16. 


V York City 

)oint Dean of Medical College.-Dr. Robert A. 
3re, vice chancellor of the health professions a 
University of Pittsburgh, has been appointed 
ndent of the Downstate Medical Center of the 
:e University of New Ybrk and dean of the Cen- 
: College of Medicine, succeeding Dr. Howard 
Potter, who will retire. Dr. Moore has served on 
faculty of Ohio State University, Werif”! 

-e University, Cornell University and Washing 
University, St Louis, where he was dean 0 
ool of Medicine for seven years. He is a mem 

the National Advisory Cancer p. • 

3. Public Health Service, a trustee of the tnin 
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Medical Board of New York, and immediate past- 
president and executive council member of the As¬ 
sociation of American Medical Colleges. He has 
serx'cd as president of tlie American Association of 
Pathologists and Bacteriologists and of the Ger¬ 
ontological Society. 

Compensation Medicine Program.—New aspects of 
health problems intensified by modem lixong \xill 
be presented at a one-week program, “Medical As¬ 
pects of Workmen’s Compensation,” to be offered 
Oct. 21-2.5 by New York UniversiW Post-Graduate 
Medical School and the American Academy of 
Compensation Medicine. Ten sessions covering the 
field of compensation medicine wall be gi\’en by the 
department of industrial medicine. Problems facing 
physicians dealing vdth compensation medicine m‘11 
be covered, including “The Heart in Industry'”; 
“Medical Problems of the Older M^orker”; “Tran¬ 
quilizers and the Worker”; and “Radiation,” Tran¬ 
quilizers wall be considered in the broadest sense 
as they affect industrial workers, white-collar em¬ 
ployees, and tire automobile driver. Tliere otII be a 
morning and afternoon session each day of the 
course which may be taken in its entireW or by 
indh’idual session. For application and information 
vTite Office of the Associate Dean, New York Uni¬ 
versity' Post-Graduate Medical School, 550 First 
.\ve„ New York City'. 

Dr. Rush Appointed to Chair in Physical Medicine. 
—A chair for tlie department of phy'sical medicine 
and rehabilitation of New York University' College 
of Medicine has been created through a gift of 
S500,000 by the late Louis J. Horowiz, honorary' 
trustee of Neu' York University'-Bellex'ue Medical 
Center and an original founder of the Institute of 
Phy'sical Medicine and Rehabifitation. The first 
incumbent, for which the chair was designated 
and named, wll be Dr. Howard A. Rusk, chairman 
of tlie department and director of the institute. In 
addition to tlie endowed chair, funds wll be used 
to subsidize those patients who are unable to meet 
the cost of their care and to prox'ide fellowship 
training for personnel in the rehabilitation special¬ 
ties. Dr. Rusk, organized the department of phy'sical 
medicine and rehabilitation in 1948. 

north CAROLINA 

Appoint Chairman of Biochemistry Department.— 
J. Logan Irx'in, Ph.D., has assumed tlie chairman¬ 
ship of the department of biochemistry' and nu¬ 
trition, University’ of North Carolina School of 
Medicine, Chapel Hill. At the same time Dr. Irx'in, 
"ho has been a member of the faculty' since 1950, 
was promoted from associate professor to professor. 

r. Irvin returned to the university' last September 
after completing nine months of research at the Na¬ 
tional Institutes of Health at Bethesda, Md., on the 
losynthesis of proteins and nucleic acids of normal 


liver and liver tumors, supported by' a Guggenheim 
Foundation fellowship. Prex'iously' he was on the 
faculty of the Johns Hopkins School of Medicine, 
Baltimore, for nine y'ears. He is a member of the 
American Chemical Society', the Society of Experi¬ 
mental Biology and Medicine, and the .American 
Society’ of Biological Chemists. 

OHIO 

Society' News.—Tlie Cleveland Radiological Society' 
recently' elected the foUou'ing officers for 1957-58: 
president. Dr. Delbert A. Russell; x’ice-president. 
Dr. Thomas Knickerbocker; and secretary-treasurer. 
Dr. Frederick A. Rose. 2065 Adelbert Road, Cleve¬ 
land 6. 

PENNSYLVANIA 

Philadelphia 

Personal.—Dr. Philip S. Barba, associate professor 
of pediatrics. Graduate School of Medicine, Uni¬ 
versity' of Pennsy'lvania, has been appointed to serv'e 
on the President’s Citizens Adx'isory' Committee on 

the Fitness of American Youth.-Dr, James L. A. 

Roth, associate professor of phy'siology and gastro¬ 
enterology', University of Pennsylvania Graduate 
School of Medicine, received an honorary degree of 
doctor of science at the recent commencement ex¬ 
ercises of Carthage College, Carthage, Ill. 

TEXAS 

Society News.—Dr. Jacobus D. McCulley’, Houston, 
was recently' elected president of the Texas Society' 
of Anesthesiologists. Other officers include Dr. Mil- 
ton M. Rosenzweig, San Antonio, president-elect; 
Dr. Dax-id O. Johnson, Austin, x’ice-president; Dr. 
Randle J. Brady', Houston, secretary'-treasurer; and 
Dr. LawTence W. Schuhmacher, Houston, program 
chairman.—Dr. Tnunan G. Blocker Jr., Galves¬ 
ton, was recently' elected president of the Texas 
Society' of Plastic Surgeons. Other officers are Dr. 
Sidney Hardy', Houston, x'ice-president, and Dr. 
Steve R. Lewis, Galveston, secretary'-treasurer. 

Division of Medical Sociology.—.A division of medi¬ 
cal sociology' has been established in the depart¬ 
ment of preventive medicine and public health. 
University’ of Texas Medical Branch, Galveston. In 
addition to conducting research and teaching in the 
realm of socio-enx’ironmental aspects of health and 
illness, the dix'ision operates jointly' in such special¬ 
ties as psy'chiatry', nursing and medical education, 
and administration. Research projects in areas such 
as industrial health, social epidemiology' of mental 
disorders, tuberculosis, and alcoholism are current¬ 
ly imder way. E. Gartley Jaco, Ph.D., uill serx’e as 
director, uith the initial staff composed of Norman 
G. Hawkins, Ph.D., and Sam Schulman, Ph.D., as 
assistant professors of medical sociology'. 



374 


MEDICAL NEWS 


J.A.M.A., Sept. 28, 1937 


WASHINGTON 


Appoint Radiology Department Head.—Appoint¬ 
ment of Dr. Melvin M. Figley as head of the Uni- 
^^ersity of Washington Medieal School’s department 
of radiology has been approved by the board of 
regents. The regents also reestablished a department 
of oral pathology' in the School of Dentistry. Dr. 
Figley will be the first permanent head of the 
radiologv department. His appointment is effective 
June 1, 1958. Currently an assistant professor of 
radiology at the University of Michigan, he is also 
a consultant at the Ann Arbor Veterans’ Administra¬ 
tion Hospital. He has been a member of the Michi¬ 
gan faculty since 1950. Dr. Figley holds a five-year 
$.30,000 Marklc Foundation fellowship, and this year 
he was awarded research grants by the Michigan 
and American Heart associations. His research in¬ 
terests lie in the field of angiography. 


Annual Symposium on Heart Disease.—The ninth 
annual svmposium on heart disease, sponsored by 
the Washington State Heart Association and the 
Washington" State Department of Health, will be 
held at" the University of Washington Medical 
School Auditorium Oct. 4-5. Speakers include Dr. 
Herman Hellerstcin, Cleveland; Dr. Robert P. 
Grant. Bethesda, Md.; Henry Longstreet Taylor, 
Ph D. Minneapolis; Dr. Julius H. Comroe Jr., Phila¬ 
delphia; and Dr. Paul Dudley mite, Boston. 
Themes of the symposium will be Changing At¬ 
titudes About Coronary Disease” and “Disorders of 
the Heart and Lungs.” Tlic speakers will also con¬ 
duct panel sessions and discuss questions from the 
audience. For information write Dr. Robert A. 
Bruce, Chairman, Annual S>'mposium, Tlannmg 
Committee, 3121 Arcade Building, Seattle 1. M ash. 


\^T]:ST VIRGINIA 

«5t'ite Medical Election.-The following officeis o 
die West Virginia State Medical Assocmtion have 
been^lectcd for 1957-1958: president. Dr. Charles 
A. Hoffman, Huntington; president-elect D . 

fTc ■ Dr. 

£ls Maxneld Barber, 

Aug. 21-23, 1958. 

Dedicate Basic Scien^^^ 

n, wib be dedt^ted Oet. 5 «a, 
speaker at the ceremony Veteran’s 

Middleton, chief fof the University 

Administration and foil , \ building is 

of Wisconsin SchodoJ^^^^^^^ ,be 

e:;mSn Tf the 1-sent^two-^^^^^^^^^^^ to om^ 

The College of Pharmacy 


will move from the university campus to the med¬ 
ical center. The basic sciences building consists of 
a central core, measuring 225 by 225 feet Mtli five 
wings extending an additional 100 feet to die north, 
east, and west. The core is five stories high and 
contains lecture rooms, laboratories, and other 
teaching facilities. Located on the second, third and 
fourth floors are facilities for teaching anatomy, 
biochemistry, microbiology, pathology, pharmacol¬ 
ogy, physiology, and public healdi and preventive 
medicine, plus specialized research equipment. The 
School of Dentistry occupies the first floor of the 
core. The wings contain the schools of nursing and 
pharmacy and die administrative offices, the library, 
main auditorium, and a lounge, lockers, post office, 
bookstore, and food services. Construction of the 



New Basic Sciences Building at West Virginia Universil)', 


Morgantown. 


500-bed teaching hospital, which will be connect j 
to tlie basic sciences building, is underway, • 

^ , 1 1 1 T_.11.1.^.^ troorc 


lENERAL „ , 

loronory Heart Disea,e.-The Mf r“»“ 

asm-ance Company Informahon 

orted that coronary heart disease, the 

Di-m of heart disease today,” is least frequent among 

oiing manied women, among persons bvmS> 

ural part of the soutliem states, and 

1 have had no history of P-7'"-/", 

airrence of heart disease w the family. A sl»^, 

ecorded mortality from heart dise.rse V ' 

•fens of the insurance company 

larding to age. a «. 

he death rate from heart " ",1”' 

times as high for rvhile ‘nh 7,„ce in 

Tire ratio decreases piogressi ) 

age, until at age 85 and over the 

stx« among white Z dea* 

Among nomtdn'® t re sex 

,ate are tes are sig"i«»">; 

age. Heart disease ^ and the divorced 

higher for the widowed,^l^ s gl , 
than for the married, btudies 
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pie who are overweight are more likely to suffer 
fatal attacks of heart disease. \^ffien overweight is 
coupled vuth slight or moderate elevation of blood 
pressure, the chances of such an attack are greatly 
increased. Tire heart disease deatli rate is lowest in 
the east south central region and highest in the 
middle Atlantic region. 

Public Healtlr Development Program.—The Amer¬ 
ican Public Health Association is initiating a long- 
range technical development program to help 
communities with new and changing health prob¬ 
lems. According to Di. Reginald M. Atwater, 
e\ecuti\e secretary' of tire association, in some im¬ 
portant areas of pubhc healtlr metlrods and stand¬ 
ards ha\’e remained r'irtually unchanged “since tire 
horse-and-buggr^ era.” Initial concentration will be 
in eight areas: radiological health, accident preven¬ 
tion, mental healtlr, chronic disease and rehabilita¬ 
tion, child healtlr, emuronmental health, medical 
care administration, and public health administra¬ 
tion. A committee of experts in each area wall 
develop policy statements, wnite operating manuals, 
conduct field studies, sun'eys, and demonstrations, 
and consult with state and local health authorities 
and agencies. To coordinate the program a tech¬ 
nical der'elopment board has been appointed. Chair¬ 
man is Dr. Martlra M. Eliot, former chief of the 
U. S. Children’s Bureau and now professor of ma¬ 
ternal and child health at the Han'ard School of 
Public Health, Boston. Initiation of the technical 
development program is tire first step in a three- 
year expansion and reorganization program for the 
S5-year-old professional society. The total program 
will require a $250,000 increase in annual operating 
budget, to be reached b)' 1960. The Rockefeller 
Foundation has made a grant of $150,000 to help 
finance new actirities during the developmental 
period. 

International Seminars in Mental Health.—The 
Postgraduate Center for Psychotherapy, New York 
City, will initiate a series of international seminars 
m the field of mental health by presenting Dr. W. 
Grey IValter, British neurophysiologist, w’ho will 
speak on “Brain Behavioi,” at an open meeting at 
the New' York Academy of Medicine at 8:00 p. m., 
Oct. 23 Dr. M''alter will lead two otlier seminars, on 
Oct. 20 and 31, respectively, when the subjects will 
be Tile Physiology' of Personality” and “The Cy'ber- 
^PP^'o^ch to Mentality' and Society'.” At the 
third meeting he will demonstrate his “electronic 
turtle, one of the models he designed and built for 
tiie study of nerve mechanisms. Tire international 
seminars of the Postgraduate Center for Psycho- 
uierapy ha\'e been established imder a grant by' the 
amuel Rubin Foundation. Tlrey’ w'rll be presented 
semi-annually' for the purpose of providing a plat¬ 
oon in the United States for outstanding scientists 
rom abroad who can present new' ideas and ap¬ 
proaches which may' be integrated into the field of 


psychotherapy'. The siminars will be presented with 
the assistance of an International Admsory' Council. 
This program has been given formal sponsorship by 
the World Federation for Mental Health. The post¬ 
graduate center is a nonprofit organization dedi¬ 
cated to a four-fold program in mental health: to 
conduct clinics; provide out-patient psy'chothera- 
peutic services for some 700 children and adults 
w'ho cannot afford private psychiatric fees; to serr'e 
as an advanced training center for psy'chotherapists; 
and to carry' on intensive research programs in a 
continuing effort to develop better and shorter edu¬ 
cation programs. 

Music Therapy Association.—The eighth annual 
conference of the National Association for Music 
Therapy, Inc., w'ill be held Oct. 10-12 at the Kellogg 
Center for Continuing Education, Michigan State 
University', East Lansing. The agenda includes new 
music therapy' techniques; relation between music 
therapy and special education; present status of 
music therapy' in psychiatry'; reports of current re¬ 
search; and music therapy as a developmental need 
for children. Registration fee is $6. Entertainment 
includes a concert by' the Michigan State University' 
Faculty' Chamber Orchestra and a banquet Oct. 11. 
For information w'rite the Kellogg Center for Con¬ 
tinuing Education, Michigan State University, East 
Lansing, Mich. 

Food and Nutrition Reprints.—The Council on 
Foods and Nutrition regrets that the cards requesting 
reprints from the Annual Meeting of the American 
Medical Association were lost in transit from New' 
York and have not been located. Upon request, the 
Council W'ill be glad to furnish a hst of its available 
pubhcations. 

Hospital Association Meeting in Atlantic City'.—The 
59th annual conference of the American Hospital 
Association w'ill be held Sept. 30-Oct. 3 in Atlantic 
City', N. J. Dr. Albert W. Snoke, president of the 
association and Mr. James D. Dyett, president of 
the Hospital Industries’ Association, Buffalo, N. Y., 
W'ill present addresses Sept. 30. A conference on 
hospital planning, “New' Trends in Hospital Serx'- 
ices,” W'ill be presented Sept. 30, w'ith Dr. Darid B. 
Wilson as chairman. 

Topics to be discussed in the general assembly 
are: education in the nation, an informed pubh'c, 
the nation’s health, voluntary' health care and gov¬ 
ernment, and the future of hospitals. Technical e.\- 
hibits are planned. A luncheon for international 
guests wull be held Sept. 30. Round-table sessions 
W'ill be conducted each afternoon. Entertainment 
includes the president’s reception Sept. 30 and the 
banquet Oct. 2, at which the distinguished serx'ice 
aw'ard w'ill be presented to Mr. John H. Hayes, 
hospital consultant, Douglaston. L. I., N. Y. For 
information w'rite the American Hospital Associa¬ 
tion, 18 East Division St., Chicago 10, Ill. 
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Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following number 
of reported cases of poliomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 
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Meeting on Psychosomatic Medicine.-The fotiiih 
annual meeting of the Academy of Psychosomatic 
Medicine will be held at the Morrison Hotel 
Chicago, Oct. 17-19. Theme for the meeting MU he 
“Psychosomatic Aspects of Obstetrics, Gynecologi-, 
and Endocrinology, Including Diseases of Metabo¬ 
lism.” Foreign participants include Dr. Grantley 
Dick-Read, London, England; Dr. Bernard B, 
Raginsky, Quebec, Canada; and Dr. Carl W. R, 
Tupper, Nova Scotia, Canada. The program in¬ 
cludes the following symposiums and moderators: 


Psychosomatic Aspects of the Pre- and Postnatal Period, Dr. 

Edith P. Jackson, New Haven, Conn. 

Psychosomatic Aspects of Pediatric Gynecology and Endo¬ 
crinology, Dr. Goodrich C. Schauffler, Portland, Ore. 
Psychologic Factors in Anesthesia, Dr.-Raginsky. 
Emotional Factors in Sterilization and Abortion (Sponta¬ 
neous, Criminal, and Therapeutic), Dr. Flanders Dunbr, 
New York City. 

Goals and Therapy in Psychosomatic Diseases, Dr. Dunbr. 


A panel discussion, “Psychosomatic Infertility,' 
moderated b)' Dr. M. Edward Davis, Chicago, wil 
be held Oct. IS. Dr. Etlian Allan Browm, presideni 
of the academy, will present “Three Psyches. Twt 
Somas” at the banquet Oct. 18. The fee is $10 fo, 
nonmembers. For information write Dr. William S 
Kroger, Secretary, Academy of Psychosomatic Med¬ 
icine, 104 S. Michigan Ave., Suite 415, Chicago 
3, Ill. 


Medical Meeting for Hunters.-The South Dakota 
State Medical Association is sponsoring a Hunters 
Medical Meeting, Oct. 26-30, in Mitchell, S. D. The 

meeting is limited to 100 out-of-state doctors oi 
medicine. Registration fee of .$100 includes Imntmg 
license, hunting grounds, and guides, scientihc ses¬ 
sions, and four dinners. If wives come ^vlth hus¬ 
bands and hunt, the registration fee is the same to 
each; if wves do not hunt, their registration fee s 
$75. A special motel has been reserr’ed for oii^-o 
state phvsicians. For infomation and registrahon 
blank write Mr. John C. Foster, Executne Seer 
tarv. South Dakota State Medical Association. • 

. -.T .._ 1 UnilftiTicr SiniiN Falls. S. *1- 
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ing, and social sen'ices. Students receive basic 
training in such subjects as epidemiolog)' and bio¬ 
statistics in correlation s\ath die associated basic 
sciences, and in their ch'nical years have practical 
training in public health and preventive medicine at 
the center and hospital. With support from the 
Salvadorian government, the Kellogg Foundation, 
tlie International Cooperation Administration, and 
private sources, die school has estabhshed a modem 
teaching center and has developed a trained group 
of academic personnel at both the basic and clinical 
science levels. 

Three-Year Scholarsliip Grant.—The Pan American 
Medical Association announces a diree-j'ear med¬ 
ical scholarship to a Cuban physician to study in¬ 
ternal medicine in the School of Medicine Wajme 
State Universit)', Detroit. The recipient wall be se¬ 
lected by a committee of five members of the 
Havana Chapter of the association, with Dr. Carlos 
F. Cardenas as chairman. The follouing stipula¬ 
tions are given: (1) the student-physician will be 
chosen on his record as a medical student and in his 
hospital internship of at least hvo i-ears; (2) the 
candidate must speak English; (3) he must pledge 
to return to his countri' and practice medicine and 
to teach for at least ten years after completion of 
tlie scholarship. For information write Dr. Charles 
Pierre Mathe, Pan American Medical Association. 
450 Sutter St., San Francisco 8. Cal. 

Meeting of Pathologists in Me.vico Citj’.—The joint 
meeting of the American Society of Clinical Pa¬ 
thologists, Asociacion Me.\icana de Patologos. and 
the College of American Pathologists will be held 
Oct. 7 at the Ciudad Universitaria. Addresses ^\'ill 
be giv'en by Dr. Raoul Fournier, dean. University 
of Me.xico School of Medicine; Dr. Miguel Schulz, 
president, Asociacion Me.xicana de Patologos; and 
Dr. Isaac Costero, honorarj' president, Sociadad 
Latino-Americana de Anatomo-Patologos. Responses 
will be given by Dr. W. A. D. Anderson, president. 
College of American Pathologists; Dr. John L. Go¬ 
forth, president, American Society" of Clinical Pa¬ 
thologists; and Dr. Dawd A. M^ood, president. 
•American Cancer Society. The program includes 
tlie following presentations: 

Cerebral Cysticercosis, by Drs. M. Schulz and F. Biagi, 
Patholog)- Unit, National Universit>’ Medical School. 
Amebiasis in Children, by Drs. M. Salas, K. Ambrosius and 
M. Esparza, Children’s Hospital. 

Cinbosis of the Liver, b\' Dr. Buy Perez Tomayo, Patholog)’ 
Unit, National Universit}’ Medical School. 

Onchocercosis, by Dr. M. Martinez Baez, Tropical Diseases 
Institute. 

Cerebral Lesions in Malaria, by Dr. I. Costero, National 
Heart Institute. 

Tours of tlie campus of the university and of 
- C-rico City are plaimed. For information write the 
0 lege of American Pathologists, 2115 Prudential 
Plaza, Chicago 1, Ill. 


FOREIGN 

Congress on Wine and Alcohol.—The International 
Congress for Medicine will be held Oct. 11-13 at 
the Faculty of Medicine and Pharmacy, place de la 
Victoire, Bordeaux, France, imder the presidency 
of Georges Portmaim, honorary dean of the Faculty' 
of Medicine and Pharmacy of Bordeaux. Problems 
to be considered are ^\^ne and health. The special 
reports wtill be accompanied by communications 
concerning the latest studies on the physiologic and 
microbicidal composition of various wnes. Meet¬ 
ings will also take place in various \'iticultural re¬ 
gions of the district of the Gironde showing 
vineyards, \’intage and tlie treatment of grapes. The 
orgam'zing committee states that a large foreign 
participation is assured. Additional facultative trips 
to the southwest are planned. Entertainment in¬ 
cludes a soiree at the Grand Theater of Bordeaux 
Oct. 11 and the official banquet in the castle of the 
Dukes of Epemon Oct. 12. For information uTite 
Secretaire General du Congres, 36. Avenue d’Ares, 
Bordeaux, France. 

CORRECTION 

Dr. Walsh on President’s Advisorj- Committee.— 
Through error, the name of Dr. William B. Walsh, 
internist, Washington, D. C., was not included in 
the listing of physician members of the Citizens’ Ad- 
I'isory Committee to the President’s Coimcil on 
Youth Fitness, which was discussed in an editorial 
in The Jourx.\l, Sept. 7, page 54. 
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BOAKDb OF MEDICAL EXANHNERS 

.Auabaxia: Examination. Montgomery, June 17-19. Sec., Dr. 

D. G. Gill, State Office Building, Montgomery 4. 

Abizona:® Examination and Reciprocity. Phoenix, Oct. 16-18. 

E. xec. Sec., Mr. Robert Carpenter, 826 Security Bldg., 
Phoenix. 

.Arkansas:® Examination and Reciprocity. Little Rock, Nov. 
7. Sec., Dr. Joe Verser, Harrisburg. 

California: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, Nov. 16. Oral and 
Clinical for Foreign Graduates. San Francisco, Nov. 17. 
Sec., Dr. Louis E. Jones, 1020 N St., Sacramento 14. 

Colorado:® Reciprocity. Denver, Oct. 8 . Examination. 
Dejover, Dec. 3-4. Exec. Sec., Mrs. Beulah H. Hudgens, 
713 Republic Bldg., Denver 2. 

CoN-NEcncnr:® Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven! 
Homeopathic. Examination. Derby, Sept. 10. Sec., Dr. 
Donald A. Daxls, Derby. 

Delaware: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 



examinations and licensure 


DtsTu.cT or CoLUMniA:^ I{eci,>,ocitii. Wasliington, Sept. 9. 
nxamma nm Washington, Nov. 12-13. Deputy Director 
i/ut ^'^^D ^ Massachusetts Ave., N.W., Wash- 

FLoniu.\:“ Examinalion. Miami, Nov. 24-26 Sec Dr 
Ilomor L. Pearson, 901 N.IV. 17th St., Miami 36.'’ 
GronciA: Examinaihu. Atlanta, Oct. 8-9. Reciprocity. At- 
Janta, Oct. 10. See., Mr. Cecil L. Clifton, 111 State 
Capitol, Atlanta 3. 

InAno; Examination ami Reciprocity. Boise, Jan. 13-15. Ex. 

See., Mr. Armancl L. Bird, 364 Sonna Bldg., Boise. 
Io\va:“ Examination. Dcs Moines, Dee. 2-4. Exec. Sec., 
^ojiald \^. Saf, State Office Building, Des Moines 19. 
Kkstvckx: Examination. Louisville, Dec. 9-11. Sec., Dr. 

Russell h. Teague, 620 Smith Third St., Louisville 2. 
Maini;: Examination. Portland, Nov. 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 192 
Slate St., Portland. 


J.A.M.A., Sept. 2S, 195- 


Tennessee: ® Examination. Memphis, Sent or e 

H. W. 1635 Exch,„s/Bldg:i;.4lf3'“''>'' 

lEXAs. Examination and Reciprocity. Fort Wortli n 

U-^h: Examination. Salt Lake City, July 9-11 Direoinr \. 

Frnnk- E. Lees, 324 Stole CapiloUu^&li uRu 
VinciNiA: Reciprocity. Richmond, Dec, 4 Exnmmn'r ' 

Washington:'’ Examination. Seattle, Jan. 13-15 Sec Mr 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vihginia; Reciprocity. Charleston, Oct. 7. foomin,, 
tion. Charleston, January. Sec., Dr. Newman H. Dier 
State Office Bldg., No. 3, Charleston 5. ' ’ 

Wisconsin:'’ Reciprocity. Madison, Oct. 18. Exainimtm 
Madison, January. Sec., Dr. Thomas W. Tormey, Ir. 1140 
State Office Bldg., Madison. 


Mauyland: Reciprocity. Baltimore, September. Examina¬ 
tion. Baltimore, Dee. 10-13. Sec., Dr. Frank K. Morris, 
1211 Cathedral St., Baltimore. 

MASs.ACucsirrrs: Examination. Boston, Jan. 14-17. Sec., Dr. 

Robert C. Cochrane, 37 State House, Boston. 
Michigan:'’ Examination. Lansing, Oct. 9-11. Exec. Sec., Dr. 

L. C. Swan.son, IIS Stei'cns T. Mason Bldg., Lansing 8. 
.Minnesota:® Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. H. .Magncy, 230 Lo\vr>’ Medical 
Art.s Bldg., St. Paul 2. 

Missi.ssii’i’i: Reciprocity. Jackson, December. Examination. 
Jaek.son, June. As.st. Sec., Dr. R. N. Whitfield, Old Capi¬ 
tol, Jack.soti 113. 

Montana: Examination and Reciprocity. Helena, Oct. 1-2. 

Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 
NT.iniASKA:® E.xamination. Omaha, June. Sec., Mr. Husted 
K. Wat.son, Room 1009, State Capitol Bldg., Lincoln 9. 
Ni:w Hami’.siuiu:: Examination and Reciprocity. Concord, 
Sept. 11-13. Sec., Dr. John S. Wheeler, 107 State House, 
Concord. 


Wyoming: Examination and Reciprocity. Cheyenne, Sept. 
30, Sec., Dr. Franklin D. Yoder, State Office Bid". 
Chej'enne. 

Alaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Wliitehead, 172 South Franklin St,, Juneau! 
Guam: Subject to Cali Act. Sec., Dr. S. F. Provendicr, 
Agana. 

Hawaii: Examination. Honolulu, Jan. 13-14. Sec., Dr. I. L, 
Tilden, 1020 Kapiolani St., Honolulu. 

\bnGiN Islands: Examination. St. Thomas, Nov. 13. Sec,, 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

.'Arizona: Examination. Tucson, Sept. 17. Reciprocily, 
Tucson, Sept. 19. Sec., Mr. Herman E. Bateman, Univer¬ 
sity of Arizona, Tucson. 

Arkansas: Examination. Little Rock, Oct. 7-8. See., Mr. 
S. C. Dellinger, Zoology Department, University of Ar¬ 
kansas, Fayetteville. 

Connecticut: Examination. New Haven, Oct. 12. E\cc. 
Asst., Mrs. Regina G. Brown, 258 Bradley St., New 


New Jeiist:y: Examination. Trenton, Oct. 15-18. Sec., Dr. 

Patrick H. Corrigan, 28 W. State St., Trenton. 

New Me-mco:® Examination and Reciprocity. Santa Fe, 
Nov. 18-19. See., Dr. R. C. Derbyshire, 227 East Palace 
Ave., Santa Fc. 

Nnv York: Examination. Albany, Buffalo, New York and 
.Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

Noinn Carolina: Endorsement. Morchcad City, Oct. 12. 
Asst. See., Mrs. Louise J. McNeill, 716 Professional Bldg., 
Raleigh. 

Noarii Dvkota: Examination. Grand Forks, Jan. 9-12. Reci¬ 
procity. Grand Forks, Jan. 12. See., Dr. C. J. Glaspel, 
Grafton. _ 

Ohio: Endorsement. Columbus, Oct. 1. Examination. Co- 
Imnbtis, Dec. 17-19. Sec., Dr. H. M. Platter, 21 W. 
Bro.id St., Columbus 15. 

Oki.mioma: Examination. Oklahoma City Dec. 14-15. Sec., 
Dr. F.. L. Lester, 813 Braniff Bldg., Oklahoma City. 
Oregon Rcciprocify and Endorsement. Portland, Oct. 3-5. 
/.'rdmiufdkm. Portland, January. Exec, Sec., Mr. Howard 
1. Bobbitt, GOa Failing Bldg., Portland. 

UiiuuE IsiAsn;'’ Exuminofion. Providence, Oct. 3-4. Ad- 
nlini^traU.r of Professional Regulation, Mr. Thomas B- 
Cis. s, 3G(i Stale Olliec Bldg., Providence. 
Souni'cMions.s; Examination. Columbia, Dec. 10 Sec., 

vHn. i:. )... 1323 

N/inii Dskota;® Exomination. Sioux Falls, Jan. - ---• 
^ Siv. Sec.. Mr. John C, Foster, 300 First National Bank 

Bldg., Sioux Falls. 


Haven 10. 

District of Columbia: Examination. Washington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington, D. C. 

Florida: Examination. Gainesville, Nov. 9. Sec., Mr. M. 

Emmel, Box 340, University of Florida, Gainesville, 
Iowa; Examination and Reciprocity. Des Moines, Oct. 8. 

Sec., Dr. Ehner W. Hertel, M^averly. 

.Michigan: Examination. Ann Arbor and Detroit, Oct. 11-12. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Oct. 1-2. Sec,, Dr. 
Raymond N. Bieter, 105 Millard Hall, University oi 
Minnesota, Minneapolis 14. 

New Me.xico: Reciprocity. Santa Fe, Sept. 29. £x«min«IJ"- 
Santa Fe, Oct. 20. Sec., Mrs. Marguerite Cantrell, Dor 

1522, Santa Fe. 

Oklahoma: E.xamination. Oklahoma CiTy Sept. 2^-8. 

Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma Cib- 
South Dakota: Examination. Vermillion Dec. 6-7. Sec-, 
Dr. Gregg M. Evans, 310 E. 15th St., Yankton. 
Tennessee: Examination. Memphi.s Sept. 25-26. See., 
^o"w. Hyman, 63 Sontl, Dunlap St, M™.*" 3 

Ripon. 

Science Certificate required. 
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GOVERNMENT SERVICES 


Personal.—Dr. F. K. Mostofi lias been appointed 
scientific director of die American Registri,' of 
Patholog}' of die Armed Forces Institute of Path- 
olog>', to succeed Dr. H. G. Grady, who resigned 
die post to become professor of padiolog)' at the 
Seton HaU Gollege of Medicine and Dentistry, 
Jersey Cit\', K. J. Dr. Mostofi has been cliief of die 
oenitourinan.' section of die Armed Forces Institute 
of Padiolog)' since August, 1948, a post which he 
will continue to hold in addition to his new ap¬ 
pointment. 


\A\T 

Correspondence Course.—The correspondence 
course. Blood Transfusion, Methods and Procedures, 
NavPers I0998-I, a reiision of the correspondence 
course, Special Clinical Sendees—Blood, NavPers 
1099S, is now available. Consisting of eight objec¬ 
tive U'pe assignments it is evaluated at 24 Naval 
Reserve promotion and nondisabilit}' retirement 
points. Since this is a minor ren'sion of the former 
course, additional points vdll not be credited to 
Naval Resen'e personnel who have prevdously com¬ 
pleted the course, NavPers 10998. Applications for 
enrollment should be submitted on Form NavPers 
992 (Rev. 2-56) and fonvarded to the Commanding 
Officer, U. S. Naval Medical School, National Naval 
Medical Center, Bethesda, Md., ida the applicant’s 
respective command. 

Personal.-Capt. Edward C. Kenney, commanding 
officer of the U. S. Naval Hospital, National Naval 
Medical Center. Bethesda, Md., has, since Septem¬ 
ber, 1955, been elevated to the rank of rear admiral. 


ITTERANS ADMINISTRATION 

Traimng in Occupational Therapy.—The Veterans 
Administration will accept an increasing number of 
students for training in occupational therapy', under 
the Phy’sical Medicine and Rehabilitation Service, 
to help aUeviate the national shortage in this field. 
The Veterans Administration has been training 
about oOO occupational therapy students at 17 hos¬ 
pitals each y'ear. Admission of additional trainees 
to the hospital programs, on a “wuthout compensa¬ 
tion basis, will enable the Veterans Administration 
to comply witli recent requests from occupational 
merapy schools for affiliation with VA hospitals, 
these students will receive quarters and subsistence 
>a return for their services, but they' wall not re¬ 
vs'? ^ stipend. Occupational therapy training in 
j . spitals offers clinical e.vperience in a variety 
ot disease and disability' categories. 


Radioactive Cormter.—A total body' radioactivity' 
counter has been designed and developed by' Dr. 
Gerald J. Hine, a phy'sicist in the radioisotope sers'- 
ice of the VA Hospital in Boston. It is so sensitive 
that it can measure the tiny' amounts of radioactiv¬ 
ity' naturally' present in the hiunan body'. Phy'sicians 
can study' some functions inside the body' by' noting 
this radioactis'ity'. The movements of radioactive 
tracers can be followed on the counter. Since the 
counter is e.vtremely' sensitive, only' minute amounts 
of these tracers w'ould have to be introduced into 
the body'. This means that the patient can be studied 
longer w'ith a smaller dose of an isotope than w'as 
possible before. The counter w'ill be used to com¬ 
pare radioactive patterns in healthy people w'ith 
those of patients w'ith various diseases. Another ad¬ 
vantage of the counter is that it can follow' the ac¬ 
tions of different radioactive isotopes involved in 
separate functions in the body' simultaneously'. 

PUBLIC HEALTH SERATCE 

Personal.—Dr. Otis L. Anderson, formerly chief of 
the Public Health Ser\'ice Bureau of State Ser\'ices, 
W'as assigned to the new'ly created post of assistant 
surgeon general for personnel and training. He w'as 
succeeded in the Bmreau of State Serv'ices by Dr. 
David E. Price, formerly deputy' chief of the Public 
Health Serv'ice Bureau of Medical Ser\'ices. The 
changes become effective Oct. 1. The new' position 
W’as established to proride as fully' as possible for 
the development and utilization of Public Health 
Serx'ice Personnel.—Forrest J. Gerard, a member 
of the Blackfoot Indian tribe and former health asso¬ 
ciation official in Montana and Wy'oming, has been 
appointed Tribal Relations Officer of the U. S. 
Public Health Ser\'ice Division of Indian Health, 
effecti\'e Sept. 3. In his new’ position, Mr. Gerard 
W'ill be responsible for relations between some 2.50 
Indian tribes and the federal go\'emment Indian 
health program. 

DEPARTMENT OF COALMERCE 

Radioisotope Techniques.—A radioisotope technique 
for determination of cardiac output w'hich is said 
to offer \’irtually' unlimited potential in the diagnosis 
and control of heart disease is described in a report 
(PB 121984 Blood Volume and Cardiac Output De¬ 
terminations Using Radioisotopes, by R. E. Zipf, 
J. M. Webber, and G. R. Grove, Miami A^alley Hos¬ 
pital, and T. F. McGuire, Wright Air Development 
Center. Nov., 1956. Price Sl.OO) of .Air Force-spon¬ 
sored research that is available througli the Office 
of Technical Serv'ices, U. S. Department of Com¬ 
merce, Washington 25, D. C. Simple and highly 
accurate, the technique can be used to demonstrate 
precisely the variations of cardiac output under 
stress and response to medications, and to measure 
the volume of w'hole blood, plasma, and erythrocytes. 
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DEATH 



Sept. 2S, 


1937 


Cohn AUrcd Einstein, member emeritus of the 
Rockefeller Institute in New York City, died at his 
home, Iron^Hill Farm in New Milford, Conn., July 
j-0, aged 7S. of generalized arteriosclerosis and 
h>Tcrtension. Dr. Cohn was born in New York City 
April 16, 1879. He received his M.D. degree from 
Columbia Lniversity College of Physicians and 
Surgeons, New York Cit)', 1904, and from 1907 to 
1909 he studied in Germany, Austria, and England. 
^yhile working in London with Sir James Macken¬ 
zie, he discovered the presystolic murmur. Later, 
working with Tliomas Lewis, Dr. Cohn helped to 
set up the Einthoven string galvanometer for mak¬ 
ing electrocardiograms at University College in 
London. He returned to New York and practiced 
medicine for two years, serving as associate in 
pathology at Mount Sinai Hospital and an alumni 
fellow in pathology at Columbia. It was at Mount 
Sinai that he made his first electrocardiograms in 
tlie United States in 1910 and published a scientific 
paper on this work. In 1911 he joined the staff of 
the Rockefeller Institute, where he continued his 
research, bringing with him the galvanometer for 
making electrocardiograms; was associated with the 
Institute for 33 years, becoming a member in 1920. 
and retired in 1944. During World War I he served 
as a major in the Army Medical Reserve Corps with 
assignment to the Surgeon General’s Office and also 
a lieutenant colonel in the .American Expeditionary 
Forces as senior consultant on circulatory diseases. 
Between wars he ser\'ed on the council of tlie Vet¬ 
erans Administration, holding his post until 1946. 
During M'orld Mhir II he was vice-president and 
later cliairman of the executive committee of the 
Committee for National Morale, special advisor to 
the Board of Economic Warfare and a member of 
1 \k‘ Health Committee of the Office of Foreign Re¬ 
lic-1 and Helmbililation Operations. He was actively 
it\ei\t\(iecl with many public health organizations in 
an exctwVwe capacity. Dr. Cohn served both as a 
memlier of the board of governors and chairman 
of the committee on research of the New 'iork 
Ue.nt .\smciation for over 25 years and was on the 
hoard of 'jivernors of the New York Tuberculosis 
and fh alth Association. He was chairman of the 
•eiiut'shf committee of the Research Council o 
D. jnrtmcnt of Hospitals of New York City and its 
tnaMuei from WH to 1951. He was a member of 
t!.- advi-orv council of the Committee on Reseaixh 
r. 'At ilical Economics from 1936 to 1939, chairman 
'• i\,' huli-commiUee on Heart Diseases and Rh^^" 

< ‘r Ttver for the \m New York World s Fair, 
,• I r.'.AWus death, belonged to the Club for Re- 

4 . . , , V-f.'-i n rV' Xmeriew Medical Association. 


search on Ageing. He served as a visilino proles,™ 
n medicine at the Union Medical ColWe inT 
long, China, in 1925. He was on the execuUvreot 
mttee, Group on Adult Education of the Carnerie 
Corporation and the Council of the American Asl 
ciation for Adult Education. From 1928 to 1940 lie 
was a member of the Lasker Foundation and in 
1930 was president of the Harvey Society. From 
1930 to 1943 Dr. Cohn was a member of the com- 
library of the New York Academy of 
Medicine and served as committee chairman from 
1934 to 1941. He was on the board of governors of 
the Irvington House for the Care of Children with 
Heart Diseases and participated in planning its 
buildings. He served from 1933 to 1945 on the 
executii'e committee for Displaced Foreign Schol¬ 
ars and Displaced Foreign Physicians and from 
1934 to 1945 was a member of the China Medical 
Board of the Rockefeller Foimdahon. Dr. Cohn 
also served as a director of the Student Service of 
America. From 1945 to 1947 he was a member and 
treasurer of the American Committee for Emigre 
Scholars, HYiters and Artists. He was president of 
the School of Asiatic Studies for the Iranian Insti¬ 
tute in New York from 1947 to 1949, having pre¬ 
viously served on its board, was a resident member 
of the Council on Foreign Relations, a member of 
the board of the Sydenham Institution and a life 
member of the Metropolitan Museum of Art. 
Among the organizations to which Dr. Cohn be¬ 
longed were: Association of American Physicians, 
American Society for Clinical Investigation, Ameri¬ 
can Association of Anatomists, American Physio¬ 
logical Society, New York Academy of Sciences, 
American Association of the History of Medicine, 
and New York Academy of Medicine. He was an 
associate member of the American Medical Asso¬ 
ciation. From 1924 to 1937 he was a member of the 
board of editors of Journal of Clinical Investigation 
and for eight years a member of the board of editors 
of the Bulletin of the New York Academy of 
cine. He was the author of four volumes; Meo>; 
cine. Science and Art: Studies in Interrelations 
published in 1931; “Minerva’s Progress, published 
in 1946- “No Retreat from Reason-and Other Ps- 
savs,” published in 1948; and “The Burden of Dis¬ 
eases in the United States,” written with Caire 
Lingg and published in 1950. His alma mater hon- 
ored him in 1940 by conferring lionoraiy dod 
of science degree. Dr. Cohns f-rfl f 
made fundamental contributions to 
Tque of electrocardiography. H was hrou^ 
endeavors that the classiBcab^on o' ena 
diagnosis of .varions types of heart diseases 
stimulated in this country. 
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LyTicb, Frederick James, Boston; bom in Cam¬ 
bridge, Mass., Nov. 13, 1889; Har\'ard Medical 
School, Boston, 1919; specialist certified by the 
American Board of Obstetrics and Gynecolog}’; 
member of the American Association of Obstetri¬ 
cians and Gjmecologists of which he was at one 
time wee-president; past-president of the New Eng¬ 
land Obstetrical and Gjmecological Societj' and the 
Boston Obstetrical Society; emeritus professor of 
obstetrics at Tufts GoIIege Medical School; at one 
time on the faculh- of his alma mater; veteran of 
World War I; sen'ed on the staffs of the Cambridge 
City (Mass.) Hospital, Symmes Arlington Hospital, 
Arlington, Mass., Mount Auburn Hospital, Cam¬ 
bridge, Mass., LavTcnce Memorial Hospital, Med¬ 
ford, Mass., Massachusetts General Hospital, Beth 
Israel Hospital, and the Boston City Hospital; died 
in the Phillips House, Massachusetts General Hos¬ 
pital, July 8, aged 67. 

Bubis, Jacob Louis, Miami Beach, Fla.; bom in 
Cleveland July 23, 1885; University' of Wooster 
Medical Department, Cleveland, 1907; specialist 
certified by the American Board of Obstetrics and 
Gjmecologj'; member of the Ohio State Medical 
Association, Cleveland Academy of Medicine, and 
the Central Association of Obstetricians and G)'ne- 
cologists; fellow of the American College of Sur¬ 
geons; practiced in Cleveland, where he was for 
many years associated vdth the Mount Sinai Hospi¬ 
tal, serving as chief of obstetrics and gjmecology, 
and on the staBs of the Lakeside, St. Ann, and 
Maternity' hospitals; formerly district surgeon for 
the Baltimore and Ohio Railroad; author of 
“Puerperal Gj'necology” and “Women Are My Prob¬ 
lem”; died in Mount Sinai Hospital July 23, aged 72. 
of hj'pertensive cardiovascular disease and cerebral 
hemorrhage. 

Cavell, Roscoe William ® Ann Arbor, Mich.; Col¬ 
lege of Medical Evangelists, Loma Linda and Los 
Angeles, 1921; assistant professor of psychiatn' at 
the University' of Michigan Medical School; mem¬ 
ber of tlie American Psychosomatic Society' and the 
American Psychiatric Association; past-president of 
the Michigan Society' of Neurology' and Psy'chiatry; 
served as psychiatrist at the Wayne County General 
Hospital at Eloise, Mich.; for two y'ears psy'chiatrist 
with the U. S. Public Health Serv'ice at the U. S- 
Penitentiary Annex in Fort Leavenworth, Kan.; 
veteran of World War II and formerly' chief medi¬ 
cal officer of the U. S. Induction Station in Detroit; 
psychiatric consultant to the Southern Michigan 
Prison; on the staff of Hie University' Hospital; died 
July 13, aged 61. 

Camero, Anthony Roland ® Los Angeles; born in 
Philadelphia June 9, 1905; University' of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1929; certi- 
ed bj' tile National Board of Medical Examiners; 
specialist certified by tire American Board of Pathol¬ 


ogy'; member of the GoUege of American Pathol¬ 
ogists and the American Society' of Clinical Pathol¬ 
ogists; formerly' on the faculty' of his alma mater; 
practiced in Philadelphia, where he was associated 
rwrii the Philadelphia General Hospital and Miseri- 
cordia Hospital; consulting pathologist at St. Francis 
Hospital in Ly'uwood, Calif.; since 1940 director of 
laboratories. Queen of Angels Hospital, where he 
died July 20, aged 52, of periarteritis nodosmn and 
coronary' thrombosis. 

Lewis, Joseph Dawdson, Santa Barbara, Calif.; bom 
in Newcastle, Pa., in 1871; Cleveland Medical Col¬ 
lege, Homeopathic, 1893; specialist certified by the 
American Board of Otolary'ngology'; life member of 
the American College of Surgeons; member of the 
American Academy of Ophthalmology' and Oto¬ 
laryngology; past-president of the Minnesota Acad¬ 
emy of Ophthalmology; past-president of the Yuba, 
Sutter, and Colusa Counties Medical Society'; from 
1913 to 1922 chief of the department of otolary'ngol- 
ogy', Minneapolis General Hospital; on the staffs 
of Santa Barbara Cottage Hospital, Santa Barbara 
General Hospital, and St. Francis Hospital; died 
May' 31, aged 86, of cardiovascular accident and 
generalized arteriosclerosis. 

Drennen, Earle * Birmingham, Ala.; bom in Arka- 
delphia Oct. 13, 1882; Columbia University' College 
of Physicians and Suageons, New York City', 1906; 
serv'ed as professor of clinical surgery' at the Medi¬ 
cal College of Alabama; member of the founders 
group of the American Board of Surgery; member 
of the House of Delegates of the American Medical 
.Association in 1915; member of the American Sur¬ 
gical Association, Southern Surgical Association, 
and the International Society' of Surgeons; fellow of 
the American College of Surgeons; veteran of 
World War I, associated with the Highland Bap¬ 
tist, Children’s, St. Vincent’s, and University hos¬ 
pitals; died July 4, aged 74, of a heart attack. 

Crow, Hubert Dinvaddie, Suffolk, Va.; bom in 
Raleigh, N. C., Dec. 4, 1911; Medical College of 
Virginia, Richmond, 1938; interned at the Medical 
College of Virginia, Hospital Div'ision, Richmond; 
member of the Medical Society' of Virginia; health 
director of a combined district health unit compris¬ 
ing the counties of Southampton, Isle of Wight, 
Nansemond, and the city' of Suffolk; served as direc¬ 
tor of the medical training section of the state 
health department; on the staff of the Louise Obici 
Memorial Hospital; died July 21, aged 45, of a 
heart attack. 

Ely, Donald, Portsmouth, N. H.; University' of Penn¬ 
sylvania School of Medicine, Philadelphia, 1954; 
certified by' the National Board of Medical Exam¬ 
iners; interned at the Abington (Pa.) Memorial 
Hospital; serv'ed a residency in psychiatry' at the 
Pennsy'lvania Hospital, Department for Mental and 
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Nervous Diseases in Philadelphia; service member 
T? i^'^edical Association; lieutenant in 

me U. S. Naval Reserve stationed at the Retraining 
Command in Portsmouth; died in Exeter (N H ) 
Hospital June 24, aged 28 . ‘ 

James, Hcnrj-, New York Citj- Columbia University 
College of Physicians and Surgeons, New York 
City, 1907; formerly on the faculty of his alma 
mater; fellov' of the American College of Physi¬ 
cians; member of the Medical Society of the State 
of Ncv’ York; veteran of World War I; a founder 
of the Doctors Hospital, where he was a consulting 
physician; consulting physician at the Southampton 
(N. Y.) Hospital and the Roosevelt Hospital; served 
on the staff of the Rellevue Hospital; died July 14, 
aged 76. 

Bccbtold, Edmond ^ Belleville, Ill.; Washington 
University School of Medicine, St. Louis, 1915; 
fellow of the American College of Surgeons; veteran 
of World War I; a member of the Belleville Town¬ 
ship Board of Education; past-president of the 
Belleville Branch, St. Clair County Medical Socie¬ 
ty; held the Silver Beaver Award of the Boy Seouts; 
a director of the First National Bank; on tlie staff of 
St. Elizabeth’s Hospital, where he died July 16, 
aged 65, of coronary thrombosis. 


Eagle, Artlnir Bnice, Martinsburg, W. Va.; Univer¬ 
sity of iMaryland Scljool of Medicine, Baltimore, 
1904; an associate member of the American Medi¬ 
cal Association; past-president and secretary of the 
Eastern Panliandle Medical Society; city and county 
health officer; past-president of the West Virginia 
Horticultural Society; on the staffs of the City and 
Kings Daughters hospitals; since 1946 president of 
the Peoples Trust Company; died July 22, aged 76, 
of coronary disease. 


Hutchinson, Alfred Dunbar, Pennington, N. J.; Uni¬ 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1899; an associate member of the 
American Medical Association; past-pi'esident and 
secretary of the Mercer County Medical Society, 
formerly practiced in Trenton, where he was a 
member of the board of education, an examining 
physician for the Selective Service, and on the staff 
of the Mercer Hospital, where he died July 5, 
aged 83. 


Maroon, Sam Zacharia ® Kingston, N. Y.; University 
of Cincinnati College of Medicine, 1941; specialist 
certified by the American Board of Surgery; fellow 
of the American College of Surgeons; interned at 
the Cincinnati General Hospital; served a resi¬ 
dency at the New York Post-Graduate Medica 
School and Hospital in New York City; veteran of 
World War II; on the staffs of the Benedictine and 
Kingston hospitals; died July 20, aged 43, of coro¬ 
nary thrombosis. 


J.A.M.A., Sept. 2S, 195 ; 

Allen, Robert Wilson, Omaha Neb • r •it 
versity School of Medicine, 1910- seived i.?®* 
of the Lee Connty Healii, 

Dixon, Ill.; veteran of World War II and tliP S 

«dJnlyl6,aged68,„fZ:fM!Str. 

Anderson, Bruce ® Pontiac, Mich.; Detroit Homeo 
pathic College, 1900; fellow of the American Col 
lep of Surgeons; formerly practiced in Detioil 
where he was on the staff of the Grace Hospital’ 
died m the Pontiac General Hospital July 4, a^ed 
83. ’ ° 


Andrews, William Arthur ® Johnson Cit)!, N. Y.; 
Syracuse University College of Medicine, 1911; on 
the staff of the Charles S. Wilson Memorial Hos¬ 
pital, where he died July 11, aged 70, of pulmonat)’ 
tuberculosis. 


Antweil, Abraham ® Fort Worth, Texas; University 
and Bellevue Hospital Medical College, New Yorl 
City, 1918; member of the American Academy of 
General Practice; associated with the John Peter 
Smith and St. Joseph’s hospitals; died in the Harris 
Hospital July 16, aged 62, of feticulo-endothelial 
sarcoma \vith metastases to liver, spleen, and heart. 

Arline, Thomas J. ® Cairo, Ga.; Louisville (Ky.) 
Medical College, 1893; on the staff of the Grady 
County Hospital, where he died July 7, aged 90, 
of uremia. 


Baird, James Webber, Sadieville, Ky.; Cincinnati 
College of Medicine and Surgery, 1889; an associate 
member of the American Medical Association; died 
in Veachland June 25, aged 91, of arteriosclerosis. 


Ball, Thomas Zopher ® Crawfordsville, Ind.; Busli 
Medical College, Chicago, 1895; past-president of 
tine Montgomery County Medical Society'; member 
of the Association of Military Surgeons of the 
United States and the American Public Health As¬ 
sociation; veteran of the Spanish—American IVar 
and World War I; served on the staff of the Culver 
Hospital; died June 19, aged 89. 


Bates, Willard Allen, Madison, Wis.; Keokuk (Iowa) 
Medical College, College of Physicians and Sur¬ 
geons, 1907; veteran of World War I; member 0 
the House of Delegates of the American Medical 
Association from 1933 to 1935; fellow of the ^en 
can College of Surgeons; died July 10, aged 80. 

Beard, James Harvey, Sulphur Springs, 
Memphis (Tenn.) Hospital Medical College, 1 > 


:d July 8, aged 86. 

azley, William Herbert, Baytown, Texas; Unj' 
rsity of Louisville (Ky.) Medical Depptment, 

12; served as state health officer; died 1 
^ _Tnlv 11. aged iii 


myocardial infarction. 
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Blake, James Roscoe, Baltimore; Meharr}' Medical 
College, Nash\'ille, Tenn., 1924; died in the.Johns 
Hopkins Hospital June 27, aged 59, of micrococcal 
septicemia and pneumonia, and diabetes mellitus. 

Boyd, Augusto Samuel * Panama, Republic of 
Panama; Columbia University' College of Physi¬ 
cians and Surgeons, New York City', 1899; fellow 
of tlie American College of Surgeons; member of 
the Medical Association of Isthmian Canal Zone; 
died June 17, aged 77, of a heart attack. 

Breath, Marshall Bmi: ® San Antonio, Te.vas; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1940; speciahst certified by the American Board of 
Internal Medicine; veteran of World War II; on the 
staff of the Baptist Memorial Hospital; died July 15, 
aged 41, of myocardial infarction. 

Bums, Samuel Lee, Stonewall, Okla.; Vanderbilt 
University' School of Medicine, Nashville, Tenn., 
1899; an associate member of the American Medical 
Association; died July 5, aged 81. 

Carter, Roscoe Owen, Shreveport, La.; Medical De¬ 
partment of Tulane University of Louisiana, New 
Orleans, 1909; member of the Louisiana State Medi¬ 
cal Society; served as parish coroner; died July 7, 
aged 71, of cerebral hemorrhage. 

CartmeU, Theodore Mithoff, Los Angeles; Columbia 
University College of Physicians and Surgeons, 
New York City, 1907; an associate member of the 
American Medical Association; veteran of World 
War I; served on the staff of the Hospital of the 
Good Samaritan; died July 3, aged 76, of congestive 
heart failure and arteriosclerosis. 

Cavanaugh, Donald Nicholas ® \Vyoming, Ohio; 
Eclectic Medical College, Cincinnati, 1923; member 
of the American Academy of General Practice; as¬ 
sociated with the Maple Knoll Hospital and the 
Good Samaritan Hospital in Cincinnati, where he 
died July 17, aged 58, of coronary' thrombosis. 

Cohen, Willi, New York City; Julius-Maximilians- 
Universitat Medizinische Falmltat, Wurzburg, Ba¬ 
varia, Germany, 1905; died in the Beekman-Dou'n- 
to^\’n Hospital May 21, aged 77. 

Coleman, Clarence T. ® Frankfort, Ky.; University' 
of Louisville Medical Department, 1^7; four-time 
mayor of Frankfort; in 1953, on his 71st birthday', 
was honored wth a celebration of “Doctor Cole¬ 
mans Day” by the people of Franklin County'; 
associated with the Kings Daughters HospitM, 

where he died July 9, aged 75, of cerebral hemor¬ 
rhage. 

^ne, Andrew E., Portland, Ark.; Louisville (Ky'.) 
Medical College, 1898; died in Dermott June 26, 
aged 81. 


Crossley, Samuel Wallace ® Lake Charles, La.; 
University' of Texas School of Medicine, Galveston, 
1919; member of the Texas Medical Association; 
died July' 5, aged 75. 

Counts, Noah Tilden, Cocoa, Fla.; University' Col¬ 
lege of Medicine, Richmond, Va., 1907; an associate 
member of the American Medical Association; 
served on the staff of the Wuesthoff Memorial Hos¬ 
pital, Rockledge, xvhere he died June 24, aged 81, 
of coronary occlusion. 

Courter, Willard Orville ® Bend, Ore.; State Uni¬ 
versity' of Iowa College of Medicine, Io%va City', 
1938; a member of the district school board of 
Bend; veteran of World War H; past-president of 
the Central Oregon Medical Society; past-president 
of the medical staff of St. Charles Memorial Hos¬ 
pital; died July 14, aged 43. 

Daniel, Joseph S., Corsicana, Texas; University' of 
the South Medical Department, Sewanee, Tenn., 
1895; died June 24, aged 89. 

Davis, Warren Maynard ® Bridgeport, W. Va.; 
Medical College of Virginia, Richmond, 1905; died 
July 26, aged 78. 

de Brun, Harry Carl W. Schultz ® New York City; 
Fordham University School of Medicine, New York 
City, 1915; professor of surgery at the New York 
Polyclinic Medical School and Hospital; fellow of 
tile American College of Surgeons; for many years 
surgeon for the police department; associated xmth 
Lenox Hill and Reconstruction hospitals; died in 
Saranac Lake, N. Y., July 16, aged 67. 

DeFeo, Amadeo Joseph * Everett, Mass.; Middle¬ 
sex University School of Medicine, Waltham, 1937; 
died in York Beach, Maine, July 5, aged 47. 

DeWitt, Charles H. ® Valparaiso, Ind.; Chicago 
College of Medicine and Surgery, 1914; serv'ed as 
city and county health ofiBcer; examiner for the 
Selective Service; associated xvith the Porter Me¬ 
morial Hospital, where he died June 22, aged 83, 
of arteriosclerotic heart disease. 

Dempsey, Robert Bosvne, Vallejo, Calif.; College of 
Physicians and Surgeons of San Francisco, 1903; an 
associate member of the American Medical Associa¬ 
tion; past-president of the Vallejo Chamber of 
Commerce; veteran of World War I; died July 9, 
aged 81. 

Desldns, J. Tilden, Elkhom City, Ky.; Kentucky' 
University Medical Department, Louisville, 1905; 
died in the Methodist Hospital, Pikex'iUe, July 12, 
aged 74. 

Dooley, Frank Maxwvell, Jackson, Miss.; hlemphis 
(Tenn.) Hospital Medical College, 1890; died in 
the Mississippi Baptist Hospital Jrme 29, aged 88. 
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Doolittle, George Miles, Portsmouth, Ohio; Univer¬ 
sity of ]3ufralo School of Medicine, 1929; service 
member of the American Medical Association; for¬ 
merly associated with the Veterans Administration 
Hospital in Fort Lyon, Colo.; on the staff of the 
Portsmouth Receiving Hospital; died July 13, 
aged 61. 


Doyle, Helen MacKnight, San Francisco; Medical 
Department of the University of California, San 
Francisco, 1894; died in St. Francis Hospital July 22, 
aged S3, of arteriosclerotic heart disease. 

Draper, Walter E., Billings, Mont.; Sioux City 
(Iowa) College of Medicine, 1904; veteran of World 
War I; died July 3, aged 76, of congestive heart 
disease. 


Eder, Howard Leslie ^ Santa Barbara, Calif.; Um- 
versit)' of Minnesota Medical School, Minneapolis, 
1922; specialist certified by the American Board of 
Pediatrics; member of the American Academy of 
Pediatrics; at one Kme on the faculty of the Uni¬ 
versity of Minnesota Medical School in Minneap¬ 
olis; on the staffs of the Santa Barbara Cottage, 
Santa Barbara General, and St. Francis hospitals; 
died July 12, aged 60, of bronchial carcinoma. 

Edmundson, Susan Offutt, Cleanvater, Fla.,^ Uni- 
versitv' of Pittsburgh School of Medicine, 1919; for- 
mcrlv practiced in Pittsburgh, where she was asso¬ 
ciated with St. Francis, Magee, and Shadyside 
hospitals; served on the staff of the Mayo Chmc, 
Rochester, Minn.; died July 15, aged 65, of coronary 

sclerosis. 

Faver Henry Merrcll, Tampa, Fla.; Atlanta School 
of Medicine, 1909; served on the f ® 

General Hospital; died July 7, aged 76, of my 
cardial infarction. 

Fischl, Jacques Ruderfer * New York City; New 

York University College “f.'^American 
Cxw 1939- specialist certified by the Ainenc^ 

Bo^ird of Internal Medicine; served on the fa^^ 

it aVr„a.n,.-.ter; chief 

Lkees baseball team; on 

Fleming, Patrick losopli ® Ca™tridg^Mas^.; Tufts 
College tdtte Smbridge Cit]; 

H ted 81, of arteriosclerotic heart 

cllSCtlSG. , TTyvi 

Ficntjc, Robert ® ^PJl'^^g^^^gOe^^'pasLpresident of 

lohns Hospital July 16, aged 7b. 

Ganme, Tlarty W 
cal College, St 

aged 82, of cardiorenal disease. 


Gilbert, Robert Samuel ® New York City; Univer- 
site de Geneve Faculle de Medecine, Switzerland 
1949; died in the Mount Sinai Hospital June 25 
aged 49. 


Grala, WilUam Leon, Hazleton, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1919; an 
associate member of die American Medical Asso¬ 
ciation and the Industrial Medical Association; on 
the staffs of the Hazleton State and St. Josephs 
hospitals; served as director of tlie Peoples San'ngs 
and Trust Company; died July 19, aged 68. 

Guliclc, Arthur Cornelius ® Goodland, Kan.; Jeffer¬ 
son Medical College of Philadelphia, 1900; served 
as county coroner and county health officer; on the 
staff of the Boothroy Memorial Hospital; died July 
4 , aged 87, of acute congestive cardiac failure. 

Hardy, Hugh Winfred, Jasper, Texas; Medical De¬ 
partment of Tulane University of Louisiana, New 
Orleans, 1909; founder of the Hardy-Hancock Hos¬ 
pital; died in the John Sealy Hospital, Galveston, 
July 14, aged 70, of lower nephron nephrosis. 

Harris, Grove Walton ® Marshalltown, Iowa; St. 
Louis University School of Medicine, 1904; died in 
St. Mary’s Hospital, Rochester, Minn., July 17, aged 
74 , of coronary occlusion. 

Harsha, Gene Melford ® Sistersville, W. Va^; Uni 
versity of Maryland School of Medicine and CoHeg. 
of Physicians and Surgeons, Baltimore, 1930; vet 
eran of World War II; died July 22, aged 51 ,0 


prue. 

rartensteta, Albert G., Koekland. OMo; Dniv®!^ 
f Maryland School of Medicme and College of 
■Uldlne and Surgeons. BaWnror^ 1919; 
t. Joseph Hospital, Parkersburg, W. Va., Jun , 
ged 82, of cerebral hemorrhage. 

lorfwptl Tohn Bryant ® Colorado Springs, Colo.; 

Boston, 

he faculty of his alma mater; of 

,f the Colorado State Medical Society, teu 

he American College of Surgeons; 

--- 

Hayes, Maurice 



,, IS—‘W. 

ston, June 19, aged 64. 

.zeltine, Harry Hobajh Everet^^^^ 
osity of Minnesota College ^ 
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Hel«ig, Edward C., Indianapolis; Indiana Uni- 
versih' School of Medicine, Indianapolis, 1908; 
reteran of World War I; for many years associated 
Mth the Veterans Administration; died July 1, aged 
72, of arteriosclerotic heart disease. 

Hewitt, Leland Victor ® Detroit; University of 
Michigan Medical School, Ann Arbor, 1923; on the 
staff of the Grace Hospital; died July 6. aged 58. 
of coronan,' occlusion. 

Hiller, John P., Pollard, Ark.; St. Louis College of 
Physicians and Surgeons, 1903; died in the Piggott 
[Ark.) Hospital July 7, aged 80, of cerebral hemor¬ 
rhage. 

Hoffer, James Jacob, Cliicago; National Medical 
dniversih', Chicago, 1907; also a dentist; died in 
Long Island, N. Y., July 15, aged 79, of a heart 
alock. 

[astram, Alfred Henry, Remsen, Iowa; Sioux City 
[Iowa) College of Medicine, 1897; sen'ed on the 
■aculU’ of his alma mater; for 20 years chairman of 
he board of education; member and past-president 
af the count}' board of education; past-president of 
he staE of Sacred Heart Hospital in Le Mars; local 
surgeon for the Illinois Central Railwa}' for 50 
y’ears; died July 8, aged 85, of arteriosclerotic heart 
hsease. 

[oyce, Edward, Hurley, S. D.; College of Physicians 
ind Surgeons of Chicago, School of Medicine of 
the Universit}' of Illinois, 1909; an associate mem¬ 
ber of the American Medical Association; past- 
president and vice-president of the Yankton District 
Medical Societ}'; serv'ed as a member of tlie cit}’ 
council and as mayor; \'ice-president of the Hurley 
State Bank; died July 4, aged 77, of cerebral hemor- 
diage. 

Kallenberg, Henrj' Frederick, River Forest, Ill.; 
Northwestern Universit)' Medical School, Chicago, 
1900; died at the YMCA Camp near Estes Park, 
Colo., where he was recreation director, July 25, 
aged 91. 

KendaU, Eugene LureU ® Grand Rapids, Mich.; 
Detroit College of Medicine, 1909; died July 9, 
aged 79, of bronchopneumonia and cerebral 
thrombosis. 

Kinnaman, Clarence Horace ® Topeka, Kan.; 
Keokuk (Iowa) Medical College, 1899; ser\'ed as 
state epidemiologist for the Kansas State Board of 
Health; veteran of World War I; at one time health 
officer of Geary Count}'; member of the American 
Public Healtli Association and the Kansas Public 
Health Association; died in tlie ^^ete^ans Admin¬ 
istration Hospital Jidy 9, aged 88, of broncho¬ 
pneumonia. 


Knott, Howard James ® Seattle; Johns Hopkins 
University' School of Medicine, Baltimore, 1911; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; on the staff of the Seattle 
General Hospital; sers'ed as overseer and trustee at 
Whitman College, where in 1954 he was awarded 
the honorary' degree of doctor of science; died 
July 7, aged 78, of coronary' tlirombosis. 

Kimz, Y'ork, Rochester, N. Y.; Friedrich-Wilhelms 
Universitat Medizinische Fakultat, Berlin, Prussia, 
Germany’, 1908; veteran of W^orld W^ar I; for many' 
y’ears on the staff of the Monroe County' Hospital; 
died July 16, aged 74, of cerebral vascular accident. 

Leopold, Francis D. ® Buffalo; University of Buffalo 
School of Medicine, 1914; specialist certified by 
the American Board of Internal Medicine; fellow of 
the American College of Phy'sicians; seix'ed on the 
faculty' of his alma mater; past-president of the 
Buffalo Academy of Medicine; on the staff of the 
Buffalo General Hospital, where he died July' 8, 
aged 69, of hypertension. 

Lewin, Norbert, New York City'; Martin Luther 
Universitat Medizinische Fakultat, HaUe-Witten- 
berg, Prussia, Germany', 1922; died July 4, aged 61. 

Lewis, Claud, St. Cloud, Minn.; Washington Uni¬ 
versity' School of Medicine, St. Louis, 1924, sers'ice 
member of the American Medical Association; 
member of the American Psychiatric Association; 
veteran of World Wars I and II; associated w’ith the 
Veterans Administration Hospital; died Jxme 27, 
aged 59. 

Loomis, Ralph Henry ® Sidney, N. Y.; SyTacuse 
University' College of Medicine, 1909; serr’ed over¬ 
seas during World War I; formerly' member of the 
board of education and county' coroner; received 
Sidney's highest honor in 1946 when he was named 
“Man of the Y'ear”; for many y'ears chief of the staff. 
The Hospital, where he diied July 6, aged 71, of 
coronary' occlusion. 

Mahoney, John Francis ® New Bedford, Mass.; 
Tufts CoUege Medical School, Boston, 1915; died 
in the Veterans Administration Hospital May' 17, 
aged 65, of arteriosclerosis. 

Morse, Samuel, New York City'; University and 
Belle\'ue Hospital Medical College, New York 
City', 1906; specialist certified by the American 
Board of Ophthalmology'; ser\’ed as instructor in 
ophthalmology' at the New York Post-Graduate 
Medical School and Hospital; on the staff of the 
Fordliam Hospital; died July 5, aged 70, of cerebral 
hemorrhage. 

Schneider, Carl Oscar ® Chicago; College of Physi¬ 
cians and Surgeons of Chicago, School of Medicine 
of the University' of Illinois, 1908; died in the Grant 
Hospital July 18, aged 78, of my’ocardial infarction. 
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Elcclrocnccphalographic Findings in Cerebral Ab- 
A/v/f/iuo^ de Neuro-psiquiofrio (June, 
IJotjF. P, Pupo and co-workers called attention to 
the olcclrocnccplialograpbic findings in patients 
With ccrcbial abscess. In a series of 22 patients, 20 
had electroencephalograms prior to operation and 
2 ^ had postoperative electroencephalograms only; 
17 of the 20 also had postoperative bacings. All 
patients were operated on, and all received anti¬ 
biotics. In the group of patients who had a pre- 
operative electroencephalogram, the autliors invari¬ 
ably found diffuse clianges in the tracings. They 
found focal changes consisting mainly of delta 
waves of 0.5 to 3.0 cycles per second noth a potential 
of •100 to 500 mv. in 19, focal depression of the 
basic rhythm in 11, and an epileptogenic focus in 
only 2. Slow delta waves and focal depression of 
the basic rln'thm are diagnostically important, par¬ 
ticularly when studied in relation to tlie clinteal 
findings. 

In tiiosc who had clinical and electroencephalo- 
grapliic e.vaminations 1 to 00 months postoperative- 
ly, the authors found an active con\ailsive focus in 
10 of the 17 patients. This incidence is high, and 
it is in accordance with the high frequency of epi¬ 
lepsy after cerebral abscess. The period between 
the operation and the onset of the focal activity 
varied from 1 to 25 months. Of the 10 patients with 
focal activity and clinical epilepsy, only 2 showed 
focal activity before the liealing of the abscess. The 
authors believe that the healing, which is a gradual 
process, is responsible for the onset of these clinical 
and cloctroencepbalographic manifestations. In the 
same group, only four patients had normal electro¬ 
encephalograms during the follow-up; two bad 
normal electroencephalograms during 5 and 15 
months, respectively, but showed focal activity later. 
Tlnec other patients had signs of nervous tissue 
damage (delta waves) one to three montiis after 
the operation (patients Avith convulsive seizures 
or with signs of a developing abscess). In six pa¬ 
tients tliere were slight changes of the basic rhythm 
due to the healing and with no clinical correlation. 
The authors concluded that the electroencephalo¬ 
gram is an important auxiliary in the diagnosis of 
cerebral abscess and in tlm prognosis of patients 
who are surgically treated, since in the latter it 
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involvement or early formation of an active con 
vulsive focus, permitting tlie institution of tlie mti. 
convulsive tlierapy. 


Acute Leukemia-Seventeen patients (12 children 
and 5 adults) Avith acute leukemia were given 1 
Gm. of prednisone daily by Dr. Michel Abiijamra 
and co-workers (Revista do Hospital c/as Clinm 
de Sdo Paulo, June, 1957). The criteria used for 
evaluation of die results Avere those of the Cancer 
Chemotherapy National Service Center of the 
United States. The mean duration of complete 
remission was 64 days, and tlie maximum Avas 210 
days. Tlie mean survival time was 165 da 3 ’s, and 
the maximum was 450 days. The steroid has spe¬ 
cific action on tlie leukemic cells, stimulating the 
erytiiropoiesis, the granulopoiesis, and the platelet 
production. No toxic effects Avere registered, even 
in tlie electrolyte serum concentration. The authors 
concluded that prednisone is a valuable tlierapeulic 
agent in spite of its temporary action. Tlie large 
doses used by tliem gave longer remissions and sur- 
AUA^al times than did die usual doses of about 2.2 
mg. per kilogram of body Aveight. Prednisone seems 
to be indicated, especiallj'^ in large doses, in the 
seA'ere acute cases in Avliich there is no time to wait 
for tlie gradual response to such agents as mercapto- 
purine and the folic acid antagonists. 

Fulminating Necrotic Colitis—Five cases of ful¬ 
minating necrotic coHtis after antibiotic tlierapy 
Avere reported at a meeting of tlie Medical Society 
of Ribeirao Preto by Estevao Nador and L. H. 
Camera Lopes, AH tlie patients died postoperatively 
of toxemia. Altliough not preidously observed in 
Brazil, many such cases have been reported from 
otlier countries. The condition is 'attributed to the 
development of strains of micrococci, enterocote, 
Pseudomonas aeruginosa, and other bacteria resist¬ 
ant to antibiotics, particularly tliose of AAide range 
of action. The patients complain of profuse ano 
bloody diarrhea, vomiting, and high fever. Dehydra¬ 
tion and toxemia lead to irreversible shock. Autopsf 
reveals necrosis of the colon. The lesions were pseb 
domembranous, pseudopolypous, and fibrinonecw - 
ic Microscopically, tlie main alterations seen ve 
necrosis of die mucosa, lymphocytic f, 
the lamina propria, and thrombosis of the m 

vessels. 
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INDIA 

Infant Feeding.—P. T. Rao (Indian Journal of Child 
Health, July, 1957) analj^ed the nutritional habits 
and status of 2,100 children attending the outpatient 
department of die Government General Hospital in 
Madras. Of these, 1,826 (83.9%) were imder the 
age of 5 years. All had been breast fed up to one 
year of age, 79% had been breast fed up to the age 
of 18 months, and about 59% had been breast fed 
at the age of 2 years. The earhest supplemental 
feeding given to infants of the lower economic 
group is coffee, given even as early as 6 months of 
age. Such nutritive food supplements as milk and 
odier protein foods are given to 41% of children 
under the age of one year and to 30% between 1 to 
5 years of age. Even so cheap a carbohydrate sup¬ 
plement as rice is usually not given until the infant 
is one year old. The incidence of vitamin A defi¬ 
ciency, which was taken as an index of nutritional 
status, was maximal among children receiving only 
breast milk after the age of 12 to 18 months, with 
a steep rise in incidence after 18 months. These 
children who were breast fed for prolonged periods 
were not given adequate vitamins or calories as 
ew'denced by their deficiency of vitamin A. Those 
children who received supplementary milk in addi¬ 
tion to breast feedings were found to be in better 
healtli than those who were given only breast milk 
or had such supplementary foods as coffee and rice. 
More cow’s milk in the diet of these children would 
alleviate many of the problems of child health. 

Water Tolerance Test.—A. Ahmed (]. Indian M.A. 
29:3 [Aug.] 1957) noted that retention of salt and 
water is a complication of many types of chronic 
ihness and leads to edema in chronic anemia and 
hjpoproteinemia. In health, sudden ingestion of a 
large amount of water leads to an immediate re¬ 
sponse from the kidney with ehmination of the ex¬ 
cess water and some salt within a few hours. In 
chronic illness, this response is altered. The author 
studied the abih’ty of kidneys to eliminate water 
and chlorides when the water content of the body is 
increased by the ingestion one liter of water. 
Healthy subjects eliminated an average of 90S cc. 
and the diseased subjects an average of 766 cc. of 
urine within three hours. The pattern of diuresis 
was almost the same in health and chronic dis¬ 
ease, the peak diuresis occurring at 90 minutes in 
botli groups, though the average maximal flow of 
urine per minute was only 6 cc. in the diseased 
group. 

In most patients, tolerance to a test dose of water 
was not abnormal. With this test dose of water, 
the average healthy subject eliminated, within three 
'ours, an average of 1.7 Gm. of chlorides as sodium 


chloride, and ill subjects eliminated 1.75 Gm. An 
intake of water up to 5 or 6 liters in 24 hours re¬ 
sults in the elimination of more chlorides, ndth ad¬ 
ditional elimination of water leading to a state of 
dehydration. No correlation was noted between 
the hemoglobin or the total plasma protein concen¬ 
tration of blood and the maximal flow of urine per 
minute or total output of urine in three hours after 
ingestion of the test dose. Aminophylline was ef¬ 
fective in increasing the urinarj' excretion of water 
and chlorides. The administration of aminophylline 
and ammonium chloride helps in sustaining the di¬ 
uretic effect of mersalyl sodium for several days 
and also potentiates its diuretic activih'. 


NORWAY 

The Prosodic Grunt.—G. H. Alonrad-lCrohn (Journal 
of Mental Science, vol. 103, no. 431, April, 1957) 
considers prosody the third fundamental element of 
speech, the first and second being vocabulary and 
grammar. As an example of the authors use of the 
term, he cites the case of a young woman whose 
traumatie lesion of the left cerebral hemisphere left 
her with a pecularly changed language, the salient 
feature of which was such a complete change of her 
“melody of speech” that she was taken for a foreign¬ 
er. The prosodic grunts which she had lost are an 
important part of everybody’s speech pattern. When 
we listen to a person, we betray our interest, assent, 
or dissent by interjections or short words such as 
oh, quite, and perhaps, or probably more often by 
inarticulate sounds, the tone of which e.xpresses 
our sentiments. You are a good or a bad h'stener 
according to whether your mastery of prosodic 
grunts is good or bad. A patient with paralysis 
agitans often loses these prosodic grunts com¬ 
pletely. The son of such a patient may conclude 
that “father is not so bright as he was, he no longer 
takes the same keen interest as before, nor does he 
seem to grasp the points.” Rereft of prosodic grunts, 
father is put down as being “cold and unfeeling.” 
He begins to get isolated, he feels resentful about 
the altered mental atmosphere, becomes depressed 
and even hostile to his surroundings, and a vicious 
circle is set up, all for want of a quality in speech 
which we do not appreciate till we have lost it. 

Thoracoplasty.—Dr. Alexander Tuxen has incorpo¬ 
rated his long e.xperience of pulmonary tuberculosis 
in a monograph entitled “A Study of the Course of 
Pulmonarj' Tuberculosis After Treatment with 
Thoracoplasty” (Oslo University Press). A series 
of 977 patients formed the basis for this study. The 
minimum obseix'ation period was flve years. This 
study does not lend itself to any facile summing up 
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of the aiillior’s conclusions, but as a work of refer¬ 
ence it should be of special value to the jphysician 
who wants to know what can be achieved by thora¬ 
coplasty and what are the ehief conditions likely to 
dctenninc the outcome of this operation in any 
given case. 


SWITZERLAND 

Afibrinogenemia.—Until recently the danger of trans¬ 
mission of hepatitis by fibrinogen was an unsolved 
problem. Since tlie efficiency of ultraviolet irradia¬ 
tion is doubtful, it seems desirable to keep tire 
plasma pools from which fibrinogen is to be pre¬ 
pared as small as possible. In Berne, tlie plasma 
from only two donations is united in ordinary blood 
bottles. Precipitation of fibrinogen with alcohol, 
centrifugation, resolution of tlie precipitate, and 
Ivophilization arc subsequently carried out under 
sterile conditions in the same bottle {Vox Sangmnts 
2:100, 1957). The tedious and )deld-lowering filtra- 
tions arc omitted. Fibrinogen from Rvo blood dona¬ 
tions contains on the average 1 Gm. of clottable 
fibrinogen. This preparation is distributed by tlie 
Red Cross Blood Transfusion Service to matemit}^ 
wards for emergency treatment of acute afibnno- 
gcncmia. Fibrinogen has also proved its liemostahc 
activity in cases of tlirombopenic bleeding. 


UNITED KINGDOM 

New Hypoglycemic Drugs.-At the meeting of the 
British Diabetic Association at Oxford a senes o 

papers was read on the use f 
Hu* treatment of diabetes melhtus. Dr. R. F. Mahler 
reported that more sustained plasma concentrations 
wLc obtained with carbutaniide than wiUi tolbiita- 
lide The latter produced higher plasma levels four 
l,:!?; Irter administration, but rapid 

sanncntly resulted in failure to 

apeulic concentrations for 24 hours, u i j , 

ot Edinburgh. “"rf’Lbutaroide 

lliat. allbough should be given 

could maintain contr , „.,tients two doses of 

t; ired .See or even four doses. I" >lr. Barrd s ex- 
pe'rience. plasma " 

100 ml. were the m * abandoned carbuta- 

Most workers appear to > / on account of 

,„ide in tavor of Sustained eontrol 


diabetes, usually over 45 years of age, and not likelv 
to become ketotic. Some patients appear to become 
refractory to the drug. There appears to be no wav 
of determining which of die apparently suitable 
patients will respond, apart from clinical trial. In 2 
of 155 patients treated with tolbutamide, thrombo¬ 
cytopenia and leukopenia developed but not to a 
serious degree. About 25% of die patients taking 40 
units or less of insulin a day could be well con¬ 
trolled if tolbutamide were substituted for insulin. 

In his series of 72 patients, Dr. J. D. N. Nabarro 
found a long-term satisfactory response in 31 (43%), 
In an outpatient trial, involving 142 patients. Dr. 
M. Dulake reported satisfactory control in 36%. Dr, 
Arnold Bloom reported that after a six weeks’ course 
of 2 Gm. of tolbutamide daily, 22 of 32 patients 
who had responded remained controlled adequately 
on wdthdrawal of the drug. Dr. Ian Wang of Glas¬ 
gow reported tiiat of 100 patients given a 14-day 
course of 1 Gm. of tolbutamide daily, 57 responded 
satisfactorily. Of these, 22 remained controlled with 
out furtiier tiierapy. Of those who relapsed afte 
varying periods, 22 responded to a further course o 

the drug. 


ifluenza A Virus.-During the winter of 1955-19o 
1 England and Wales, 101 strains of 
irus were isolated by laboratories of the Pub 
lealth Laboratory Service, according to L. A. tia 
Month. Bull. Min. Health 16:138, 1957 ). Hema; 

lutination-inhibition tests with each strain ju 
erre. serums, showed that 97 sbams resemU d te 

Icandinavian 1953 group. 19-,6 

9'55 croup and two resembled th i j 

™up Sre bhe 1955 and Dutch 1956 sbaias« 

':v“rcandfuavtau strains showed 
1 whLa Jdrey resembled each odier as a group, 

reacted with strain-specific serums. 

Medical Aspects of the 

is pubhshed m If , . - ^ho were members 

1957). It is by three physici ^^inutes 

of the first field ambulan ^ 

after the assault began on . 6. 

ties were dealt ^rtlr ,'p in a battere 

hour, headquarters i ^gDars and 

hotel, while sniP-gj^l J - treated 70 
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return flight. All operations at tliis stage took place 
on the carriers. No British wounded were held for 
longer than 30 minutes. Later in the day, tlie ball¬ 
room of tlie hotel was cleared of its wTeckage and 
used as a ward; tlie kitchen became a mortuarj' and 
a bar tlie operating room. By tliis time the company 
had been joined by a field surgical team. By noon 
on Nov. 7, they had 50 seriously wounded Egyp¬ 
tians. The casualties were both military' and cmban, 
but at times it was difiBcult to distinguish them. 
Some were naked, and these were knonm to be 
militar)', as many had discarded their uniforms in 
the belief tliat this would prevent reprisals. Some 
ciiilians, when searched, were fonnd to be armed. 
A 12-year-old boy was armed iidtli a Czechoslovak¬ 
ian automatic carbine. Those who could speak 
English protested tlieir love for the British, but these 
usually were foimd to be the most heainly armed. 

Senior and specialized medical oflScers idsited 
the Eg^'ptian hospital, and the hospital was sup¬ 
plied iwth such drugs, dressings, and blood as could 
be spared. A chdhan Egj'ptian surgeon, with whom 
the unit had the most cordial professional relations, 
stayed in the hospital for some time and went 
round the improwsed ward. The major lesson of the 
campaign was that the helicopter as a means of 
evacuation (from battlefield to hospital bed in 30 
minutes) is a great lifesawng factor for battle cas¬ 
ualties, reducing shock to the minimum and pro- 
siding the security for which the wounded crave. 
Without this method of evacuation, many of these 
severely wounded men would not have reached 
the operating table alive. 

Shellfish Regulations.—Most of the 7,000 tons of 
cockles eaten annually are cooked by the producers 
before distribution. In spite of the fact that, under 
tlie shellfish regulations of 1934, the heat treatment 
specified is sterilization by steam imder undefined 
pressure, many of the cockles on the market are 
still heated in open cauldrons for about four min¬ 
utes. Cockles cooked thus and salted for distribu¬ 
tion are preferred by some to steamed cockles, which 
are said to lose their flavor. Fmther, the cost of 
installing an apparatus for steaming, at the moment, 
would be prohibitive and would put many fisher¬ 
men out of business. H. P. Sherwood (Month. Bull. 
Min. Health 16:80, 1957) therefore determined the 
conditions under which immersion in hot water 
could be relied on to sterilize shellfish in respect to 
bacteria of the coli-aerogenes group. His e.xperi- 
ments on heating shellfish in a relatively large vol¬ 
ume of water, to prevent cooling of the water on 
immersion, showed that sterilization of large eockles 
and mussels resulted from immersion for two and 
^'’0 and one-half minutes, respectively, at 100 C. 
For each reduction of water temperafrue by 10 C 


down to 70 C, e.vtension of the immersion period 
by about half a minute was necessar}\ It is there¬ 
fore suggested that to make polluted coekles and 
mussels safe for hinnan consumption by heating in 
bulk, they should be kept fully immersed in boiling 
water for one and two minutes, respectively, after 
resumption of boiling. 

Nial Rejmolds (Month. Bull. Min. Health 16:86, 
1957) reported that, at 100 C, one to one and one- 
half minutes’ cooking is necessarj^ before the 
flesh of perivunkles can readily be removed, though 
cooking for one-half minute is sufficient to destroy 
any cohform bacteria present. At 70 C, cooking for 
one minute was necessary to destroy such bacteria. 
Cooking which was sufficient to render the flesh 
extractable was sufficient to disinfect the peri¬ 
winkles. In other words, if a peri%vinkle has been 
cooked sufficiently to be eaten by the traditional 
pin method, any enteric bacteria derived from pol¬ 
lution of the periwinkle beds will have been de¬ 
stroyed. 

Penicillin Resistance in Cattle.—In a t%vo-year period 
(1954-1956), the incidence in Dorset of penicillin- 
resistant Micrococcus pyogenes var. aureus in herd 
milk samples increased from 9 to 37%, according 
to G. H. Tee (Month. Bull. Min. Health 16:141, 
1957). Evidence is adduced that the use of peni- 
cfUin in treating bovine mastitis—usually of micro- 
coccic origin—is widespread, and it is suggested 
that this may be responsible for the emergence of 
the penicillin-resistant strains. 

Inhibitor of Gastric Secretion.—Douth\vaite and co¬ 
workers (Brit. M. }. 2:275, 1957) investigated the 
eflFect of a new parasympatholytic compound, (1- 
methyl-2-pyrrolidyl) methyl benzilate methyl meth- 
osulfate, or IS 499, on gastric secretion. Doses of 
1 to 20 mg. given at 11 p.m. or 5 a.m. reduced the 
secretion of gastric acid in response to a test meal 
in the early morning. A dose of 5 mg. given three 
hours before the test reduced the gastric secretion 
of acid by 40 to 60%. Larger doses inhibited gastric 
secretion for nine hours. There were no trouble¬ 
some side-effects with doses up to 10 mg. Clinical 
trials are being nndertaken to see if IS 499 is suit¬ 
able for the control of acid secretion in patients 
wth duodenal nicer. 

Epidemic of Encephalomyelitis.—Between April, 
1955, and Januarj^ 1956, a total of 60 patients with 
poliomyelitis w'ere treated in the infectious diseases 
unit of the Royal Free Hospital, London. In the 
same period, 15 patients were observed in whom 
the diagnosis was aeute eneephalomyelitis, details 
of whieh are given by A. Melvin Ramsay (Pub. 
Health 71:98, 1957). Motor -weakness, rigidity, ex- 
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aggeratcd reflexes without museular wasting, sen- 
sory disturbanees, and normal spinal fluid findings 
suggested a disease other than poliomyelitis. This 
was confirmed by negative serologic tests for all 
three types of poliomyelitis virus. Electromyography 
revealed absence of the denervation characteristic 
of poliomyelitis and the presence of long polyphasic 
units with reduced interference pattern character¬ 
istic of a myelopathic lesion. The occurrence of 
reticuloendothelial hyperplasia in some patterns 
suggested tliat there may be a viremic phase, after • 
which the disease may abort. Five patients \vith 
behavior changes were examined by electroen- . 
cephalography. Abnormalities were detected in all , 
five, but these were nonspecific and might well have i 
been constitutional and not due to infection. The v 
pattern of the disease was similar to that observed 
in outbreaks which have occurred in Iceland, the ; 
United States, Australia, and South Africa. This is ; 
believed to be a new disease. 5 

Embassy’s Doctors.-An advertisement in tiie medi¬ 
cal press for a medical mfficer for the British Em¬ 
bassy in Moscow specified that he be under 40 and, 
if married, preferably bave not more than one child. ^ 
A correspondent in The Lancet, protesting against j 
such a condition, wrote: “This encouragement of ? 
only children, with all its disadvantages both to 
child and parents, is unworthy of the employer and 
is, in addition, a very poor exemplification of the 
British way of life in an important setting-Mos- ^ 

cow.” 


Fibrocystic Disease of the Pancreas-Fibrocystic 
disease of the pancreas is being recognized with in¬ 
creasing frequency. EsUmation of the concentration 
of swea® electrolytes is considered ' 

of the many laboratory tests used, but 
associated with causing infants wrapped in plastic 
bags to sweat has prompted the devising o a ern. 
tivt methods, MacFarlane and 

M ] 2-274 1957) use a medium pre^red by ad 

L 4 2 Gm. of silver nitrate and 2.4 Gm. of potas¬ 
sium chromate to 500 ml. of normal 
When this is applied to the finger p , nrmtp 
the sweat decolorizes the orange silver 

suspended in the agar An j^g'ec of 

tent of the sweat “^feX^trente 

mcthoil, and all gave “ ^ „ simple 

X«:tL"eening cases ^ 
fibrocystic disease. 

_ll is well knowTi that ,i j ijicks specificity 

:;:d 
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Nixon {Lancet 2:368, 1957) describe a new and 
highly specific method. In the presence of glucose 
oxidase, which is highly specific for glucose, the 
latter is oxidized to gluconic acid and hydrogen 
peroxide. This, in the presence of peroxidase, can 
oxidize a suitable oxygen acceptor to give a colored 
oxidation product, the intensity of color being pro¬ 
portional to the amount of glucose present. Glucose 
oxidase is obtainable from Penicillium notatum and 
peroxidase from horseradish. The oxygen acceptor 
used is o-dianisidine, dissolved in 95% alcohol, A 
mixture of tliese substances adjusted to a pH of 7 
gives an orange-brown color in the presence of glu¬ 
cose. The blood glucose level is estimated by adding 
to the blood an anticoagulant (heparin, or a mixture 
of sodium fluoride and potassium oxalate), depro- 
teinizing with alcohol or zinc hydroxide, and in¬ 
cubating the filtrate at 35 to 37 C for one hour with 
tlie mixture of glucose oxidase, peroxidase, and o- 
dianisidine. The color that develops is compared in 
an absorptiometer or spectrophotometer witli the 
colors produced by standard glucose solutions. The 
glucose level may be estimated in plasma directl), 
if allowance is made for its color in a blank, but, 
for the estimation of glucose in urine, the latter 
must first be decolorized with charcoal. 


uy’s Hospital.-The Ministry of Health has ap- 
roved the rebuilding of Guys Hospital, one of tlie 
gtter knoxvn London teaching hospitals, founded in 
721 by Thomas Guy, a London bookseller and 
hilanthropist. The hospital suffered ef f sivebomh 
amage during the war, A start will be “ 
epteLer on the erecUon of a new surgical UoA 
osting $5,600,000 on the site of a wing demohsl 
“bomtog. It will have nearly 400 surgical lA 
0 operating theaters, and f,. ' 

heranv departments. The major part o 
rill be borne by the Ministry of Health, 

Ws Hospital Itself will contribute a subs- I 
urn from its oivn funds, 

dates bach to *e migin«^^ 

^Sr—ltpart of die oid hospital J 
be preserved. 

U. S. Servicemen to Be has 

Influenza.-The Asian . g Force camps 

reached some of the United States , 

in Great Britain. Jl-am at 
Burtonwood, and West y 
80,000 members of United vaccine imported 

Britain will begin in c o ® , extensive fiej' 

from the United Sta^ ^ ^ade at the 
trials of the Asian Hospital. Lon- 

Wright-Fleming Institute, St. Mar> 
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don, liave been planned, no preparations for large- 
scale vaccination of tlie British population have 
been made. Sporadic outbreaks are occurring in 
schools and aimed forces barracks. It is reported 
that tlie infection is spreading rapidly in Lagos, 
Nigeria, where the number of cases has reached 
3,.500. Tlie mortality there is low. Four physicians 
and oO hospital personnel of the General Hospital 
suffered from Asian influenza, which is seriously 
affecting man)' commercial organizations. The epi¬ 
demic started in Kano, Nortliem Nigeria, where 
more tlian 3,000 cases were reported. 

Contaminated Beaches.—It unll be two or three 
I’ears before a final report is available on whether 
sewage-polluted sea water is harmful to bathers. 
An investigation started two years ago unit take 
time to complete, according to Dr. G. S. Wilson, 
director of the Public Health Laboratory Service. 
The sendee began the inquir)' on its own initiative 
to determine whetlier any serious effects are appar¬ 
ent in human beings as a result of dischruge of un¬ 
treated sewage into the sea. Sometimes bathing 
beaches were condemned unnecessarily, and some¬ 
times beaches which should have been marked as 
contaminated were open to the public. A prodigious 
degree of contamination due to sewage e.\ists around 
Great Britain’s coasts. Along the south coast an 
estimated 40 gallons of sewage-contaminated water 
are poured into the sea per person per day. This is 
supplemented by discharge from ships. The con¬ 
tamination of other seaside areas is of about the 
same order. 

Renewed attention is being given to the problem 
this year because of the increased incidence of un- 
e.xplained poliomyelitis. The Minister of Health has 
said there is no evidence of transmission of polio¬ 
myelitis or any other disease through sewage-in¬ 
fected sea water. Though agreeing, many experts 
regard this as a negative approach, stating that there 
is also no ewdence that poliomyelitis and other dis¬ 
eases are not so transmitted. Mr. A. Sciver, presi¬ 
dent of the Institution of Public Engineers, said that 
the danger had increased markedly in recent years. 
Holidays with pay have resulted in many more fam¬ 
ilies xisiting the coast each summer. Samples of 
water taken at intervals along the south coast 
showed that for several miles out to sea the water 
was not fit for bathing “by fresh water standards.” 
It might be that sporadic cases of pohomyelitis oc¬ 
curring inland are due to infection of people who 
bathed at seaside resorts in contaminated water. 
From an aircraft, Mr. Sciver was able to study a 10- 
mile belt of opalescent polluted water stretching 
from the south coast. This area moved back and 
forth with the tide, only the periphery gradually 
diffusing into the greater volume of sea xvater. Gulls 
which scavenged on the discharged effluent had an 


unfortunate habit of then spending the night on 
local reserv'oirs. \\Tiere sewage percolated over a 
beach, rock pools where children played were con¬ 
taminated. 

Every estuar)' in the countr)' is more or less con¬ 
taminated. London pours 3.50 milhon gallons of 
crude sewage into the tidal Thames every day. Be¬ 
cause of the “piston” effect of tlie tides it might 
take eight days to clear one discharge to sea. Shell¬ 
fish are contaminated and may cause outbreaks of 
dysenterj' or tj'phoid if eaten raw or after inade¬ 
quate cooking. Whatever the results of investigation 
into the health hazards, reports from udde areas of 
the coast leav'e no doubt that beaches are too often 
unpleasantly encrusted. Many inhabitants unU not 
bathe or permit their children to bathe in these 
areas, but wsitors frequently are ignorant of the 
pro.ximity of sewage outfalls. At Gosport, a notice 
warning tourists not to bathe was removed because 
it curtailed tourist trade. Few local authorities re¬ 
gard it obligatory to give warnings of contamination 
of their beaches. At Bournemouth, where a pubh’c 
health serwee laboratory is conducting an inquir)', 
the resort’s stretches of golden sand, though pleas¬ 
ing from a distance, are often distasteful at close 
range. 

An annotation in the British Medical lournal of 
Aug. 17 states that a patient with poliomyelitis may 
excrete in 1 Gm. of feces enough xirus to infect one 
million monkeys. Half the patients are still e.\‘creting 
virus after 3 weeks, and some continue to e.xcrete 
it up to 12 weeks. Since many rivers, streams, and 
ditches in Great Britain, as in other countries, are 
polluted by human excreta, parents should keep 
their children away from such area w'hen cases of 
poliomyelitis are occurring in them. If sewage con¬ 
taining poh’omyeh'tis xdrus is pumped into the sea 
and it comes into contact with bathers, there would 
seem to be some risk of the disease being trans¬ 
mitted. Since no outbreak of poliomyelitis has been 
traced to this particular source, the risk of infection 
is probably slight, but w'hile coastal resorts continue 
to grow and more and more people take seaside 
holidays, England is fast becoming a jewel set in 
a sea not of silver but of sewage. 

Poliomyelitis Risk to Family Physicians.—Whether 
general practidoners and their families in areas 
where poliomyelitis is rife should be vaccinated is 
to be considered by the Joint Committee on Polio¬ 
myelitis Vaccine. There is evidence that family 
physicians run special risks. Doll and Hill, of the 
Medical Research Cormcil, reported earlier this year 
that between 1951 and 1956 there were eight deaths 
from poliomyelitis among 34,494 physicians in Great 
Britain. According to the rate in the general pop¬ 
ulation, not more than one such death would have 
been e.xpected. 
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PHENYLKETONURIA 

To ihc Edifor:-~Recently there has been some nnsolic- 
Red publicit)' in die lay literahire about a project 
n^hich the College of Medical Evangelists is under¬ 
taking. The project is concerned with tl\e possibility 
of detecting cases of plionjOketonuria in early inhtncy 
by means of a simple diaper test. Detection of these 
cases has become of importance due to the recent 
studies which show that mental deficiency may be 
prex'ented if treatment is instituted early. Tl-^e Los 
Angeles City, the Los Angeles Connt\', and the San 
Bemadino County health departments are cooperating 
with us by allowing the testing to be done on the man>' 
thousands of infants in their well-baby clinics (a total 
of well over 600 "half-day” clinics per month). It is 
estimated that in the neighborhood of 125,000 tests will 
be performed on 35,000 to 45,000 infants per year. This 
Icltcr is to acquaint other doctors witli the test that is 
being done. 

Phenylketonuria has been described as medicines 
first foothold in the solution of the many unkaioum 
causes of mental deficiency. Before 1934 these patients 
were part of a large group of mental defectives due 
to unknoum causes. In 1934, Foiling demonstrated the 
abnormal excretion of phenylpymvic acid in the urine. 
Tlve condition pro\'ecl to be a hereditary error of me¬ 
tabolism u'hicb is transmitted by a recessive gene- 
Tim babies arc bom normal and dmn progressively 
degenerate betu'een about 4 months and 24 months 
of age to levels of severe to moderate WGntol defi¬ 
ciency. Frequently they have fairer skins and lighter 
hair than their parents and normal siblings. The error 
in phenylalanine metabolism has been e.xtensi\'ely 
studied. Tiie amino acid, phenylalanine, is present in 
every diet and is normally metabolized to tyrosine. In 
persons with phenylketonuria this pathway is blocked 
and phenylalanine accumulates in the blood and spills 
over in liie urine as pbenylpyrnvic acid. The e.vcess 
phenyValaninc in the blood coincides witli progiessiie 
mental deterioration. 

Recent studies have showm that a phenylalanine- 
restricted diet if started early enough in infancy can 
prevent mental deficiency. Observations also suggest 
that the special diet may not be necessary be^mnd 
•2 or 3 years of age. Studies on institutionalized 
uu-ut.d deft'clives (where phenylketonuria constitutes 


approximately 1% of cases) indicate that 
of tins condition is about I in 25,000 in the gmed 
population. However, no survey of die general popu- 
lation has been reported yet. Detection eSorts feia 
have been confined largely to children already shov 
ing evidence of retardation and to siblings of person,- 
knowm to have phenylketonuria. 

The test is a sirmph adaptation of the standard urine 
test for phenylketonuria. We believe, and hope to ii 
null be proved, that this simple and extremely mev 
pensive test should he a routine well-baby examinatioii 
in the early months of life. The test consists of pkisg 
a drop of 10% solution of ferric chloride on a freshly 
wet diaper. A positive reaction is tlie almost immediale 
appearance of a dark blue-green color. {Bile is ife 
only other substance we know of in urine tliat gives a 
green color with ferric chloride. Diacetic acid nil! give 
red-brown and aspirin blue-purple.) 

The test is positive in affected infants from about 4 
weeks of age on. It has been found tliat tliese children 
occasionally do not excrete phenylpyTuric acid and 
therefore the test should be repeated at each well-baby 
visit. Positive reactions can be verified by mixing equal 
amounts of urine and 2,4'dinitrophenylhydrazffie ffl 
1 N solution of hydrochloric acid. A yellow turbidily 
should occur within several minutes. 

We have tried this diaper test in a number of hnowa 
cases of phenylketonuria and find that it is reasonabl; 
dependable. We have now two young infants under 
onr care who at tlie time of initial diagnosis, at 6 and 
T weeks of age respectively, had positive diaper tesri 
(confirmed by other tests including blood pheirylili- 
nine levels). This has encouraged us, because prior to 
tliis we had no proof tliat the diaper test would uoA 
on such young infants. The spots were of a medium 

intensity' grey-green color. 

One last point, although we feel that tlie screemug 
program as we have outlined it is perhaps new, we ® 
not claim originality for tiie idea of using a drop e- 
ferric chloride on a wet diaper. Several writers ha'J 
suggested that such might be tried if urine samp.'-' 
were not available. 

Wnjum> R. Cexterwall, 
College of Medical Evangeiisis 
School of Medicine 
Los Angeles 33. 
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Malpractice: Degree of Proof Required.—This was 
an action by a surviving husband to recover dam- 
aoes for the wrongful death of his wife, which re¬ 
sulted from die alleged negligence and malpractice 
of the defendant physician and the defendant hos¬ 
pital. From a judgment sustaining the defendants’ 
separate demurrers to die plaintiffs evidence, the 
plaintifi appealed to the Supreme Court of Kansas. 

The court’s summary of the evidence indicated 
that several months after the plaintiffs wife became 
pregnant, she went to the defendant physician for 
treatment. She was die mother of three children and 
die defendant had been her doctor for each of her 
former pregnancies. During her last pregnancy, in 
connection with which her death resulted, there 
were no symptoms of an)ihing unusual, and all 
signs pointed toward a normal childbirth with nor¬ 
mal results. Early in the morning of Feb. 6, 1954, 
the plaintiffs udfe had a discharge indicating the 
imminence of commencement of labor and notified 
the defendant by telephone. He directed her to go 
to the defendant hospital at once, which she did. 
He arrived at the hospital a few minutes after she 
did and his examination showed that she was not 
yet in labor but that early labor was anticipated. 
This was about 5:43 a.m. There was nothing to 
indicate an)lhing wrong ivith her condition or that 
delivery would be anything other than normal. Later 
that morning the defendant directed some medica¬ 
tion and that afternoon he made another personal 
examination. There being no signs of definite labor, 
he directed further medication. Shortly afterwards 
a few contractions commenced and at 3:30 p.m. the 
membranes ruptured normally. Thereafter the con¬ 
tractions increased to proper stage and medications 
were discontinued. At 10:45 that night the defendant 
again made a personal examination and directed 
medication. At 2 a.m. the next morning, obstetric 
nurses, who, in the meantime, had been caring for 
the plaintiffs wnfe in the regular course of their pro¬ 
fessional duties, advised the defendant that her 
progress was nearly complete. He arrived at the 
hospital a few minutes later, after which the fetus 
was delivered. Blood plasma and oxygen were ad¬ 
ministered but the patient died about an hour and 
a half later. An autopsy was performed by a recog¬ 
nized and e.xperienced pathologist and this examina¬ 
tion disclosed that the patient’s death occurred as a 
result of hemorrhage due to a rupture of the uterus 
after de]i\-ery. The evidence further disclosed that 
the upper part of the uterus, instead of thinning out 
as the fetus developed, as is ordinarily the case, was 
more than twoce tire usual thickness, while the lower 
and smaller part of the uterus, where the rupture 


occurred, had developed extremely thin, and that 
such condition was latent and a ver\^ unusual ty'pe 
of abnormality, and that ordinarily there would be 
no warning of such condition prior to dehverj'. 

With respect to the part played by the hospital 
and attending nurses, the esddence disclosed that 
there was nothing unusual or out of the ordinary' in 
connection wtli the patient’s pregnancy' leading up 
to her actual delivery', and that during the period she 
was in the hospital she was imder the routine and 
regular care of nurses of many' y'cars’ e.xperience, and 
that they ministered to her in the usual and ordi¬ 
nary manner in the light of her knosTO condition. 
During this period she was given the usual and 
customary rectal examinations, and nurses assisted 
the doctor in the actual delivery, as was customary'. 
Medical testimony was to the effect that at her state 
of pregnancy a vaginal examination would be im¬ 
proper and that only rectal examinations would be, 
and were, given. 

The plaintiff testified he was in the delivery' room 
a part of the time and that he observed what the 
nurses were doing with respect to making exam¬ 
inations, and he ex'pressed the opinion that his xvife 
was given a vaginal examination. He also testified 
concerning pressure apphed by the nurses to his 
wife’s abdomen. Finally there was testimony from 
several members of patient’s family concerning a 
conversation had with the defendant the day fol¬ 
lowing her death in which he was alleged to have 
said that perhaps her life could have been saved 
if a cesarean operation had been performed. 

The Supreme Court said that the relationship be¬ 
tween a physician and his patient, implied in law, 
is that he possesses that reasonable degree of learn¬ 
ing and skill ordinarily possessed by members of his 
profession and of his school of medicine in the com¬ 
munity where he practices or similar communities, 
having due regard for the advance in medical or 
surgical science at the time, and that he will use 
such learning and skill in his treatment of the pa¬ 
tient xvith ordinary care and diligence. This rule is 
elementary and is founded on considerations of 
public policy, its pmpose being to protect the health 
and lives of the public. A physician is not a guaran¬ 
tor of good results, and civil liability does not arise 
merely from bad results, nor if bad results are due 
to some cause other than his treatment. In case of 
doubt as to which of hvo or more courses is to be 
pursued, a physician is bound to use his best judg¬ 
ment. On questions of a medical or scientific natiue 
as to what is the proper treatment to be followed 
in a particular case, only those who are qualified as 
ex-perts are permitted to testify', the reasons being 
that lay' xvitnesses, courts, and jurors are not per¬ 
mitted to say what is the proper treatment for a 
disease or how a specific surgical operation should 
be performed. This rule, said the court, is not to be 
considered as a judicial determination that the mem- 
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bcrs of the medical profession have a monopoly on 
common sense and is limited only to those matters 
clcaily within the domain of medical science. If in 
a given case, the bad results are so pronounced as 
to be apparent to anyone, and if what was done or 
not done in t)ie treatment of a patient is so obvious 
and within the common everyday knowledge of per¬ 
sons generally, such facts may be testiRed to by 
persons other than physicians. 

The Supreme Court said that the evidence con¬ 
sisted almost entirely of testimony of the patliologist 
who conducted the postmortem examination and of 
the attending nurses. All the questions and matters 
in issue were clearly within the realm of medical 
science, and, it may be said, there is not one iota 
of medical evidence to indicate that the defendant 
physician was guilty of negligence or malpractice in 
diagnosing or rendering medical care to the de¬ 
ceased, In fact, all tlie medical evidence affirma¬ 
tively established that the defendant physician did 
conform to proper practices and usages in the light 
of all attendant circumstances. A point is made, said 
the Supreme Court, of the alleged statement by the 
defendant physician to the effect that perhaps the 
life of the plaintiff s wife might have been saved had 
a cesarean operation been performed. Assuming that 
such a remark was made, it constitutes no evidence 
that, under the circumstances and conditions e,xist- 
ing prior to her death, and of which the doctor and 
nurses in the exercise of skill and diligence were well 
aware, it was negligence and malpractice not to per¬ 
form a cesarean operation. Insofar as the defendant 
physician is concerned, concluded the court, matters 
concerning his professional acts in this case were mat¬ 
ters solely within the realm of medical science and 
no evidence was introduced, expert or otherwise, to 
make out a prima facie case of negligence and mal¬ 
practice on his part. Negligence is never presumed— 
it must be established, and until established by com¬ 
petent evidence, a jury has no function to perform. 
The plaintiff’s evidence not only did not establish 
negligence it in fact refuted it. 

So far as the liability of the defendant hospital is 
concerned, the Supreme Court said that the general 
rule is that a private hospital must exercise toward a 
patient such reasonable care as his known condition 
may require, the degree of care being in proportion 
to his known physical and mental ailments. Up until 
the actual time of delivery, said the court, there was 
absolutely nothing about the patient’s condition to 
indicate there was anything unusual or abnormal 
ahoul her case, or that it differed from any of the 
diousaiicls of obstetric cases bandied by the quali¬ 
fied and experienced nurses in attendance. In other 
words, so far as the patient’s condition was known 
Ui du- hospital and nurses, it was just another ob- 
sleuic ease, and there was no evidence to indicate 
or eslahVish that she was not ministered to and 
cared for in the customary routine manner 
\,n'>v.n condition required and demanded. Medica 
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evidence was to the effect there was nothing abnnr 
mal about a transverse delivery and that vm ire' 

. Se hS deCr “ 

' . u' ® negligence against 

. a hospital IS never presumed, it must be established 
Since the plaintiff s evidence did not establish net 
; Jigence against either the physician or the hospital 
s the trial court was correct in granting the defend' 

ants demurrer and that action was affirmed Go/ieen 

^ V. Graber, 309 P(2) 634 (Kansas, 1957). 

Revocation of License for Violation of Income Tax 
Laws.-Tliis was a petition for a writ of mandamus 
to compel the review of an order of the Board of 
: Medical Examiners, suspending the petitioner’s li- 
; cense. From a judgment for the board the petitioner 
appealed to the district court of appeal, second 
; district, division 1, California. 
i An accusation was filed with the board charging 
: that the petitioner had been guilty of unprofessional 
conduct contrary to the Business and Professions 
Code, in that he was convicted of two felonies and 
criminal offenses involving moral turpitude. He had 
been convicted, following his plea of nolo conten¬ 
dere, of having wilfully and knowingly attempted 
to defeat and evade a large part of his federal in- 
- come tax for 1947 and 1948. The board found that 
he had been convicted of the felonies in question 
and suspended his license for one year. 

’■ Section 2383 of the Business and Professions 
Code, as amended in 1951, provides: “The convic¬ 
tion of a felony, or of any offense involving moral 
turpitude, constitutes unprofessional conduct xvithin 
the meaning of this chapter. The record ol the 
conviction is conclusive evidence of such unprofes¬ 
sional conduct. A plea or verdict of guilty or a con¬ 
viction following a plea of nolo contendere made to 
a charge of a felony or of any offense involving 
moral turpitude is deemed to be a conviction within 
the meaning of this section....” The petitioner con¬ 
tended that a conviction of a felony, not involving 
moral turpitude, based on a plea of nolo contendere, 
is not a ground for disciplinary action against a 
physician. The court said that it is abundantly clear 
that the legislature intended that the conviction oi 
a felony in and of itself, without any qualifications, 
constitutes unprofessional conduct. It is also clear 
that an “offense involving moral turpitude does 
not necessarily have to be a felony. The record o 
conviction is conclusive evidence of the questione 
conduct and by the very terms of the section a p 
of nolo contendere made to a charge of , 

of any offense involving moral turpitude is deem 
to be a conviction within the meaning o e 
tion. Other contentions of the petitioner were ' 
overruled and the board’s ruling J.. 

petitioner’s license for one year was accord^) 
affirmed. Furnish u. Board of Medical Exam 
sS P. (2d) 924 (Calif., 1957). 
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INTERNAL MEDICINE 

The SjTidrome of Relief of Angina Pectoris Following 
Mjocardial Infarction. J. D. Matis and H. A. Solomon. 
Dis. Chest 31:622-&33 (June) 1957 [Chicago]. 

Relief from severe and often intractable angina 
pectoris occurred after acute myocardial infarction in 
7 men between the ages of 43 and 54 years. In tlie 
Srst 2 patients the angina pectoris became more in¬ 
tense after tlie first attack of myocardial infarction 
but was relieved after the second attack. In tlie 3rd 
patient the myocardial infarction afforded relief from 
angina pectoris which had been present for 4 \’ears. 
There also was eridence of increased coronary re- 
sen’e in that the patient was able to increase his ac- 
tirities greatly. Death, however, resulted from a new 
coronary thrombosis 2 years later despite the patient’s 
apparent well-being. The 4tli patient was able to re¬ 
turn to his occupation as a salesman and did no longer 
have any chest pain with effort, 2 months after acute 
mjocardial infarction. Because of increased endeavor 
his earning capacih' 3 years after the infarction was 
greater than tliat of any previous year. The 5th pa¬ 
tient obtained relief of chest pain after mj'ocardial 
infarction. He remained completely active and unth- 
out simptoms for 3 years, when death occurred sud¬ 
denly while he was walking. The last 2 patients 
attended to their business srithout sjTnptoms 3 and 6 
months, respectively, after the myocardial infarction. 

MTiile these patients showed varpng clinical mani¬ 
festations and varying localization of the cardiac 
lesions, there was the common experience of relief 
from chest pain after acute coronar)' arterj' occlusion. 
Whether this relationship indicates a better life span 
remains to be studied. The likely e.xplanation for the 
relief is that compensator}' collateral circulation had 
de\ eloped during the period when angina pectoris 
was present. In addition to the concept of increased 
collateral circulation after narrow’ing of the coronar}' 
arteries, it has been theorized that transformation of 
an ischemic myocardial area into scar tissue might 
prevent the origin of painful stimuli. The latter con- 
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cept seems less likely, beeause functional capacity 
after myocardial infarction was relati\'ely good in die 
described patients. 

Treatment of Cardiac Edema Resistant to Mercurial 
Diuretics. K. MeUemgaard. Ugesk. lasger 119:641-647 
(May 2-3) 1957 (In Danish) [Copenhagen]. 

In 6 of 12 patients with grave cardiac decompensa¬ 
tion, electrolyte displacements afforded a probable 
explanation of the lack of response to mercurial diu¬ 
retics. In the other 6 patients the electrolytes in the 
plasma were normal, but most often ndth serum 
chloride values in the lowest part of the normal range 
and total carbon dio.xide values in the upper part. In 
all cases sensitivit}' to mercurial diuretics was restored 
by oral treatment noth acetazolamide, with simul¬ 
taneous development of a hj'perchloremic acidosis or 
electroljffe displacement in this direction. After the 
decompensation disappeared, continued ambulant 
treatment was established in aU the patients by alter¬ 
nating administration of thiomerin and acetazolamide 
or ammonium chloride. In all, continued compensa¬ 
tion was attained in from 1 to 16 months. Three pa¬ 
tients died \vithout recurrence of the decompensation, 
3 had recurrence in spite of the treatment, and 1 of 
these died from heart failure. In 1 case treatment had 
to be discontinued because of increasing uremia. Five 
patients continued well compensated during the treat¬ 
ment. WTien ammonium chloride was substituted for 
acetazolamide in 11 patients the effect was unchanged 
in 9, but there were considerable side-effects in 4 of 
these; in 2 patients treatment w'as stopped at once be¬ 
cause of nausea and vomiting. No side-effects of acet¬ 
azolamide were seen. 

Two-Year Ex-perience xvith Radioactive Iodine Treat¬ 
ment of Thyrotoxicosis. A. A. Atabek. KHnicheskaya 
med. 35:97-105 (April) 1957 (In Russian) [Moscow]. 

The authors treated 600 severe cases of thyrotoxi¬ 
cosis with radioactive iodine (U'^'). Three hundred 
sixt}’ patients were followed up for 6 months to 2 
years after the termination of the treatment. There 
M’ere 318 women (88.67o) and 41 men (11.4%). The 
patients selected for this treatment were those vrith 
severe t>'pes of thjTOtoxicosis, those who \vere treated 
persistently wath iodine preparations and with methyl- 
uracil without improvement. Twenh'-sLx of these pa¬ 
tients had recurrences after a thj'roidectomy. After 
the follow'-up of 6 months to 2 years, there was a 
complete disappearance of sjTnptoms in 327 (90%). 
Sixteen patients (4.o%) developed a hypothjTOid 
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slate; 12 patients (3.3%) presented only mild symptoms 
of th)TOtoxicosis, Tlie cure was accomplished in 184 
patients by a single dose of I in 109 patients after 
2 doses, in 25 after 3 closes, in 8 after 4 doses, and in 
1 patient after 5 doses. In 12 patients there was failure 
to accomplish a complete disappearance of symptoms 
of the disease despite repeated administiation of the 
I The majority of the patients showed improve¬ 
ment in the swnptoms in 3 weeks after.the treatment 
was begun. Occasionally the improvement did not 
manifest itself before 4 or 5 weeks had passed. 

Treatment with Iis indicated in severe forms of 
tluTOto.vicosis when operation is contraindicated be¬ 
cause of a decompensated heart, liver involvement, 
th\Totoxic psychoses, postoperative recurrences, and 
advanced age of the patient. Treatment with 
leads in 90% of the patients to diminution or to com- 
nlete disappearance of the goiter and of the exoph- 
halmos and to increase in weight, disappearance of 
.acln'cardia, and return to normal formula of the 
peripheral blood. 

Test For Interatrial Communication. G. de J. Lee ancl 
T. M. D. Gimlctte. Brit. M. J. 1:1279-1281 (June 1) 

1957 [London]. 

The present paper describes a test which depends 
upon being able to alter the pressure within each 
atrium scparatelv. It enables the clinician to arrive 
at a finn diagnosis for the otherwise symptomless 
patient with arrial septal defect. At rest, the net ngh 
Stial pressure was found to be 24 mm. Hg below 
Ibc net pulmonary capillary pressure in normal mdi- 

vkluais. Since tlic pulmonary , 

left atrial pressure in man are almost ^ 

differential pressure relationship is thus established 
between the left and right atriums These pressure 
differentials exist in small atrial defects bu 
hiiicr atrial defects where pressure tends to become 

“ty mTcuvor%rifconsists of blowing a morcury 
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exercise. Fourteen additional patients with eudeace 
of left-tOrTight shunts gave positive Valsalva tests 
The test was negative in only 2 cases of atrial septai 
defect. These 2 patients had large atrial septal defects 
and congestive cardiac failure at die time of the test. 

In very large atrial septal defects and in heart failure, 
there is no fall in brachial artery pressure but ralkr 
a square wave type response to increased intrathoracic 
pressure. The test has been negative only in the small 
number of patients studied with left-to-right shunts 
from causes other than interatrial communication. 

A Curious Disease: Carcinoid of the Small IntestiuD 
with Hepatic Metastases and Cardiovascular Compli¬ 
cations. R. Picai’d and J. P. Kerneis. Semaine hop. 
Paris 33:2117-2123 (May 30) 1957 (In French) [Paris], 

Intestinal carcinoids may appear in any part of the 
gastrointestinal system, even the stomach and the 
duodenum, but their favorite sites are the appends, 
65% of tlie cases, and the ileum, about 25%, tlie next 
most frequent site, the rectum, being affected in only 
about 107o. The character of the tumors varies greatly 
witli their location: those found at the level of the 
appendix are usually benign and practically free from 
metastases, those in the rectum are accompanied by 
metastases in about 13% of the cases, but tliose in the 
ileal portion of the small intestine are potentially 
malignant if judged by tire frequency which 
they metastasize (30 to 50%). “Malignancy, however, 
is almost a relative term as applied to carcinoids, since 
in some patients incomplete Jt,, 

metastases were left have been_ followed 1 ‘ 
survivals, while in other exceptional cases carcinoi^ 
may develop rapidly after the manner of caremom - 
TZ Uimors of the intestine. Neidier the histologi 
nor the cytological appearance of caixinoids prow 
any clue to their benignity or malignity- 
Interest in the study of 
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ed on its appearance. These vasomotor attacks, 
ch occur at the rate of from 4 to 25 a day, from 
) 4 times a week, are accompanied by tachycardia 
often by diarrhea and dyspnea. The cardiac sjm- 
me is no less e.vtraordinarj', consisting of endo- 
litis of tlie right side of the heart with narrowing 
he pulmonary' artery and, often, tricuspid insufiS- 
icv. Tliese cardiac manifestations, which almost 
ays -occur in patients with long-standing latent 
atic metastases, are apparently due to tlie enor- 
islv increased amounts of serotonin found in these 
eats. Tlie antagonists of serotonin are, therefore, 
ig intensively investigated in the attempts now 
ig made to find a remedy for this extraordinary 
htion. 

)ersplenism in Geriatrics. S. O. Schwartz and W. H. 
tz. J. Am. Geriatrics 5:398-403 (April) 1957 [BSlti- 
e]. 

A’persplenism is a vague and poorly understood 
1 which implies abnormal splenic acti\'it}' with a 
ilting diminution of some or all of the cellular 
(lents of the blood. The mechanism is unkno^m, 
none of the theories advanced to e.xplain the con- 
m has received universal acceptance. The con- 
t of splenic inhibition of tlie release of cells from 
marrow has been adopted by the authors because 
fords a simple approach to the problem. The 
none theory’, which is predicated on the regula- 
by the spleen of the red blood cell, white blood 
(granulocy’te), and platelet levels, explains die 
ich'on in cellular elements in the blood of patients 
1 enlarged spleens on the basis of overproduction 
be splenic “hormone.” This e.xtensive regulation 
ixcessive splenic “hormone” would also account for 
accumulation in the marrow of the normal pre- 
iors of tlrose elements lacking in the blood. The 
cal conclusion, that splenectomy will correct the 
latologic conditions in hy'persplenism, is borne out 
ically. More detailed characteristics of the hy'per- 
mism sy'ndrome include anemia, granlocy'topenia, 
thrombocy'topenia either singly or combined. The 
'iistence of all 3 is termed pancytopenia. The de- 

- of reduction of the cellular elements in the blood 
'ot a function of tlie size of the spleen, and the 
?rity of reduction is usually out of proportion to 

- which might he e.xpected from the underh’ing 
■ase alone. Anemia is usually normochromic or 
mocytic, mild to moderate degrees prevailing. The 
‘ercellular marrow may' further be involved by' 
auloma, lipoid reticulosis, or lymphoma and leu- 

^P^6en may' vary' in size from a just- 
aa le 250 Gm. to huge enlargement. Splenomegaly' 
^ e due to reticuloendodielial hy'perplasia, con- 
on (plenic vein hy'pertension or splenic vein ob- 
■c on), local disease (sarcoid, lymphoma, and 
g 'lns disease), infection (bacterial endocarditis, 
c ous mononucleosis, rheumatoid artliritis, tuber- 
and malaria) or generalized disease (Gaucher’s 


disease, lupus ery'thematosus disseminatus, leukemia, 
hemolytic anemia, Hodgkin’s disease, and my'eloid 
metaplasia). Hy'persplenic manifestations may’ be re¬ 
lieved by' treatment of the underlying disease, and the 
ultimate prognosis is dependent on such treatment as 
splenectomy. Although the immediate prognosis is 
good, it does not affect the underly'ing disease. 

Hyperostosis GeneraUsata of Camurati-Engelmann 
Type. J. Roth. Harefuah 52:22.3-229 (May' 1) (In He¬ 
brew with English Summary') [Tel-Ax'iv, Israel]. 

An 18-y'ear-old boy', an immigrant from Iraq, was 
found to have the rare generalized hyperostosis of 
the Camurati-Engelmann type. Tlois disease involves 
the entire skeleton and muscles. The main symptoms 
are headache, pain in the extremities, and general 
weakness. The main patliological picture is hyper¬ 
ostosis and osteosclerosis. These cause symmetrical 
changes in the whole bony' skeleton, especially' of the 
skull and the extremities. The obx’ious thickening of 
the bones together with the endostosis brings about 
crowding out of tlie bone marrow. These changes 
effect only the diaphy’ses and not the epiphy'ses and 
the metaphy’ses of the bones. In the boy' presented, 
the progress of die disease in the bony skeleton was 
followed with x-ray examinations over a period of 2 
y'ears. The phy’sical examination revealed hepato- 
splenomegaly. Tliere were no pathological blood 
changes. Examination of his family established that 
the disease is congenital and familial (3 generations 
of the family affected) and of a dominant inheritance. 
This disease as well as hyperostosis generalisata dif¬ 
fusa mth pachydermia are congenital diseases, and 
both originate from disturbances in the development 
of the mesenchyma. Another theory' is that sclerotic 
changes in the vessels of the bones and muscles are 
the cause of tlie disease. 

Acute Porphyria. J. W. Fischer. Illinois M. J. 111:313- 
315 (June) 1957 [Chicago]. 

The author discusses the various types of porphy'- 
rins and of porphy'ria and shows that acute porphy’ria 
is in reality' a chronic condition characterized by' ex¬ 
acerbations and remissions over a period of time 
ranging from a few months to many years. The dis¬ 
ease occurs in families, affects tirice as many' females 
as males, and is most common between the age of 20 
to 40 years. The attack may manifest itself by ab¬ 
dominal or neurological sy'mptoms. Between attacks 
the patient may be sy'mptomless or suffer from ill- 
defined complaints such as vague abdominal pain, 
bizarre pain in the extremities, insomnia, depression, 
and weakness. The paro.xy’sms of abdominal pains are 
in the nature of colic. This is frequently' accompanied 
by' nausea and vomiting and slight fever. Jaundice 
may' occur. In women, attacks may be associated iritli 
menstruation. The pain is diERcult to control and often 
worse at night. Spasms and rebound tenderness are 
not common. The leukocy'te count may' be normal or 
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elevated. It is obvious that the condition may mimic 
appendicitis, biliary or renal colic, intestinal obstruc¬ 
tion, or pancreatitis. It is, therefore, not surprising 
that these patients are often operated upon, and a 
bait c-scarred” abdomen attests to the obstinacy of 
tins disease. 

Mental symptoms may develop at any time in the 
course of illness. These are frequently simple emo¬ 
tional states, irritability and fatigue. Confusional, hal¬ 
lucinatory, or psychotic behavior may occur. The 
cardiovascular system is frequently involved, giving 
lise to hypertension, tachycardia, and electi'ocardio- 
giaphic abnormalities. The clisgnosis of porjrhyria 
should be borne in mind in any obscure nervous dis¬ 
turbance or ill-defined acute abdominal condition, 
particularly when they occur concurrently. Examina¬ 
tion of recently passed urine is of major importance; 
this can be screened for porphobilinogen by the 
simple test devised by Watson and Schwartz. Patients 
with jiorphyria, lihe diabetics, should have on their 
person a written statement concerning their diagnosis 
so as not to lead the unwary surgeon to perform use¬ 
less operations. Toxic agents, especially barbiturates 
and alcohol, should be avoided by these patients. 


Tlic Eifccls of Cortisone and Hj'drocortisone on Wa¬ 
ter Diuresis and Renal Function in Man. L. G, Raisz, 
W. F. .McNeely, L. Saxon and J. D. Rosenbaum. 
J. Clin. Invest. .30:767-779 (June, pt. 1) 1957 [New 
York], 

I’lie deficient diuretic response to water character¬ 
istic of patients with adrenal insufficiency can be 
rapid)}' corrected by the administration of cortisone. 
A number of observations, chiefly in e.vperimental 
animals, .suggested that administration of various 
adrenocortical preparations in large “pharmacological” 
doses also influences water diuresis in the normal 
organism. The present report describes the effects of 
large do.ses of cortisone and hydrocortisone on water 
diuresis, renal solute excretion, glomerular filtration 
rate, and effective renal plasma flow in adult male 
patients free from cardiovascular, renal, and endo¬ 
crine disease. Three sets of studies concerning water 
diuresis were carried out. 

Tiie rate of urine flow observed during a maintained 
water load was regularly greatly increased during 
steroid administration irrespective of changes in the 
dietary intake and renal excretion of sodium salts. 
Serial'studies in subjects on a salt-poor diet demon¬ 
strated an increase in maximal urine flow and m tree- 
water clearance. The increased excretion of water was 
usually but not invariably accompanied by a smMt 
increase in sodium excretion, a gain in body weight, 
and sometimes by an increase in total solute excretion. 
The small rise in glomerular filbation rate noted dur¬ 
ing steroid administration did not parallel the increase 
in maximal urine flow. A single intravenous infusion 
of liydrocovtisone regularly produced an ^"crease m 
gloiuerular filtration rate, but without a consisten 
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mcrease in Je diuretic response to water loj,;- 
The observations indicate that continued dm- - 
ton of steroid in large doses inCSst?' 
tubular reabsorption of water. It is sugeesW f 
more free water is made available for everehlV 
cause of (1) a redistribution of solute reabsorptt 
tween proximal and distal systems or (2) an iltpnK 
in the permeability of the renal tubular eiith - 
to water. 

Contribution to the Knowledge of Acute Staph 
lococcic Enteritis Caused by Treatment uid, £ 
biotics. M. Bassi and L. Gangitano. Sett, med 411 
505 (Oct. 15) 1956 (In Italian) [Florence, Italy], 

The cases of 3 patients with micrococcic (staph 
lococcic) enteritis caused by treatment with antibi* 
are reported. The first patient, an 18-year-old femib 
received treatment with antibiotics after being r 
crated on for gangrenous and perforated appendids 
The second patient, a 16-year-old male, receia 
treatment with antibiotics after being operated onf 
acute appendicitis. The third patient, a 17-year-o! 
male, received treatment with antibiotics because! 


violent abdominal contusion incurred in a fall from 
motorcycle. All patients had diarrhea. Pain in tl 
epigastrium or shock were not present before fi 
onset of diarrhea. The patients presented a cbolu 
like syndrome with circulatory collapse, fast ar 
severe dehydration, and positive finding of Midi 
coccus pyogenes var. aureus. The symptoms occurri 
after the administration of 1 million Oxford iinils i 
penicillin, 8 Cm, of streptomycin, 2.4 Gm. of Terrain; 
cin, and 3 Gm. of Chloromycetin given by parenter 
route in the first patient; the administration of i 
Gm. of Terramycin, 500,000 units of penicillin, ar 
22 Gm. of sulfaguanidine in the second patient; ar 
after the administration of 2.4 Gm. of terramycin i 
the third patient. The first two patients died and if 
third survived. The first patient lived 4 days after ll 
appearance of the symiptoms, the second patient 
days. The condition of the third patient returned I 
normal 6 days after the appearance of the sj'inpto® 
The authors think that the syndrome was fatal m t. 
first two patients because these patients at me to 
they contracted enterocolities already had a seie 
toxic infection and anaerobic germs. The general eft 
dition of the third patient was good at the time 
contracted enterocolitis. 

SURGERY 

Mild Rheumatic Carditis 

P. A. Kupriyanov, S. A. Gadzhiev ^nd T. • ,, 

Khirurgiya 33:26-32 (No. 5) (May) 1957 (In Buss 

[Moscow]. J 

The authors report on 126 ''I;" ^5 

jected to a mitral commissurotomy. 
as was suspected in 38 patonts, 'vMe » 
presented no clinical manifestaHons of card® « 
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1 operation. The histological study of an excised 
?tion of tire left auricle was carried out on all of 
r operative patients. Signs of active rheumatic 

• cess were demonstrated in 53 patients; 37 of tliese 
' I Aschoff nodes, while in 16 there were present 

irect manifestations of the rheumatic carditis, such 
' nonspecific infiltration of the interstitial tissue. 

' icerbation of the rheumatic carditis in tire post- 
:rative period was noted in 18 patients (14.3%); in 9 
these the process was mild and had no effect upon 
general condition of tlie patient; in 9 patients a 
■'igressive course of rheumatic carditis was noted. 

; e authors conclude that a mild rheumatic carditis 
ich does not weld to medical therapy does not 
. istitute a contraindication to mitral commissurot- 
_'y. Adequate enlargement of the atrioventricular 
7Bce improves circulation and leads to healing of tire 
, mmatic carditis. Surgical treatment of mitral steno- 
in the presence of a mild carditis must be com- 
led with active antirheumatic medical treatment, 
'acerbation of the rheumatic carditis in the post- 
'erative period is more severe in the younger pa- 
'nts. As a rule, proper therapy, which consists of 
"libition of salicylates, corticotropin, antibiotics, and 
;orbic acid, in the presence of adequate \wdening 
'the ostium venosum, leads to healing. The active 
"Dcess subsides in the course of several weeks. Ab- 
'rce of clinical manifestations of rheumatic carditis 
Tore the operation, as well as of histological data, 
-es not guarantee against exacerbation of rheumatic 
"rditis after the operation. 

:oplastic Disease of the Spinal Extradimal Space: A 
'iview of 50 Cases. J. Mullan and J. P. Evans. 
-M. A. Arch. Surg. 74:900-907 (June) 1957 [Chicago]. 

Fift)' patients with spinal extradural tumor were 
-'ated by laminectomy and postoperative radiother- 
,iy. Fourteen of the 50 patients had local tumors 
ising primarily in the spinal extradural space, in the 
rae, or spreading into the e.xtradural space through 
‘e inter\'ertebral foramens from the chest. Of the re¬ 
aming 36 patients, 15 had reticular tumors and 21 
id metastatic tumors. Six patients had a second 
aeration, gmng a total of 56 procedures. The results 
ere considered as good or e.xcellent in 16 patients 
.-;»), moderate in 13 (26%), and fair in 7 (14%); 14 
itients (287c) were therapeutic failures. Causes of 
u me were degree of malignancy, degree of damage 

• he ^inal cord before the operation, and errors of 
irgical judgment and of technique. Best results were 

tained in patients with the simpler radiosensitive 
most favorable were those in patients 
A . ^ '■ehcular tumors, and least favorable were 
jose in patients with metastatic neoplasms. 

n\estigation, preferably by myelography, of each 
ase 0 ^spected spinal extradural tumor is urged. 

"’horn the histological appearance of the 
onknowm may be given radiotherapy under 
2 neurological obseix’ation where myelographic 


block is incomplete. If the pathology^ is knowm and the 
tumor is radiosensitive, ra^otherapy^ shordd be given, 
provided that pressure on the cord is minimal. Urgent 
decompression and postoperative irradiation are indi¬ 
cated in all patients in whom compression is present 
and the tumor is insensitiv'e to x-rays, or when the 
diagnosis is unknown, or even in those with radio- 
sensitiv’e tumors associated with marked neurological 
signs. The need for operation is urgent in the pres¬ 
ence of spinal cord inv'olvement. and time must not 
be vv’asted in prolonged investigation of a suspected 
primary lesion. It is difficult to say' in the presence of 
complete paraplegia vv'hen it is too late to offer help, 
as good results were obtained in 1 patient after 2 
months of paraplegia. None of the 6 patients w'ho 
underwent a second operation obtained satisfactory- 
results. 

Use of Hypothermia in Intracranial Tumours. J. M. 
Inglis. Brit. M. J. 1:1335-13.37 Qune 1) 1957 [London]. 

Hypothermia has been found to be of undisputed 
v'alue in cardiac surgery' w'hen temporary' occlusion of 
one or more of the great v'essels is required, in cere¬ 
bral surgery vv'hen the main arteries supply'ing v'ital 
structures are occluded, and vv-hen a period of pro¬ 
longed induced hy'potension is desirable. Reduced 
body temperature subserv'es a protective function of 
V'ital organs by means of metabolic depression vv'ith 
reduced v'ulnerability' to anoxia. Operativ'e interv’en- 
tion in the brain stem is characterized by' high post¬ 
operative mortality’, and, although the reason for 
death is generally not clear, the hy'pothermia is of 
value in protecting the cells of tlie brain stem and 
diencephalon during operative procedures. Such a 
point is in need of statistical evidence w'hich is not 
possible until larger numbers of cases are av'ailable. 
Tw'o patients with craniophary'ngioma, both of w'hom 
had displacement of the third ventricle, had the tumor 
completely remov’ed surgically' under hy'pothermia 
with the Birmingham hy'pothermia unit; they' had an 
e.xcellent postoperative course. 

Conservative Surgery in Essential Facial Neuralgia. 
J. Guillaume and G. Mazars. Presse med. 65:925-926 
(May' 18) 1957 (In French) [Paris]. 

Decompression of the trigeminal nerv'e by tlie ex¬ 
tradural route was used by the authors vv'ith excellent 
results in 40 patients vv'ith essential facial neuralgia 
treated in 1954 and 1955. The operation can be per¬ 
formed with safety' even in the oldest patients; it does 
not interfere vv'ith normal buccal and facial sensitivity-; 
and it does not lead to ocular complications or mas¬ 
ticatory- difificulties. Relief from facial pain was ob¬ 
tained immediately in all but 4 of the patients, in 
whom slight rubbing of the trigger zone still elicited a 
few not very' painful twinges for from 1 to 5 day's after 
the operation. Transient recurrences of mild pain 
were noted by-, 3 patients 6,. 12, and 14 months after 
operation, but only 1 patient had a genuine, lasting 
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relapse. Parestliesias, which appeared in 5 patients 
were variously described as “stiffness of the chin” 
swelling of the lip, or “pinprieks on the cheek,” but 
they were infrequent and much less disturbing than 
tliose observed after operations in which the nerve 
IS severed. 

The only objection that can be advanced against a 
decompression operation seems to be the possibility 
that the neuralgia may return at a later date. This 
objection cannot be definitively answered at present, 
because the number of patients who have had the 
conseivative operation is not yet large enough, nor is 
the follow-up long enough, to provide the information 
needed for such an answer. It may be pointed out, 
howe\'er, that, if pain should recur after decompres¬ 
sion of the nerve, neurotomy can still be performed. 
Neurotomy also retains its usefulness in certain 
aU'pical forms of neuralgia and in cases in which de¬ 
compression cannot be satisfactorily accomplished, as 
for instance in patients in whom tlie Gasserian gan¬ 
glion has been infiltrated with alcohol. The advantages 
of the decompression procedure for patients with 
essential facial neuralgia, however, are such that it 
should always be proposed first. 

Surgical Management of Aortie Stenosis: An Evalua¬ 
tion of Techniques and Results. C. P. Bailey and W. 
Likoff. A. M. A. Arch. Int. Med. 99:859-886 (June) 
1957 [Chicago]. 

There exist 3 distinctive individual methods for the 
surgical modification of aortic stenosis or closely allied 
disturbances at the outflow tract of the left ventricle. 
Transventricular and transaortic commissurotomy are 
closed-heart techniques, while the third and more 
recent procedure is the open-heart method, which 
involves the many principles and problems peculiar 
to open heart surgery as well as those related to 
mechanical valvular mobilization. Two hundred 
eighty-one patients with major aortic stenosis treated 
surgically by closed heart techniques were divided 
into 2 categories. Group 1 included those patients 
subjected to aortic commissurotomy for aortic stenosis 
alone, or in combination with odier adynamic phys¬ 
iologically “insignificant” lesions, i. e., minor degrees 
of aortic regurgitation. Group 2 consisted of patients 
who required simultaneous aortic and mitral com¬ 
missurotomies for coexisting stenosis of both valves 
either alone or in combination with other minor valve 
lesions. Group 1 patients had dyspnea (86.5%), fatigue 
(78.7%), pain of coronary artery insufficiency (48.2%), 
vertigo and syncope (30%), peripheral edema and 
other manifestations either alone or in combination 
(30%), and acute paroxysmal dyspnea (21.3%). The 
average duration of each major symptom in group 1 
patients was less than one year, in contrast to the 
4-vear duration of major complaint in the group Z 
patients. In the latter group, vertigo and syncope oc¬ 
curred less commonly and paroxysmal dyspnea more 
frequently, dyspnea and fatigue persisting as e 
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most common complaint. Normal sinus 
present in all but one of the pattern™,.fe 
cated aortic stenosis, atrial fibrillaHnn 
f .7% of the patients’ with 
Increased x-ray size of the heart (2-f) and a decrlt^! 
second aortic sound were found in most mtl 'k 
both groups. Clinical manifestations in paHenh# 
combined aortic and mitral stenosis resemble tliosoct 
the latter disease much more than the former. Gion 
1 is further differentiated from group 2 in that k'* 
ventricular hypertrophy (60.6%) and complete kS 
bundle-branch block are associated with thefonn- 
group, while left bundle-branch block did not oau 
in the latter group. Surgery for aortic stenosis is no' 
indicated when the aortic valve pressure gradient i; 
less than 40 mm, Hg, save for some few patients witi 
combined aortic and mitral stenosis. 

The operative mortality rate for all patients b 
group 1 treated by a transventricular commissurotoir, 
was 26.9% and by transaortic commissurotomy 16-1'< 
No deaths resulted where mitral and aortic steno® 
coexisted as so-called “pure” lesions. In group 2 tl- 
mortality rate of all patients operated on da tk 
transventricular method was 17.6% and of those op 
crated on via the transaortic route 8.3%. Age was at 
important factor in the mortality rate in group 1, uhili 
increased heart size exerted a detrimental infiueno 
on both groups. The most dramatic postoperative itn 
provement was observed in the symptom triad c 
angina, vertigo, and syncope, while the symptoms c 
fatigue, exertional dyspnea, and edema either disap 
peared or lessened considerably. Only 1 of the 11 
patients subjected to open-heart commissurotom; 
died (ventricular fibrillation during surgery). Postop 
eratively, open-heart operations have had good rf 
suits clinically, and in no patient has there been an; 
suggestion of creation of valvular incompetency. Th 
percentage of patients improved and the degree Oi 
subjective benefit obtained are not extended appro 
ciably by the transaortic method in contradistinctio: 
to the transventricular technique. The open technique 
with use of a heart-lung bypass and retrograde per 
fusion of the coronary sinus, is advocated in all opera¬ 
tive cases of congenital aortic stenosis and in ino| 
cases of extensive calcification of the aorta, as ’> 
technique routinely allows maximal relief of impo 
ance without decreased valvular competence. 

Electrical Ventricular Defibrillation: ^he RehtioD 
ships Between Epicardial Bums and Late o a . 
A. B. Kortz and H. Swan. A. M. A. Arch. Surg. 74: 
917 (June) 1957 [Chicago]. 

Thirty dogs subjected to hypothermia,^ bila|c 
transsternal thoracotomy, and right ventneu • 
were divided into 4 experimental groups accoro = 
the agent or agents which they Jfceive 1 
vanwLlar Ebrillatton i e 
alone, Ambonestyl (S-Uiethyl-aminoet y ^ 

mide) alone, Ambonestyl combined with betia" 
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'] a control group the members of which did not 
'.give any pharmacological protection. Evaluation 
the mortality vdthin tire respective groups sug- 
;ted a dirision of the whole series into 2 broad 
•eoories according to whetlier fibrillation had or 
i not occurred at some time during the operative 
rcedure. Of die 16 dogs that had fibrillation, de- 
cillation was achieved successfully in 15, but 11 of 
‘■se died during the 7-day survival period. This 
Presented a successful defibrillation of 94% but a 
e mortality of 74%. Of the 14 animals in which 
;re was no fibrillation, all were liidng and well 7 
ys postoperatively. The high “late mortality” in 
gs in which “successful” defibrillation was accom- 
jhed was considered to result from the method of 
fibrillation rather than from the arrh)'thmia itself, 
sidual epicardial bums over the lower left ventricle 
d cardiac ape.v were present frequently after elec- 
cal defibrillation. The late postoperative mortality 
ts reduced from 747o to 10% in an additional experi- 
antal group of 10 dogs in which electrical defibrilla- 
m was successfully carried out wth defibrillator 
tetrodes the bare faces of which were covered with 
line solution-soaked gauze sponge, cotton, or felt. 
iVlthough ventricular fibrillation may be relatively 
nocuous when properly treated, the authors do not 
bsciibe to the elective production of this arrhythmia 
iring open cardiotomy. They believe that a regular 
lus rhythm vith or wthout periods of elective car- 
ac asystole is desirable during intracardiac and 
:tracardiac procedures. If ventricular fibrillation 
ould supervene, electrical defibrillation is readily 
ecuted. However, the production of myocardial and 
licardial bums during this experience may preclude 
lequate cardiac function in the postdefibriUator}' 
:riod. Prevention of such bums is achieved by inter- 
)sing saline solution-soaked gauze sponge, cotton, 

' felt between the heart and the defibrillator elec- 
odes. Tliis technique is not new, but its relation to 
Jstoperative mortahty may not have been appre- 
ated previously. 

he Diagnosis of Myxoma Cordis: Diagnosis Estab- 
ihed Pre-operatively in Two Cases. F. S. P. Van 
uchem, J. Nieveen and L. B. Van Der Slikke. Car- 
iologia 30:353-366 (No. 6) 1957 (In English) [Basel, 
‘ritzerland]. 

Myomas have been observed at all ages and in 
oui sexes, but especially in persons between the 
m and 60th years of life, in 75% of whom these 
iniors were located in the left atrium. Small tumors 
re relatively insignificant, and treatment may be 
eglected. Larger tumors cause circulatorj' disturb- 
"ces. The fact that a tumor is mobile to some extent 
l^t'e basis of explanation for the effect of postural 
™ges on current signs and sxTnptoms. Rapid pro¬ 
fession of signs and sj-mptoms and a poor reaction 
r* eardiotonics are important diagnostic features. In 
'e patients observed the left atrium was only slightly 


enlarged and the impression of the esophagus was 
slight. If the mjccoma was of a firm consistency, pow¬ 
erful pulsations of the esophagus could occm syn¬ 
chronously noth the ventricular contractions at the 
level of the left atrimn. No esophageal pulsations 
were visible in a patient in whom the tumor was of a 
soft consistency while it was situated at a somexvhat 
lower level. Cardiac catheterization shows an increase 
in pressure in the pulmonarx' artery' and ri^t ven¬ 
tricle. The absence of the characteristic X-dip in the 
pressure curwes of the left atrium is absent in those 
patients in whom the capacity' of the left atrium has 
been reduced due to the presence of a mj'xoma. The 
X-dip also disappears in atrial fibrillation, and a pre¬ 
mature systolic peak is found in mitral insufiBciency. 
No physical manifestations of either of the 2 disor¬ 
ders above were found, and no murmurs were audible 
in the patients. Angiocardiography reveals a gap in 
the shadow of the atrium. 

Local Recurrence of Carcinoma After Anterior Re¬ 
section of the Rectiun and the Sigmoid: Relationship 
with the Length of Normal Mueosa Excised Distal to 
the Lesion. E. P. Lofgren, J. M. Waugh and M. B. 
Dockerty'. A. M. A. Arch. Surg. 74:825-838 (June) 1957 
[Chicago]. 

One hundred eight patients with local recmrence 
of carcinoma after surgical extirpation of a malignant 
lesion in the sigmoid colon or upper part of the rectum 
by the abdominal route (anterior resection) with 
end-to-end anastomosis of the intestine and xvith or 
wthout antecedent or concomitant performance of 
pro.ximal colostomy to decompress the suture hne 
were studied to determine whether a relationship 
exists between length of normal mucosa excised distal 
to the original lesion and the subsequent recurrence of 
malignant tissue in the proximity' of the prewously 
established anastomosis. No strikingly significant re¬ 
lationship was found in a comparison of 97 of the 
available original operative specimens rrith lesions of 
102 patients who surx’ived for 5 years after anterior 
resection and serx'ed as controls. Among other factors 
concerned in local recurrence of such lesions, ty'mphat- 
ic invasion in adjacent tissue is of importance, as 
ewdenced by the fact that the incidence of lymphatic 
invasion among recurrent lesions xvas 16% higher than 
it was among nonrecurrent lesions. Yet the results of 
the study cast doubt on Ij'mphatic invasion as a major 
factor in recurrence of malignant lesions in this loca¬ 
tion when it was demonstrated that the incidence of 
recurrences at the suture line was independent of the 
presence or absence of invasion of ly'mph nodes. The 
fact is noteworthy that the situation of recurrent 
lesions was closer to the anus than that of lesions 
among survix'ing patients. 

Incomplete excision of the primary' tumor e.xplained 
3 recurrences among 98 patients whose original opera¬ 
tive specimens were studied macroscopically and 
microscopically. In 12 of these 98 patients the recur- 
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attributed to incomplete excision of the 
Sc lelhle lymplialic or Vciscular permeation. Potentially 
neoplastic mucosa, with malignant regeneration, ex- 
piamccl / recurrences. For the remaining 76 recur¬ 
rences, all appearing at the line of suture, there was 
no acceptable explanation after gross and miscroscopic 
examination of 98 origiimll}' excised specimens jind 27 
recurrent specimens from this group. Although posi- 
tn-c evidence that implantation of viable malignant 
cells into raw li.ssue surfaces is a major fact cannot be 
provided, this concept, which has been emphasized by 
other w'orlcers. seems attractive. If walid, it would ex¬ 
plain the high proportion of recurrences at the line of 
suture independent of the presence of metastasis to 
lymph nodes, the relatively early recurrence of a 
lesion because of residual malignant tissue after the 
original operation, and the cause of the slight increase 
in the incidence of recurrences at the lower levels 
above the pectinate line. The concept might also ex¬ 
plain the slight increase in recurrence of lesions when 
the length of excised normal mucosa distal to the 
lesion w’as small, a factor which in itself would en¬ 
hance the danger of greater traumatic shedding, widi 
increased density, of implantable viable malignant 
cells at tlie time of tlie original operation. Were this 
hypothesis acceptable, it could apply to 77% of the 
local recurrences in this study. 

Prolonged and Complicated Forms of Primary Infec¬ 
tion of Tuberculosis: Possibilities of Surgery. P. Giraud 
and H. Metras. Rev. espah. pediat. 13:141-155 (March- 
April) 1957 (In Spanish) [Zaragoza, Spain]. 

Primary infection u'ith tuberculosis in a child de¬ 
velops in 2 stages; 1. An early stage, comprising 
general manifestations, which may become compli¬ 
cated with lymph node or meningitic dissemination. 
This stage lasts from a few weeks to several months 
and may be arrested by energetic antibiotic therapy 
of about 4 to 6 months’ duration. 2. A secondary stage, 
marked by tlie in^’olvement of the mediastinal Ijanph 
nodes, softening, and caseation, particularly in the 
bronchial tree. This stage, which may last for months 
and years, is very little affected by tlie modern tlier- 
apy. The sequelae are bronchial stenosis; sclerosis and 
retraction of a lobar or segmental portion with possible 
bronchial dilatation; residual foci in bronchial or pul¬ 
monary lymph nodes which may remain latent for a 
long lime but which are susceptible to reactivation. In 
some instances the anatomic study discovered a corre¬ 
lation between this lymph node involvement d’® 
ulcerative tuberculosis of young adults. This is verified 
by bronchoscopy and by the examination of the pri¬ 
mary infection of the patient’s antecedents. In order 
to anticipate and to treat these sequelae and possibly 
to prevent adult tuberculosis, the authors suggest sur¬ 
gical therapy. They performed 50 operations, includ- 
hig ordinary lymph node removal and pulmonary 
\IL or reseotion. The immediate prognosrs 

TZcwlt The WW-up prognosis, both anatomm 


and functional, was likewise good TIip 
should be performed at a spedalzed pWe„rf: 
use of a eyeful technique, antibiotics, and c't-' 
apparatus, A competent anesthetist is essential,^ 

Pancreaticoduodenectomy for Chronic Relapsin<r P.. 
creatihs; hletabolic Defects Created bv 70^" 
Subtotal Ablations. P, H. Jordan Jr. and\n 1' 
A. M. A. Arch. Surg. 74:871-880 gune) jg 


man 

[Chicago], 

Six men beriveen the ages of 34 and 63 rears r' 
chronic relapsing pancreatitis, 3 of whom were tica!.' 
by total resection of the pancreas and the other 3 \ 
subtotal resection, served as subjects for conventiV 
and radioactive absorption studies performed wii) 
2 months to 5 years after the operation. Pancreat 
(Viokase), given in doses of 6 Cm. a day, effeciiu 
reduced the fecal fat and nitrogen losses that resulft 
from inadequate external secretion of the panca. 
The improvement in nitrogen balance which was a. 
ciated with the administration of Viokase was r, 
always commensurate rvitli the degree of impre; 
ment in nitrogen absorption. Radioactive iodine (1", 
labeled triolein and radioiodinated serum albuF 
(luiman) (RISA) were useful tools for die study o[ I 
and protein absorption. Analysis of the ladioaclW 
of the stools was a more reliable inde.v- of absorpti 
than was the radioactivity of the blood, AbsorptiDs 
r^’-labeled oleic acid ivas significantly greater th 
the absorption of triolein. The importance of il 
observation as a therapeutic measure is unbiow 
Iron-absorption studies with Fe®“ were interpreted 
show'ing normal absorption of iron in the 3 pafo 
until total pancreatectomy and increased absorpti 
of iron in 1 patient ivith subtotal pancreaticoduodc 
ectomy. 

Subtotal and total pancreaticoduodenectomy t 
effective forms of treatment for chronic relapsing p- 
creatitis. The choice of total or subtotal pancreatc 
tomy depends on die degree of exocrine and endocrii 
deficiencies tiiat exists as a result of inflamnni'' 
destauction of tlie normal architecture of tlie pancro 
If the functional capacity of the pancreas has alrex 
become severely compromised, resection is a jusbMi’ 
method of treatment, for perpetuation of the 4sf- 
leads to a more crippling state for die patien j- 
that which exists as a result of resection of the f 
creas, widi postoperative metabolic effects not 
significantly greater dian the preoperative ones. 

Postmortem Homografts in Extensive Bums. B ^ 
Davis, Australian & New Zealand }. Surg. 

(May) 1957 [Melbourne]. 

Large amounts of skin may be taken j ^ 
donor after deadi and used immediate y or s 
in a refrigerator for later use. There is 

ment, time loss, or wound the rebti--- 

donor. Permission must be obtained fro (• 

of deceased patients before cutbog Ate bol««f 
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Persons who have died wdth infective lesions, those 
rifh malignant disease, and those who have died 
nore tlian 6 hours prewously without the benefit of 
efrigeration are not suitable as donors of homo^afts. 
Hie postmortem homografts may be used immediately 
-,)T may be kept wnrapped in penicillin-saline gauze at 
The temperature of tire ordinary household refrig- 
- Tator. Just how long they %\t 11 keep is not kno\vn, 
)ut the author has used wdth success autografts which 
lave been refrigerated for 14 days. 

; The history of a 23-year-old man is presented in 
r-vhom the use of postmortem homografts for the treat- 
: nent of severe and extensive bums was considered to 
; )e Iife-sa\’ing. The fact that he was a healthy yoimg 
nan with a fighting spirit made a tremendous differ- 
;'nce. Exposure treatment was ordered for the lower 
imbs and occlusive dressings for the upper limbs. It 
5 difBcult to expose circumferential bums, so Stein- 
nann’s pins were inserted into the heel to elevate the 
imh and thus reduce pressiue on the posterior aspect, 
estimations of the hemoglobin percentage and 
-lacteriological examinations were made regularly 
Ihroughout the course of the illness. Intravenous and 
'jitibiotic therapy xvas employed. MTien homografts 
„ re used, it is a good idea to scatter small autografts 
".‘ind pinch grafts between them. By this means, the 
jutografts will be spreading by the time the homo- 
■gafts disintegrate. It is quite difficult sometimes to 
_ell which are autografts and which homografts. The 
"lomografts appear xdable imtil about the 3rd or 4th 
" veek, when they suddenly disintegrate. 


NEUROLOGY & PSYCHIATRY 

;^4ethihu:al in Cerebral Electrotherapy. T. R. Robie. 
■ M. Soc. New Jersey 54:272-275 (June) 1957 [Tren- 
on]. 

• Melancholia or depression can generally be coim- 
eracted by electroshock therapy. The skeletal frac- 
-ures which formerly xvere a major hazard in this form 
of therapy are now prevented by the use of succinyl 
moline chloride (Anectine). Succinyl’s paralyzing 
effect endures for only 2 minutes. It is obvious that an 
anesthetic that endures for only 4 or 5 minutes would 
oe ideal, and such is the case with methitural sodium, 
:''hich the author used in the form of Neraval. There 
' ire minor difi'erences in the method of administering 
^nethitural sodium (as compared to other barbiturate 
-■inesthetics) which must be followed. The latency 
?enod lasts from 30 to 50 seconds after intravenous 
-injection before the anesthesia takes effect. Therefore, 
, IS necessary' to use the “two-syTinge” technique. 
Wee the sense of suffocation from the succinyl would 
ne more than the patient could stand unless the anes- 
•tflebc had taken effect. 

significant finding has come to hght since 
_ ^ , J" anesthesia was adopted routinely for all 

treatments. The authors had been observ- 
g sex ere hyperkinetic and loud verbahzing furors 


following electroconvulsive treatments in some difiB- 
cult patients xx'ho required monthly' maintenance 
treatments. These furors were so sex'ere that restraint 
straps and chemical sedation were necessary'. Since 
the authors used methitural anesthesia no fruor re¬ 
actions have occurred. They' wonder if the fact that 
larger doses of succiny'l can be safely' given with 
methihual anesthesia might be the reason. The authors 
emphasize the importance of hawng the oxy'gen resus- 
citator available for patients who do not have spon¬ 
taneous respiratory' response from the temporary 
apnea following the treatment seizure. Often the glmn 
and “melancholy'” patient whose repetitive formula is 
“I just can’t go to work” after less than half the neces¬ 
sary' course of electroshock treatments has been com¬ 
pleted alters his formula to a hearty' “I’m anxious to 
get back to work noxv!” The need for psy'chofherapy 
remains imperative after the course of cerebroelectro- 
therapy'. In all “melancholy” persons there are major 
mental conflicts requiring resolution. 

Statistical Observations on the Distribution of Polio¬ 
myelitis Paralysis. M. Valle and M. Fasoh. Arch, 
ortop. 70:61-67 (No. 1) (In Italian) [Milano, Italy']. 

The authors report on a statistical study' of the 
distribution of paralysis caused by pohomy'ehtis in 
962 patients from all parts of Italy. A large number of 
the patients came from rural areas of northern Italy. 
The tibiah’s anterior, the gluteus medius, and the 
gluteus minimus were the muscles most frequently' 
affected. The extensors of the loxver limbs were af¬ 
fected frequently' by paralysis, the flexors by paresis. 
The muscles of the arms were affected more frequent¬ 
ly' by paralysis than by' paresis. The number of men 
was greater than that of women. Babies from 6 months 
to 1 y'ear old represented the age group most fre¬ 
quently affected by' the disease. 

Papilledema in Poh'omyeh’tis. H. A. Ladxrig, J. H. 
Murphy, R. E. Murphy and E. O. Burgert. Nebraska 
M. J. 42:292-294 Qune) 1957 [Lincoln]. 

The authors observed 3 patients wth papilledema 
among 148 patients admitted to the pohomy'ehtis 
respiratory center. The histories of these patients are 
presented. The mechanism accounting for papiUedema 
in pohomy'ehtis can only' be specidated upon. The 
spinal fluid pressure is elevated in the acute phase in 
many' patients who shoxv no ewdence of papilledema. 
Two things were noteworthy about the patients xwth 
papilledema. First, the papilledema xvas not present 
at the onset of the illness but rather appeared from 
11 days to 5 months after the acute onset. Secondly', 
the spinal fluid protein level xvas elevated. 'This eleva¬ 
tion of protein folloxvs the destructive phase of the 
acute pohomy'ehtis. It is suggested that the presence 
of the high protein content in pohomyehtis may con¬ 
tribute to a diminished absorption of the cerebral 
spinal fluid by plugging the stomas of the arachnoid 
x'ilh. The result of the sloxved absorption is an in- 
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c ease m the cerebral spinal fluid pressure, thus caus- 
1 g the papilledema to occur after the acute phase of 
he illness. Another factor is presence of hypertension 
M'lnch may be associated with the acute phase of 
poliomj'chtis. Severn) observers wlio Jiave studied 
li\'perten.sive retinopathy have concluded that papille¬ 
dema IS significant only of increased intracranial pres¬ 
sure and never due to local disturbances in the retina. 
It IS suggested that further analysis of the protein 
content of the spinal fluid might determine whether 
this is a factor in the production of papilledema after 
poliomyelitis. One of the 3 patients presented illus¬ 
trates the occurrence of progressive hypertensive 
retinopathy associated with poliomyelitis. 

Lesions in the White Matter in Acute Poliomyelitis. 
I. Feigin. Neurology 7:399-403 (June) 1957 [Minne¬ 
apolis]. 

The author de.scribes lesions in the white matter of 
the cord which were revealed by autopsy in a 29-year- 
old woman, a lOI^-year-old girl, and in 2 boys aged 
16 and 17 >'cars, respectively, who died of acute polio¬ 
myelitis. The most frequent padiological change in 
the white matter was the occurrence of perivascular 
hmiphocytic infiltrates. In the first 2 patients, who 
died within 1 week after the onset of symptoms, focal 
areas of acute inflammation were noted in the white 
matter, characterized by an infiltration by a few poly¬ 
morphonuclear cells and a more pronounced prolifera¬ 
tion of microglial phagocytes. In 1 of tlie patients, 
these lesions involved the wall of a blood vessel and 
.showed inflammatory changes and in 1 patient tliey 
showed necrotizing changes. Capillary thrombosis was 
obser\'ed in 1 lesion. Although occurring in patients 
with severe inflammatory changes in tlie gray matter 
and at the same cord levels as these severe changes, 
the lesions in the white matter \vere not generally 
situated adjacent to tl)e gray matter but were more 
often present near tlie leptomeningeal surface. The 
leptomeninges overlying these zones showed inflam¬ 
matory changes no greater than those noted else¬ 
where. Although the lesions were small, it is likely 
the fibers transversing them would be functionally 
impaired. 

In the 2 boys witli 10 and 17 days of duration of 
the disease, larger lesions of a different character were 
observed in the white matter. These consisted of areas 
of marked rarefaction, within which a profound loss 
of axons and myelin sheaths had occurred. In 1 pa¬ 
tient, markedly swollen and degenerated axons could 
be distinguished. An astrocytic response was neg¬ 
ligible, while the microglial reaction was moderate m 
1 patient and slight in the other. Inflammatory infil- 
treation was minimal. The nature of these lesions is 
not entirely clear. 

The lesions in the white matter are of much less 
significance than the severe lesions m the ^^y matter, 
ius not surprising that the functional disturbance 
relating to the lesions in tlie white matter has escape 
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clinical attention. Recent clinical reports kv.-. 
cated that sensory changes of a tvne wliioV • 
related to such llsiou, Lve beeSa:*'; 
these should be included among characteristir ol- • ' 
features of the disease. 

Clinical Experiences with Meprobamate. H. Lekr 

Tidsskr. norske lasgefor. TTdltu' 
(May 15) 1957 (In Norwegian) [Oslo]. 

From August, 1956, up to February, 1957 67 mt 
aged from 22 to 75 were treated Mth meprokng! 
in the psychiatric department for men, Ulleval Ha 
pital. Meprobamate probably causes fewer and le 
dangerous side-effects than chlorpromazine and Sc 
pasil. The usual dosage was 1 tablet (0.4 Gm.) i 
meprobamate 3 or 4 times daily. The duration of l! 
treatment was from 1 to 86 days, with an average i 
26 days. The symptomatic effect was good in 17 off 
cases of neurosis, in 10 of 18 cases of alcoholism, m 
comania, and combined alcohol and drug abuse, ar 
in 4 of 10 cases of psychic unrest in the postpsychol 
stage. Important side-effects were observed in only 
case, in a nonallergic patient, in whom itching er 
thema occurred after the first tablet. Meprobamate 
seldom effective in manifest psychotic condidons ai 
in deeper neuroses. Earlier results and persona! c 
perience indicate that meprobamate can be given 
a sedative simultaneously with electroshock. Oik 
promazine and Serpasil are regarded as contraim 
cated during electroshock treatment. Meprobamate 
especially suited for application in milder neuiol 
reactions, where anxiety, depression, and muscu! 
tension predominate; in the abstinence stage in ale 
holism and narcomania; for rest symptoms after ps 
choses; and for insomnia. 

Clinical Aspects and Therapy of Poliomyelitis. I 
Henckel and M. Herd. Miinchen. med. Wchnsd 
99:808-811 (May 31); 847-850 (June 7) 1957 (In Ce 
man) [Munich, Germany]. 

The authors report clim’cal observations on 83 cli 
dren who were hospitalized for poliomyelitis duri' 
an epidemic in 1954. Twenty-three of the chilmf 
presented the symptoms of serous meningitis, and 
most of these 23 children the diagnosis of poliomy 
litis was only probable, because the authors were n 
able to ascertain the complement fixing antibodi 
They were able to rule out choriomemhgito, mlK 
with Coxsackie viruses, and leptospiroses. Thecim^^ 
aspects were typical of poliomyelitis. In » ^ 

60 children with paralytic forms only reflex 
could be ascertained, but most of them had 
forms that required long and i 

treatment. Twenty-six children had spi jj,: 

paralysis. Ten children Srf 

spinal involvement at a high level. They P 1,, 
of the upper arm. of the neck 
region of the llth cranial nerve. In J 
spinal forms of paralysis were associated rv.tt 
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'i‘"lent of the bulbar-pontine region. Isolated paralysis 
' f a single cranial nerv'e occurred in 14 children, in- 
-olvement of the facial nerv'e being particularly fre- 
iient. 

The authors give particular attention to 3 tlierapeu- 
r'^c measures: tlie injection of gamma globulins during 
'.-■le preparalytic stage, the administration of wta- 
- lin Bi:, and the use of dehydrating measm-es (osmo- 
^..-.lerapy). The effect of gamma globulin on the preven- 
• lon of paralysis was demonstrated on large numbers 
:l.'f patients in the United States. They themselves gave 
„ "amma globulin to 28 children with meningeal sjunp- 
Cr ims; 22 of these remained free from paralysis, where- 
',;'s in 6 more or less severe forms of spinal paralysis 
eveloped one or two days later, tlie regression of 
diich was about the same as in children who had 
'‘otbeen protected with gamma globulin. The autliors 
ave wtamin Bia by injection and orally to 38 of their 
;"--atients with paralytic signs but were unable to 
^'eproduce the favorable results reported by others, 
'■■’articular stress is put on osmotherapy by intensive 
'"'.ehydration withhjTJertonic solutions of glucose, Veno- 
''tasin (extract of horse chestnut), mersalyl sodium 
SaljTgan), acetazolamide (Diamo.x), and the with- 
rawal of fluid. Intensive dehydration proved espe- 
■--ially effective in the severest forms of poliomyelitis. 
—'liis form of treatment proved effective again in 1956 
ta 4 children with severe bulbar-pontine forms of 
r-joliomyelitis with paralysis of deglutition. All of these 
i.t'.hildren recovered. 


GYNECOLOGY & OBSTETRICS 

liamox in Edema of Pregnancy. E. Baltlirop and 
. M. Young. J. Florida M. A. 43:1201-1203 (June) 1957 
j-Jacksomille]. 

e- Of 323 obstetric patients, 38 widi sodium retention 
md edema of pregnancy were given 500 mg. of 
leetazolamide (Diamox) daily' and were placed on a 
liet restricted in sodium. The remaining 285 patients 
' .with normal pregnancy did not receive acetazolamide. 
r ^eventeen of the 38 patients were therapeutic failures. 

eighteen patients were benefited in that the poten- 
' - aally to.xic or preeclampsic state was controlled. Thir- 
^ een were greatly reheved of edema, and 5 were 
J;, elieved completely'. Three stopped loosing albumin 
the urine, and 1 obtained remarkable relief from 
hypertension. Those patients who were weighed 48 
; hours after tire beginning of administration of aceta- 
...Jolamide e.xperienced maximal measurable loss in 
j..«eight. This observation was instrumental in devising 
^,->.,2 4S-hour acetazolamide test to evaluate the sodium 
potentially toxic pregnant patient, 
j.'.', ® Patient is instructed to restrict sodium intake; 
[t' weighed, given acetazolamide, and 

^j"eiped again after 48 hours. A loss in weight of 2% 
(..(O l le total body weight indicates that further aceta- 
,^>2olamide therapy is justified. 


There is an increased reabsorption of sodium and 
water in tbe pregnant woman. This normal process is 
exaggerated in the preeclampsic or to.xic state and is 
at least part of the cause of the eclampsia. Control of 
sodium and water excretion is therefore partly' the 
ansxver to the control of eclampsia. Acetazolamide is 
a potent drug to increase sodium excretion in those 
patients who are potentially toxic. 

Ten Y'ears’ Experience xvith Culdoscopy: An Analy'sis 
of 594 Cases. W. E. Josey, J. D. Thompson and R. W. 
Te Linde. South. M. J. 50:713-719 (June) 1957 [Bir¬ 
mingham, Ala.]. 

Culdoscopy was performed by' 59 smgeons on 594 
female patients between tbe ages of 9 and 69 y'ears. 
The anesthesia used in most of the patients consisted 
of intravenous administration of thiopental sodiiun, 
usually' supplemented by' nitrous oxide and oxy'gen. 
Caudal and spinal anesthesia were used occasionally. 
Because of the difficulty' observ'ed in maintaining an 
adequate airway' in the knee-chest position, patients 
who are to have culdoscopy' u'ith the aid of general 
anesthesia should be routinely' intubated. The indica¬ 
tions for culdoscopy xvere as follows: to rule out or 
to establish the diagnosis of ectopic pregnancy in 356 
and of endometriosis in 51 patients; as part of endo- 
crinologic investigation in 43; to search for a cause of 
une.xplained abdominal or pehic pain in 45; as part 
of investigation for sterility' in 37; to determine the 
nature of pelvic masses in 31; for suspected pelvic 
tuberculosis in 21; and for miscellaneous conditions 
in 10. 

Culdoscopy' proxed to be a valuable aid in the diag¬ 
nosis of ectopic pregnancy in 323 of the .356 patients. 
It was also useful in 47 selected patients with sus¬ 
pected endometriosis, in 43 patients with une.xplained 
abdominal pain, in 28 w'ith peK'ic masses of an un¬ 
certain nature, in the 21 with suspected peK'ic tuber¬ 
culosis, in 36 sterile patients, and in 42 w'ith endocrine 
disorders. It appears that, if used successfully, culdos¬ 
copy' xvill substantially reduce the number of patients 
requiring laparotomy for these conditions. Culdoscopy 
xvas regarded as unsatisfactory' in 45 patients (7.6%), 
a relatively low failure rate xvhich can be reduced by 
rejecting patients w'ith a fixed mass or firm adhesions 
in the cul-de-sac and by' attention to proper technique 
in inserting the trocar. 

Culdoscopy is relatively safe, but it is not without 
danger when injudiciously employed. In 1 patient, 
misuse of the culdoscope resulted in the unrecognized 
perforation of the rectum and perhaps contributed to 
the death of the patient, which occurred 2 day's later. 
This accident is extremely rare and is unlikely to 
occur if good judgment is exercised in the selection 
of patients. Extraperitoneal perforation of the rectum, 
in contradistinction to intra-abdominal perforation, 
does not constitute a serious injiuy'. Of 28 patients 
W'ith early intrauterine pregnancy found at the time 
of culdoscopy', 2-3 delivered uneventfully', and 4 of 5 
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wllo subsequently aborted had uterine bleeding and 
cramp-hke pain on admission to the hospital, suggest¬ 
ing that abortion was threatening before the perform¬ 
ance of ciildoscopy. Culdoscopy probably does not 
interfere with the progress of a normal early intra¬ 
uterine pregnancy. 

Hypofibrinogenemia in Pregnancy. J. Tortora and J C 
Amico. Nen' York J. Med. 57:2055-2058 (June 15) 1957 
[New York]. 

The obstetric syndrome of incoagulable blood, if 
not promptly corrected, can result in fatal exsanguina- 
lion. This defect is generally due to a decrease in 
circulating fibrinogen. There is little agreement as to 
how this condition is Ijrought about. However, the 
concept that the uterus or its contents release throm¬ 
boplastin into the blood, thereby setting in motion a 
normal clotting mechanism, that the resulting intra¬ 
vascular clotting causes increased utilization of fibrin¬ 
ogen, and that tlic liver is unable to replace this 
deficiency quickly enough to prevent hemorrhage, is 
fairly widespread. Other theories—that a lysin is pro¬ 
duced which destroys the fibrinogen or that fibrinogen 
production is retarded—have not been satisfactorily 
demonstrated. Clinically, this sjmclrome occurs in 
abruptio placentae, amniotic fiuid infusion, long re¬ 
tention of a dead fetus (usually due to Rh insensitiza¬ 
tion), fulminating eclampsia, abortion, and retained 
placenta. In nonobstetric patients it is found in drastic 
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pregnancy. There was a soft, flabby dilafp,t 
drum; ventricular mural thrombi wet lln?' 
well as endocardial thickening of variable 6 ™ 
there were focal and diffuse areas of myocardial abJ 

SIS, especially in the subendocardiaTS fT 

ventacu ar wall. The cause of the 
lesions IS unknown. The syndrome tended to 
With subsequent pregnancies. ^ 

The authors' observations and those of oftr 
workers indicate that these patients are usually co" 
sidered clinically to have eitlier rheumatic or h\m 
tensive heart disease, one of tire rarer recomizd 
forms of myocardial disease, or a disease suggested 
by symptoms coming from embolization of orgarn 
Therapeutic efforts should not rest with tlie contiold 
the symptoms of congestive failure but should include 
prolongation of bed rest until after the heart size kis 
returned to within normal fimits, when this objecti\e 
is attainable. While bed rest alone is sufiBcient treat¬ 
ment in many patients, the need for digitalization h- 
comes apparent early in others. Since embolization 
when it occurs, is frequently a very early event in tl^ 
course of the syndrome, effective use of anticoagulants 
would depend on their administration at tlie earliest 
possible moment. The frequency of recurrence of the 
syndrome with subsequent pregnancies and the pre¬ 
dominance in the puerperium of this tj'pe of conges¬ 
tive failure over those with usual causes suggests tkt 
the relationship to pregnancy is not fortuitous. 


thoracic surgery, in association with operations for 
pancreatectomy, and in the experimental animal fol¬ 
lowing extensive tissue damage. Normally, there is no 
significant alteration in the plasma fibrinogen levels 
during delivery or post partum. Treatment of this 
condition involves restoration of normal clotting by 
intravenous administration of adequate amounts of 
human fibrinogen along with replacement of blood 
loss. The literature does not contain any mention of 
hypofibrinogenemia associated with placenta previa. 

Idiopathic Myocardial Failure in the Last Trimester 
of Pregnancy and the Puerperium. W. R. Meadows. 
Circulation 15:903-914 (June) 1957 [New York]. 

The authors report on 15 women, 13 Negroes and 
2 white, behveen the ages of 22 and 44 years, with 
the SN'udrome of idiopathic myocardial failure occur- 
tn\g in the last trimester of pregnancy or during the 
puequ’rium. This syndrome is characterized by s^p- 
tums of congestive failure, which, early, is predomx- 
n;it\tly left sided; chest and abdominal pain; ernbolic 
phf'unmenon (occurring in 25 to 40% of the 
uctUf Iwpertension; gallop rhythm; generalized di a a- 
tVni ol' the heart; and T-wave inversion. In the io 
\ Au nts, the symptoms of night cough, hemoptysis, 
v'A \v.uo\ysma\ nocturnal dyspnea were me ear ms 
(Vsn'vA manifestations of myocardial failure rather 
•'.v.hw. cause. Eleven patients made complete clinical 
t -Aci-s -awl \ tiled. Autopsies revealed lesions re- 
' I' a,” ihn^e ohserved in similar cases unrelated o 


A Clinical Analysis of 8063 Cases of Painless Labo; 
by the Psychoprophylactic Method. Ch’en Wen-Clien. 
Chinese M. J. 75:338-343 (May) 1957 (In English) 
[Peking, China]. 


According to the author, painless labor by the psy- 
choprophylactic method was introduced by Russias 
investigators in 1949 on the basis of Pavlovs theory 
and has been carried out since then in the Sohd 
Union, China, France, and other countries. In this 
report he analyzes 8,063 deliveries carried out win 
the aid of the psychoprophylactic method at the Ma¬ 
ternity Hospital of the Peking Medical College be¬ 
tween January, 1953, and December, 1955. Candi ates 
for the psychoprophylactic method of delivery' ('vomw' 
pregnant from 32 to 34 weeks) were encouraged o 
speak about what they knew of the process ot cM • 
birth and to reveal their worries and fears, m ■ 
antenatal classes, held at weekly intervals, . 
tions were given on the anatomy of the 
organs, the physiology of labor, and how ^ 
be eliminated. Breathing exercises considered «n 
mental in painless labor were explained, an a 
last lecture breathing exercises were given 


dmission to delivery, the 
5 as comfortable as possible. The lab 
y rooms should be quiet and P 
leur reviewed the lessons with P^ 
her mental and emotional reaction, ana 
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) rive her confidence in herself and her attendants. 
)urinci labor, she was informed from time to time of 
26 progress of labor and tlie management given. She 
•as instacted in how she could best cooperate dur- 
I'g the different stages of labor, in breathing, rela.\ing 
nd straining. To those who had not attended all the 
lasses, supplementary talks were given if time and 
onditi'ons allowed. The effectiveness of the psycho- 
rophs'lactic method was graded e.xcellent, good, fair, 
r failure. The 8,06.3 women in whom the metliod was 
sed accounted for 92.8% of tire total of 8,671 de- 
vered at the hospital dining the 3 years (1953 to 1955 
iclusive). The remaining women had failed to at- 
:nd the antenatal clinic or had attended for too 
hort a time to receive proper preparation. The metliod 
roved effective in 94% of tlie women in whom it was 
sed. The psychoprophylactic method was more effec- 
ve in multiparas than in primiparas. The results in 
total of 7,406 full-term, occipital anterior, spontane- 
us deliveries were compared vdth those of a control 
jroup of 3,496 deliveries in regard to duration of 
ibor and blood loss. The average duration of labor 
n the cases conducted by the psychoprophylactic 
letliod was shorter by 2.02 hours in primiparas and 
.56 hours in multiparas than in the control group, 
he average blood loss was also less in the former 
[roup. The causes of failure and the use of medica- 
ion as an au’dliarj' to the psychoprophylactic method 
re discussed. 


PEDIATRICS 

lenal-Vein Thrombosis in Newborn Infants of Dia- 
letic Mothers: Report of Two Cases. M. E. Aver}% 
H. Oppenheimer and H. H. Gordon. New England 
. Med. 265:1134-1138 Qune 13) 1957 [Baltimore]. 

Thrombosis of the renal veins in infancy is an un- 
isual occurrence and is commonly due to dehydration 
•r sepsis. Sometimes it occurs without any predis- 
Josing cause and has been referred to as primary 
enal-vein thrombosis. A report on 2 newborn infants 
jith renal-vein thrombosis in the absence of dehy- 
Iration or sepsis is made, in addition to 2 other infants 
joth the same condition reported on in literature, 
fhey were all e,\cessive-sized infants and had mothers 
P a history' of diabetes. The anatomic diagnoses 
5 One infant were history' of maternal diabetes with 
aispected abruptio placentae and cesarean section, 
islands of Langerhans, organ izin g 
rombosis of the right renal vein and inferior vena 
^'a, fresh tluombosis of the right intrarenal veins, 
hifarction of the right Iddnej', jaimdice, 
extramedullary' hematopoiesis of the liver and 
■P een. The anatomic diagnoses of the second infant 
h‘o^^ maternal diabetes, stillbirth, macera- 

ftirti’ ^ bilateral thrombosis, associated 

llip ^ of the renal veins. The evidence that 

the as well as manifest diabetes of 

Mother is associated irith e.xcessive-sized infants 


is unequivocal. A possible explanation for the associa¬ 
tion of renal-vein thrombosis and maternal diabetes is 
that the circulation is sloxx'ed, xx'ith stasis in the renal 
veins. The importance of axx’areness of this condition 
and early' diagnosis is heightened by' reports of sur¬ 
vival after neplirectomy' in at least 12 cases. 

Acute Pancreatitis in Children. D. A. Blumenstock, 
J. Mithoefer and T. V. Santulli. Pediatrics 19:1002- 
1010 (June) 1957 [Springfield, 111.]. 

Although acute pancreatitis is a rare disease in 
children, it occurs frequently' enough to be considered 
in die differential diagnosis of abdominal pain and 
x'omiting. Four new' cases (in children ranging in age 
from 8 months to 6 y'ears are presented and 36 pre¬ 
viously' reported cases are rex'iew'ed. The etiology' w'as 
unknow'n in the 4 cases presented; 1 xvas associated 
iritli a perforation of the right hepatic duct. Each of 
the patients was operated upon at some time during 
the course of the disease, and the diagnosis of acute 
pancreatitis w'as confirmed. All patients ultimately 
recox'ered. The diagnosis of acute pancreatitis is rarely' 
made in children before operation or autopsy' because 
the disease is confused xx'ith the more frequent causes 
of abdominal pain and x'omiting in this age group. 
Hoxx'ever, the clinical history' and abdominal signs 
may' be suggestive of acute pancreatitis. The diagnosis 
can be confirined by' demonstrating elevation of the 
concentration of amylase in the serum, prox'ided 
mumps is not present. In contrast to adult patients, 
acute pancreatitis in children is seldom related to 
disease of the bihary' system. Acute pancreatitis in 
children may' be produced by' trauma, acute infection, 
and mechanical obstruction of the pancreatic ducts 
by round xvorms. The etiology of the majority' of 
cases, hoxvex'er, remains unknoxx'n. The complications 
of acute pancreatitis in children include diabetes 
melhtus, retroperitoneal hemorrhage, pseudocy'st for¬ 
mation, and hy'pocalcemic tetany'. Treatment of un- 
comphcated acute pancreatitis should be conserx-atix-e 
if the diagnosis can be made xx'ithout operation. 

Mast Cell Leukemia Presenting as Urticaria Pigmen¬ 
tosa; Report of a Case. W. J. Waters and P. S. Lacson. 
Pediatrics 19:1033-1042 (June) 1957 [Springfield, Ill.]. 

The concept of “inticaria pigmentosa” as a benign 
dermatological syndrome needs rex'ision, since gen¬ 
eralized organ involvement may be present. There 
hax'e been some reports indicating that urticaria pig¬ 
mentosa may' be associated xx'ith a generalized disease, 
but these generally concerned patients in tlie older 
age group. The authors had the opportunity' to study 
a boy xx'ith a generalized tissue mast cell inx'olx'ement. 
They' beheve this to be the first recorded demonstra¬ 
tion of tissue mast cells in the peripheral blood in a 
child. When 9 months old the child had been hos¬ 
pitalized for studies on the allergic origin of a chronic 
dermatitis, but studies and treatment xx'ere not re- 
xx'arding. MTien he xx'as admitted again xx'hen 5 years 
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old, the mother reported that the rash had persisted 
and that secondary infection had often been a prob¬ 
lem. She had noted for the past 2 years easy.bruis- 
ability and difficulty of arresting hemorrhage from 
minor cuts. One week prior to admission a cough 
developed, with a temperature of 40 C (104 F), and 
the boy complained of generalized abdominal pain. 
The local physician noted hepatosplenomegaly and 
referred him to the hospital. On the basis of skin and 
lymph node biopsies as well as the study of the 
peripheral blood and bone marrow, a diagnosis of 
“urticaria piementosa” with hematological abnormal¬ 
ities was established, and the patient was discharged 
to be followed as an outpatient. Three months later 
he was readmitted with a temperature of 40.5 C (104.9 
F), lethargy, and vomiting of yellow-green fluid and 
coffee-ground material. He was apathetic and had 
pctcchiae in the palpebral conjunctivae and on the 
soft palate; distention of the abdomen was noted, with 
the liver palpated down to the right iliac crest and the 
the spleen 4 fingerbreadths below the costal margin. 
The extremities were mottled, cold, and moist. The 

bov died on the third day. j • j 

At autopsy the cutaneous lesions appeared as dried, 
maculopapular eruptions on the abdomen, j^oms, and 
thighs. The Ivmph nodes were enlarged. On imero- 
. scopic examimtion, an invasion of characlerjshc tissue 
mast cells was found in most of the organs. The tissue 
ma,st cells appeared as large polj-inorpluc cells with 
acidophilic cvtoplasni and relatively large rounded 
Sus The'liver was the most massively involved 
omn The suhcapsular hemorrhage freely commum- 
Sl'with ihat in the substance of the liver without 
a demonstrable rupture on the surface of the organ. 

SrVrh"b'ff-Sditreatm 

instituted. 


oept. 25,193* 


of follow-up, skeletal lesions occurred with gieatej* 
frequency among the survivors of miliar)’ tuberculor'i 
The incidence was low among children treated fo 
indications other than miliary disease, including tio? 
treated for bone and joint tuberculosis, and was Imva 
than in the untreated group. Bone and joint tubercu¬ 
losis occurred less frequently in patients treated witb 
streptomycin and isoniazid than in those treated k 
the previously used thiazolsulfone (Promizole). It b 
suggested that the bones are infected early in primai) 
tuberculosis and drat chemotherapy acts on alread 
established foci. There is evidence that at the begin 
ning of treatment of miliary tuberculosis there is 
widespread involvement of the bone marrow. Sue 
foci probably account for the frequency of clinic 
bone and joint tuberculosis in patients treated fi 
generalized tuberculosis. 


Phenylketonuria in Child with Normal Intelligence 
Quotient: Comparative Biochemical and Ps)’chodias- 
nostic Investigation on Two Girls of the Same Age. 
H. Bickel and W. Griiter. Ztschr. Kinderh. 79:509-521 
(No. 5) 1957 (In German) [Berlin] 


, 1 -cGhildren Treated for Primary 

Skclehil Tuberculosis m anWren i 

Miliarv Tuberculosis. L. Miigr^»‘- 

tec 75i8?7-9U o®'’) ®7 [New Yor«. 

A group of 554 children, “otetea™ 

first seen, with for 2 to 8 years. Of 

f”'tfrroSe? te:ofherapy for at leas‘ one 

SrtVMS — if m 

treated patients f ^ compared with 

survivors of the treated g bone and 


Psychometric tests on over 300 patients with phenyl¬ 
ketonuria observed in homes for ffeble^nded and 
in schools for backxvard children had demonstrated 
that the IQ was extremely low m a large percentage 
of children with phenylketonuria and b^loNV norad 
in all of them. The authors cite a 5-year-old gnUift 
phenylketonuria who had a pracbcally norm^ IQ ^ 
91. Comparative biochemical and 
were maL on this child and on another cMd with j 

10 of only 23. Despite the decided difference m w 
telligence the plasma levels for phenylalanme, ) 

11 "that f^ 

abnormalities that were behveen 

indicate that there 

oligophrenia “aSon of antimetaboliies. 

elites not yet L indiwdually, and otba 

fates speah agate die 

of au uncon”ff'Tu?caS election ol fc 
transmission and for a tt feeblemto'^^- 

txvo defects: (1) die content; {^i 

Ls by a diet ^vith a low 

the peculiar ol^aractenstic disturbance:- 

and (3) the presence of extr j) of orga»- 

Dissociated mtellectua special psychome® 

Brain changes were revealed by spec f z 
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ellpresen'ed are good subjects for the differentiation 
■ tlie mental defects of this disease from that of ordi- 

ir, ’ “endogenic” feeblemindedness. The detection of 
■normal IQ in a patient with phenylketoniiria raises 
le question of tlie frequency of this concurrence 
nong the general population and among the appar- 
itlv^nonnal members of families mtli hereditary 
iienylketonuria. It also indicates that caution is nec- 
■.saT\’ in ascribing normal development to the early 
Dset of a diet noth low phenylalanine content. 

neumonopathy Due to Staphylococcus in Early In- 
mcy: Clinical and Statistical Study of 27 Patients 
ibseived During the Period from 1954 to 1956. A. 
enevolo. Minerva pediat. 9:393-402 (April 7) 1957 
n Italian) [Turin, Italy]. 

Pneumonopathy caused by staphydococci was ob- 
wed by the author in 27 infants, 17 male and 10 
male, 8 days to 14 months old, during the y'ears 1954, 
)55, and 1956. Sixteen infants had empyema, 3 bi- 
teral; and 11 infants, 4 with hypertension, had 
^•opnenmothorax. Pulmonary' localization was on the 
ght side in 20 patients, on the left side in 4, and 
lateral in 3. Ten infants were obsers'ed during the 
inter, 8 in the fall, 5 in the spring, and 4 in the sum- 
er. Four infants had abscess, 2 otitis, and 1 peri- 
irditis. The leulcocyde cormt was high in all the 
fants. The erythrosedimentation rate was high in the 
infants in whom it was measured. The Staphylococ- 

is, which was always isolated from the pleural pus, 
as pyogenes var. aureus in 25 patients and pyo- 
mes var. albus in 2. Twenty'-three patients were 
eated n-ith antibiotics and 4 were subjected to sur- 
3ry. Best results were obtained in infants treated 
ith chloramphenicol. Very' good results were ob- 
ined in 3 infants treated u'ith ery'thromy'cin. Large 
3ses of antibiotics were used in Ml 2-3 infants. One 
fant was treated rmth antibiotics and sulfanilamide 
iven intravenously and 2 wth antibiotics and staphy'- 
•cocdc anatoxin. Vitamins and other drugs were given 
wording to need. The children that were operated 
a were subjected to pleurotomy' wth application of 
permanent drainage. The operation did not have 
lect on 1 child who was subjected to a direct inter- 
mb'on on the lung 3 day's after the first operation, 
en infants died: 2 of the 4 obsers'ed in 1954, 5 of the 
obsen-ed in 1955, and 3 of the 15 observed in 1956. 

OPHTHALMOLOGY 

buLar Metastases in Hutchison-Pepper Syndrome. 
^ K. Das Gupta and S. Roy. A. iM. A. Arch. Ophth. 
i:Si.l-S 3 i (June) 1957 [Chicago]. 

A 12-year-old boy was admitted to hospital with 
am, proptosis and chemosis of the right eye, and a 
ing on die left side of the face on May' 2, 1956. 
'0 ling abnormal was detected in the left ey'e. Gen- 
m examination led to die diagnosis of Hutchison- 
®Pper syndrome. The patient gradually became 


W'orse. Five days afcer his admission signs of portal 
hypertension appeared There was e.xtensor plantar 
response to the Babinslcy' test, showung also involve¬ 
ment of the spinal column. The Hver mass, jaxv sxveU- 
ing, and lump in the renal region, together wth the 
proptosis of the right ey'e, were gradually' increasing. 
The proptosis caused ulceration of the cornea, which 
sloughed out completely' wth e.xtrusion of the lens. 
The eye was enucleated. A sudden change occurred 
on Jtme 26, 1956. The swellings on the jaw, hver, and 
Iddney' regions regressed totally', except for a small 
nodule in the cheek. Proptosis was becoming reduced. 
There was nothing more unusual about the patient to 
be noticed. Howev'er, the nodule on the cheek, which 
had almost totally disappeared, began to increase 
again. Two other small nodules were noticed over the 
jaw on the left side on Sept. 22, 1956. Biopsy speci¬ 
mens showed the same malignant characteristics as 
were previously' found. At the end of October the 
patient’s condition deteriorated gradually’. Edema e.x- 
tended to the whole of the face and the scalp. Subse¬ 
quently', basal congestion developed on both sides, 
and the boy died on Jan. 12, 1957. Netnoblastoma of 
the adrenal gland with involvement of the liver and 
orbit and other metastatic deposits is uncommon but 
not a rarity'. No mention of involvement of structures 
of the eye in neuroblastoma of the adrenal gland 
could be found in literature. In the patient presented, 
metastatic deposits were found in the iris, ciliary' 
body, ciliary' processes, choroid, sclera, and optic 
nerx'e of the proptosed eye. The cornea could not be 
examined. 

The Eye Bank and Comeal Grafting Program. H. L. 
Ormsby’ and P. E. Basu. Canad. M. A. J. 76:919-921 
0une 1) 1957 [Toronto]. 

Thirty'-five keratoplasties have been performed by 
a research team including an ophthalmologist and a 
surgeon at the Toronto General Hospital. The opera¬ 
tions have been surgically' successful, and some im¬ 
provement in rision has resulted in most patients. 
Graft opacification caused by' a ty'pical antigen-anti¬ 
body reaction occurred in 1 patient wth conical 
corneas 6 weeks postoperatively, and delayed graft 
opacification occurred in 2 other patients wth in¬ 
terstitial keratitis. Eight eyes with conical corneas 
had successful full-thickness grafts, resulting in rision 
ranging from 20/20 to 20/40. In 10 patients wth 
severe recurrent metaherpetic keratitis, 10-mm. lamel¬ 
lar grafts were applied, resulting in visual improve¬ 
ment in all patients and complete remission of sy’mp- 
toms, and there have been no recurrences of the 
herpetic infection. A longer follow-up w'ill be neces¬ 
sary’ in the over-all group of 35 patients to establish 
the rirtue of grafting in various diseases, but at this 
time it is felt that the scope of keratoplasty' may be 
enlarged to include comeal scars caused by chem¬ 
ical bums, a major cause of comeal blindness in 
Canada. 
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THERAPEUTICS 


Trealraent of Polrnomry Tuberculosis by Vlomyciu 

S^Qo";™ .^^TtetracycHue. A. Pines. Tubercle 
38.189-193 (June) 1957 [London]. 


^^^omycin lias been used in those patients with 
chronic pulmonary tuberculosis in whom tubercle 
wemi resisted streptomycin, aminosalicylic acid 
(PAS), and isoniazid due to previous imbalanced treat¬ 
ment. Use of this antibiotic alone results in resistance 
within o or 4 months. The tetracycline group of drugs 
has some antituberculous action and has been used to 
avert resistance to streptomycin and isoniazid. The 
combination of o.vytetracycline and viomycin has been 
reported to have had little or no effect other than to 
pre\'ent deterioration (Tucker, 1954; Holland and 
others. 1936). In this series, viomycin and oxytetra- 
cycline were given daily. Those patients (15%) unable 
to tolerate oxytctracycline were given tetracycline in¬ 
stead. Following treatment, total cavitation was re¬ 
duced from 104 to 58 cm., well-being was improved, 
bacillary content was reduced considerably, and the 
erythrocyte sedimentation rate did not approach pre- 
treatment Ie\’cls. Of the 20 patients so treated, 1 died 
6 months after treatment was begun from uremia due 
to renal vein thrombosis secondary to amyloidosis. In 
4 of tlic patients there was no radiological change, 
previovis operation having failed in 2 of the 4 patients. 
In 5 of the patients there was little or no radiological 
improvement, subsequent operations being performed 
under this drug cover. In 5 there was moderate to 
considerable radiological improvement, and insurance 
operations considered necessary were successful in all. 
In the remaining 4 patients, in whom previous opera¬ 
tion had been unsuccessful, treatment succeeded in 
arresting the disease, allowing the patients to return 
to a comparatively normal life, with drug treatment 
continued. No major complication occurred during 
the 10 operations performed during the treatment 
period. Tiicre was no change in sensitivity of the 
culture to viomycin and very little change in sensitiv¬ 
ity to osytelracN’cline in those patients whose cultures 
were still positive after treatment. 


Fir-sl Therapeutic Experiences with Prednisolone 
ncmisuccinate Given Intravenously to Patients with 
Bronchial Asthma. F. Sicutcri and M. Ficini. Sett, 
med. 44:604-606 (Dec. 15) 1956 (In Italian) [Florence, 


Italy]. 

Prednisolone hcmisuccinate in a lyophilized form, 
dissolved just before use in 2 to 5 cc. of isotonic 
sodium chloride solution was given by one or more 
inlravenovis injections a day to 10 patients with bron¬ 
chial aslhmn. A dose of 25 mg. of prednisolone was 
uiven at each injection. Bronchostenosis was the first 
svmplom to be i«nucnced Eeioteion of «>■= 
was cDioiilclo in 8 patients, .and m *e othei - the 
symptoms svore maiVediy improved. The drug had a 
v'ertLipid elfect. Tlie objective and Eubjeebve symp- 


J.A.M.A., Sept. 25^ 

toms of 1 patient improved 20 minutes afic ft, 
lection Total remission followed after 
best effect was obtained within the first 12 to 
after the beginning of the treatment. This eLt 
It was partial, did not improve even after an 5 k 
4 to 48 hours of teit. Four pSstt 
the treatment had a very good effect in a 1 
time had been treated previomir with prednit" 
given by mouth The effect of the treataent i 
stabilized widi administration of 29 to 39 mp qI 
drug given by mouth in 4 patients. The simnjo 
reappeared in a mild form in all the remaini, 
tients after the treatment was suspended. Total 
mission of the symptoms followed whenever ffe'trc 
ment was repeated. The administration of pka 
did not cause objective or subjective changes ia j 
syndrome. The treatment was well tolerated in¬ 
patients. Irritation of the vein into which the 4 
was injected was not observed. One patient hac 
mild palpitation, another a mild psychic aYciiew 
Marked changes of blood pressure or of the k 
weight were not observed. The count of eosisoj- 
cells remained constantly low 2 or 3 hours after i 
beginning of the treatment. Increased diuresis v 
observed in 5 patients. 

Report on Experience with Treatment of Tuberculc 
with Cyanoacetic Acid Hydrazide (Reazide). A. Hoc 
Tuberkulosearzt ll:286-29'2 (May) 1957 (In Gerai 
[Stuttgart, Germany]. 

Three hundred patients, 280 male and 40 few 
between the ages of 15 and 60 years with pubon; 
tuberculosis were treated with cyanoacetic acidhjd 
zide (Reazide) for from 1 to 12 months, The da 
dose varied from 300 to 700 mg. (5 to 8 mg. per K 
gram of body weight). Daily doses up to 600 mg. w 
tolerated well without undesirable side-e0ects. 
tigo and headache necessitated reduction of the di 
dose to less then 700 mg. Treatment had to be to 
tinned during die first month in 46 patients (loi 
Fort)' patients were treated for more than 5 moni 
up to 1 year. Of the 300 patients, 134 had pioductn 
exudative or infilriating pulmonary tuberculosis, i 
had productive-eirrhotic pulmonary tuberculosis, a- 
62 were ti-eated with the drug postoperative!}’ aii 
pulmonary resection or were given combined co«ap 
therapy and cyanoacetic acid hydrazide therap)- 

Increase in weight resulted from freatmeri' _ 
cyanoacetic acid hydrazide in 226 
The erythrocyte sedimentation rate was ei 
creased or maintained at the normal F® " 
level in 192 patients (64%). An increase in 
which can be interpreted as a 
with regard to stabilization of r 

was observed in 122 patients (40'’)■ 
tients (25.3%) reverted ^ahwty m tb ^ 
cyanoacetic acid hydrazide therapy. „ 
grams revealed satisfactory results 
Is patients vvith active pulmonary tuberculosis- 
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best roentgenograms were unchanged in 70 patients 
59 . 47 c) and became worse in-40 (16.8%), and treat- 
nent had to be discontinued because of intolerance 
ti 16 patients (6.7%) of tliis group. In the 62 patients 
nth pulmonarj' resection, die condition of the re¬ 
naming lung appeared to be stabilized despite the 
iresence of residual tuberculous foci in 40 patients 
94.57i>); 12 patients (19.3%) had contralateral foci 
ihich remained unchanged postoperatively; 6 pa- 
ients (9.67c>) were therapeutic failures, and in 4 
latients (6.4%) treatment had to be discontinued be- 
ause of intolerance. Clinical and roentgenologic im- 
irovement thus were obtained by 50%> of the patients, 
lie mechanism of action of cyanoacetic acid hydra- 
ide is related to that of isoniazid. The inhibitory 
ffect e.xerted by the cyanoacetic acid hydrazide on 
he tubercle bacillus in intro is somewhat less marked 
ban that of tlie common chemotherapeutic agents, 
toeptomycin, isoniazid, and aminosalicylic acid are 
uperior to cyanoacetic acid hydrazide, but the latter 
nay be considered as an additional useful agent, par- 
icularly in patients unth poor tolerance of isoniazid 
ir in whom this drug is ineffective. 


llinical Experience and Experimental Studies -with 
folbutamide. J. \V. Craig and M. Miller. Diabetes 
1:280-287 (May-June) 1957 [New York]. 

Tolbutamide is a sulfonylurea compound. Its efiFect 
m the blood sugar level was studied in patients ivith 
iiahetes mellitus of vannng types and etiologies. A 
ilood sugar level-lowering effect of the drug was 
lemonstrated in a partially pancreatectomized pa- 
ient, but hiperglycemia and glycosuria were not re- 
luced by tolbutamide in a totally pancreatectomized 
natient who received a constant dose of insulin dur- 
ng the period of study. The drug was effective in 
lecreasing the blood glucose concentration in a pa- 
ient with Cushing’s sjmdrome, including diabetes 
nellitus, and in another patient vdth steroid diabetes 
■econdary to prednisolone administration. The drug 
ippears to diminish the endogenous formation of glu- 
;ose without altering the rate of utilization of admin- 
stered glucose. An inhibitory effect upon an antag¬ 
onist or destroyer of insuhn seems imlikely. The action 
)f the drug is not altered significantly by adrenal 
xirtical steroids. 


Oie Mechanism of Action of the Sulfonylureas in 
Jiabetes Mellitus. R. Levine and G. W. Sobel. Dia- 
oetes 6:263-269 (May-June) 1957 [New York]. 


. The autliors evaluated various hj'potlieses concem- 
oog the mechanism whereby certain sulfonylurea com- 
Jounds lower the blood sugar level. The exudence 
»lected since 1942 (when French obserx'ers noted 
oroiound hjpoglycemic states in patients ndth tj'phoid 
' ° '"’We being treated vdth a new sulfonamide 
Reparation) favors the xdew that these drugs stimulate 
e eta cells of the islands of Langerhans to secrete 
• ore insulin and perhaps also to produce more of 


the hormone. Furthermore, the sulfonylureas may un¬ 
der certain conditions influence the actixlW of the 
liver cells either by inhibiting the output of sugar or 
by reducing the actixdt}’- of the insuhnase system. The 
authors list the followung obserx'ations as e\idence of 
the pancreatic site of action: the ineffeetiveness of 
sulfonylureas in pancreatectomized animals and hu¬ 
man subjects; their ineffectiveness in exnscerated am- 
mals; cross-circulation data indicating the presence 
of an insulin-like substance; the hN'poglycemic re¬ 
sponse in hepatectomized animals; the correlation of 
effectiveness in human subjects udth the insulin con¬ 
tent of the panereas; the hx^poglycemie response from 
small doses injected into the pancreatic arterx'; the 
histological changes in the beta cells suggesting a 
stimulating effeet; the ineffectiveness in completely 
alloxanized animals vdth a deflnite hx'poglycemie re¬ 
sponse in partially alloxanized animals; the ineffective¬ 
ness in juvenile diabetics and in some adults with 
imstable diabetes; and finally the demonstration of 
some of the phenomena knoum to follow the injec¬ 
tion of insulin. 

An additional hepatic effect of the sulfonylureas is 
suggested b}' the following obserx'ations: the differ¬ 
ence in the rate of fructose-to-glucose transformation 
under the influence of the drugs; in xdtro studies in¬ 
dicating decreased glucose-6-phosphatase actix-ib' fol¬ 
lowing treatment with these drugs; failure to demon¬ 
strate in aU instances metabolic phenomena knoum to 
follow the injection of insulin; and an insulin potenti¬ 
ating effect in depancreatized animals given large 
doses of the drugs. In xiew of the fact that the action 
of the sulfonylureas becomes exddent generaUy in the 
presence of functioning beta cells or of exogenous 
insulin, it would seem that an influence on hepatic 
insulinase is more probable than a direct action on 
the enzjTues of glucose production. 

Clinical Experience xvith More than 100 Patients 
Treated with Orinase. S. J. N. Sugar. M. Ann. District 
of Columbia 26:293-296 Qune) 1957 [Washington, 
D. C.] 

One hundred thirW-one patients with diabetes 
mellitus were treated wath tolbutamide (l-butx4-3-p- 
tolyl sulfonylurea, Orinase). Of these, 4 were aged 
less than 20 years, 12 xvere between 20 and 39 years, 
61 were behveen 40 and 59 years, and 54 xvere be¬ 
tween 60 and 80 juars. The patients xvere hospitahzed 
and insulin therapy was abruptly stopped; 2.5 Cm. of 
tolbutamide was given the first day, 1.5 Cm. the fol¬ 
lowing day, and a maintenance dose of 1 Cm. daily 
thereafter. Blood sugar levels before and after break¬ 
fast were measrued each day, and quantitative estima¬ 
tion of glucose in 24-hom' urine specimens was 
performed. At the first sign of ketonuria, insulin was 
given. Control was considered good if the average 
morning blood sugar level was beloxv 200 mg. per 
cubic centimeter and the 24-hour urine glucose level 
was less than 15 Cm. If control appeared inadequate. 
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fn I 1 “"<> diKharged, to be 

followed in the outpatient clinic, 

salis- 

V ™“ess was observed in those 

^^lm had not received insulin previously but whose 
conditions were inadequately controlled with diet 
alone. Jicst results u-ere noted in patients over 40 years 
01 age wliose known duration of diabetes was less 
than JO }-ears and u'ho were taking less than 40 units 
of insulin. The e.vact method of action of tolbutamide 
IS not completely known. E.xperimental evidence indi¬ 
cates probable stimulation of the beta cells of the 
pancreas. No serious side-effects were observed. Most 
prominent was a tendency to gain weight. Tolbuta¬ 
mide is not a substitute for insulin. When ketosis ap¬ 
pears. insulin must be used. 

Oral Preparation of Antidiabetic Agents: Report of a 
Fatal Case. J. B. Field and D. D. Federman. M. Ann. 
District of Columbia 20:297-300 (June) 1957 [Wash¬ 
ington. D. C.] 

The authors report a case of fatal hypersensitivity 
to carbutamidc in a 4S-ycar-old woman with diabetes 
mcllilus of 3 yeans’ duration. Fasting blood sugar 
levels ranged from 202 to 230 mg. per 100 cc. of blood. 
Liver function tests were normal e.xcept for 14% 
bromsulfalcin retention in 45 minutes. During a con¬ 
trol period, the 24-hour glycosuria averaged 13.6 Gm., 
the fasting blood sugar level was 211 mg., and the 
postprandial blood sugar level was 232 mg. per 100 
cc. Carbutamidc was given for 7 days in doses of 2.5 
Gm, and then increased to 4 Gm. per day. Glycosuria 
decreased to 3 Gm. per daj', the fasting blood sugar 
level to 139 mg, per 100 cc., and the postprandial 
blood sugar level to 163 mg. per 100 cc. Tlie blood 
level of carbutamidc was maintained at about 15 mg. 
per cubic centimeter of blood. The patient was dis¬ 
charged on a regimen of 4 Gm. of carbutamidc per 
day. Urine tests for sugar at home remained negative. 
Eight days after discharge she noted fever, chills, 
anorexia, and back pain. Because of a urine sediment 
loaded with white blood cells, she was thought to 
have a urinary tract infection and was given an injec¬ 
tion of penicillin and streptomycin. In the course of 
the next 3 daj'S her s>anptoms disappeared. When she 
was seen again her blood sugar level was 126 mg. per 
100 cc. and the carbutamidc level was 13.6 mg. How¬ 
ever, the white blood cells numbered 2,500, with 21% 
eosinophils. Unsuccessful attempts were made to have 
her stop the carbutamide therapy. The next day she 

suddenly collapsed and died. 

Autopsy showed interstitial myocarditis with mfal- 
tration of eosinophilic polymorphonuclear leukocytes. 
The liver showed chronic inflammatory cells in the 
portal .ircis .md some militviy granulomas with ^nt 
cells. There was no caseation. The portal lymph 


Msinophihe polymorphonuclear infiltrate’^ Jl 
diagnosis was sudden death probably due 
sensitivity to earbutamide. The features .17'' 
leukopenia and eosinophilia are compatible *;S 
diagnosis. So far no deatlis have been 
tolbutamide, but this drug has not been led f 
long nor as widely as carbutamide. At prese 
exact place of these drugs in the armamentarium d 
the physician treating diabetes is not knom. 
of their potential toxicity and limited usefulness i.; 
patients who might well get along with diefan'coniro' 
alone, it is apparent that the long-sought oral antifc 
betic agent is yet to be found. 

Deaths Associated with Steroid Hormone Thenm 
An Analysis of 18 Cases. K. D. Allanby. Lanwi 
1:1104-1110 (June 1) 1957 [London]. 

^ Since cortisone and corticotropin are employed h 
diseases likely to be fatal, deaths may have been e- 
justly attributed to these steroid hormones. Detaif 
were collected on all deaths during treatment uill 
cortisone or corticotropin at Guy’s Hospital in ar 
attempt to decide whether the treatment was resp 
sible, how deatli occurred, and whether it might hau 
been prevented. The histories of 18 patients who (Ii'k 
during treatment are reviewed. No death during stih 
stitution therapy for Addison’s disease or hjpopitui 
tarism or following adrenalectomy or hypophysectoini 
for carcinomatosis was included. The author belie\fi 
that steroid therapy could be fairly blamed for 9 o! 
the 18 deaths and was probably responsible for i 
more. In 2 patients therapy has not been held respon 
sible, and it seems unh'kely to have played a part ii 
a fvurther 2. In tlie remaining 3, death was quite por 
sibly hastened or contributed to by cortisone or eorti 
cotropin. Infection caused most deatlis in this series 
at least 6 and possibly 7 of the 18, One of the mosl 
disquieting features of many of the recorded dcafe 
during steroid therapy is the suppression or masWn! 
of the symptoms and signs of infection. Patients ira; 
appear well despite active infection and may collapse 

suddenly. . u t, 

There is a serious risk of adrenal failure in panen 
who encounter added stress during steroid therap). 
Surgeons are often reluctant to continue homioof 
tirerapy when operation becomes necessary, uwa , 
on the grounds of delayed wound-healing, u 
risk has probably been overestimated, an ,mor a > 
it seems unlikely to be much reduced by stopp - 
cortisone administration only a day or two . 
operation. Equally, physicians may feel bound to w 
steroid treatment should infection 
wididrawal of cortisone, however, 
without endogenous corticotropin and, . 

nal failure is not inevitable, the ^ 

continue cortisone or ^mst fo 3 of 

much bigger doses, until the risk i P ' 
patients death followed intestinal perforatio . 
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ation of the colon complicated ulcerative colitis in one 
patient and divericulitis in another; and in the third 
patient perforation involved the terminal ileum af¬ 
fected by periarteritis nodosa. Though perforation 
usually occurs through a preexisting lesion in the 
gastrointestinal tract, steroid hormones can produce 
peptic ulceration in previously normal persons; and, 
tliough tlie exclusion of patients vdth an ulcer history 
from steroid therapy will diminish the chances of 
perforation, the risk remains. Steroid therapy ine\>ita- 
bly carries some risk, and regular and careful obsers'a- 
tion of all patients is imperative. 

PATHOLOGY 

Clinical and Anatorm'copathological Aspects of Pri- 
marj' Arterial Pulmonary Hypertension: Report on 3 
Recent Obsers’afa'ons. B. Caini and P. Panuccio. Sett- 
med. 44-.516-5S0 (Nov. 15) 1956 (In Italian) [Florence, 
Italy]. 

The authors report on 2 patients with primary pul¬ 
monary hj'pertension. The first patient, a 55-year-old 
woman, had a bronchopneumonia at the age of 25 
and again at the age of 42. The patient had dj'spnea on 
e.rertion, fainting spells, and acute and repeated pre- 
cordial pain for 37 years prerdous to the examination. 
The second patient, a 37-year-old woman, presented 
dyspnea on exertion and continuous and sharp pre- 
cordial pain for 7 years prerdous to examination. The 
patient was cyanotic for a short period prior to the 
examination. A marked diastolic murmur in the third 
intercostal space, accentuation of the second pulmonic 
sound, and diastolic thrill were heard on auscultation 
in both patients. Roentgenologic examination showed 
a marked prominence of the pulmonary^ arch in the 
left profile, an enlarged ventricular shadow, a normal 
left atrium, and a marked shadow of the large 
branches of the pidmonary artery near the hilus. A 
marked ectasia of the large arterial trunks was ob- 
ser\'ed after introduction of a contrast medium; the 
small branches became slightly opaque. Catheteriza¬ 
tion of the heart showed hypertension in the whole 
vascular pulmonary' tree. The 55-year-old patient died 
and was subjected to autopsy'. Lesions of the arterial 
pulmonary' circulation were noted. 

ActiWty of Alkab’ne Serum Phosphatase in Patients 
vitli Tumor Metastases. M. L. Meischke-de Jongh, 
H- B. A. Hellendoom and J. Gerbrandy'. Nederl. 
tijdschr. geneesk. 101:859-862 (May 11) 1957 (In 
Dutch) [Haarlem, Netlrerlands]. 

Alkaline serum phosphatase activity' is often in¬ 
creased in patients wth skeletal or hepatic disorders. 
Tumor metastases in the bones and in the liver are 
mso frequently accompanied by an increase in the 
alkaline phosphatase, content of the serum. In order 
to obtain more information about the diagnostic value 
0 the alkaline phosphatase content of the serum, the 


authors made studies on 437 patients with carcinoma 
and on 93 patients without malignant tumors. The 
alkaline serum phosphatase level in the 93 patients 
ranged from 1 to 7 Bodansky' units. Of the 43/ pa¬ 
tients with carcinoma, 354 had no signs of hemato¬ 
genic metastases, but about 505o of them had lym¬ 
phogenic metastases. It was found that 34 of the 354 
patients (9.6%) wthout hematogenic metastases had 
alkaline serum phosphatase actix'ity' in e.xcess of 7 
Bodansky' units. Metastases to tlie ly'mph nodes did 
not seem to influence the level of alkaline phosphatase 
in the serum. Of the 83 carcinoma patients who had 
ex’idence of hematogenic metastases chiefly' in the 
bones and in the liver 51 (61%) had an alkaline phos¬ 
phatase activ'ity' exceeding 7 Bodansky' units, and in 
36 of these it was over 8 Bodansky' units. The alkaline 
serum phosphatase level was higher on the average 
in those wth osteoplastic than in those wth osteolytic 
metastases, but the difference was not statistically 
significant. The authors conclude that tiie determina¬ 
tion of the alkaline serum phosphatase activity' is 
valuable in detecting metastases in the bones and in 
the liver. 

Serum Enzymes in Muscular Dystrophy and Certain 
Other Muscular and Neuromuscular Diseases. C. M. 
Pearson. New England J. Med. 256:1069-1075 (June 6) 
1957 [Boston]. 

The enzyme glutamic oxalacetic transaminase, here¬ 
after referred to as transaminase, is wdety distributed 
in animal tissues and is found in greatest concentration 
in skeletal and cardiac muscle. Normally, this enzyme 
is exclusively intracellular, as only a small amount is 
present in the circulation, although destruction of 
tissue w'ill cause added amounts of enzyme to be lib¬ 
erated and appear in the serum. An increase in serum 
enzyme activity is indicative of ceUtJar destruction 
and is the basis for a reliable laboratory' determination 
of myocardial infarct or necrosis of the liver. In a 
series of 8 patients wth progressive muscular dys¬ 
trophy the senun transaminase level was elevated in 
47%. Dh’ision of the patients into 2 groups by age 
showed that 90% of those 18 years or y'ounger had 
elevated transaminase levels, whereas the reverse 
(normal to subnormal serum levels) was true of those 
over 18. No significant correlation e.xists wth regard 
to transaminase level and the duration of the patho¬ 
logical process. Likewise, no direct correlation is ap¬ 
parent between transaminase levels and the severity 
of the disease, in that studies have shown that normd 
transaminase levels persist at both ends of the spec¬ 
trum. A relationship betiveen transaminase level and 
the estimated rate of dystrophic process is depicted, 
as is a finer correlation between elevated enzy'me 
levels and the presence of pseudohypertrophy'. Pa¬ 
tients xvith secondary or neural musciJar atrophy, in¬ 
cluding amytrophic lateral sclerosis, chronic poly¬ 
neuritis, peroneal muscular atrophy, and extensive 
pohomyehtis, all showed normal transaminase levels. 
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aldolase level in a 

tronhv T^l of children with multiple dys- 

tropl y The persistence of high serum enzyme levels 

nnnri T- \ ’ ^ystropliy suggests that a 

continuously high degree of striated muscle damage is 
constantly occurring over a longer period than pre- 
wously suspected. The differentiation of primary and 
.secondary (neural) muscular diseases has been 
ac ucycd, as an increased level of ti-ansaminase, heart 
and liver disease e.xcluded, is indicative of a primary 

^evel would eliminate the pos¬ 
sibility of primary myopath)' with any significant rate 
of progress but would not rule out the presence of 
dystrophy. An elevated transamina.se level is an early 
guide to the cllicacy of trial therapeutic measures as 
well as a valuable diagnostic tool. 


Se.x Cliroinalin in Choriocarcinoma (Chorioepitheli- 
oma) and in Carcinoma of the Skin. W. W. Oosterhuis 
and I. S. Levij. Ncderl. tijdschr. geneesk. 101:901-903 
(May IS) 1957 (In Dutch) [Haarlem, Nedierlands]. 

The follou’ing question prompted this investiga¬ 
tion: is the sex chromatin detectable in choriocar¬ 
cinoma, and, if so, is there a relationship between die 
sex chromatin in the neoplasm and the sex of tlie fetus 
of the pregnancy preceding the development of tlie 
choriocarcinoma? The authors first searched for die 
sex chromatin in 100 .skin carcinomas, 50 from men 
and 50 from women. In 97 of the patients die sex 
chromatin of the skin tumor was identical with diat 
of the host. In 3 cases, so little sex chromatin could 
be found in the tumor cells that it was assumed die 
patients were male when in reality they were women. 
Studies were then made on 5 of 9 choriocarcinomas, 
the specimens of the other 4 being inadequatelj' pre- 
ser\’cd for study. The histories of the 5 women indi¬ 
cated that in 2 of them the choriocarcinoma developed 
after the birth of male fetuses; in these women the 
sex chromatin of the tumors was male. Studies were 
made also on choriocarcinomas discovered in 7 men 
at autopsy. The cell nuclei of 3 of the tumors showed 
the female sex chromatin and the others die male sex 
chromatin. The authors point out that this corresponds 
to results of studies on teratoma of the testis, about 
50% of which show a female nuclear structure. 

A Case of Stevens-Johnson Syndrome Which Occurred 
After a Smallpox Immunization. Y. Boquien, D. Her- 
vouet, G. Dauphin, R. Lhermitte and C. Robin. Presse 
med. 65:956-958 (May 22) 1957 (In French) [Paris]. 

A paHent presenting a Stevens-Johnson syndrome 
was referred to the authors 48 hours after a srnallpox 
immunization. The tentative diagnosis of the referring 
physician was eidier smallpox or a general reaction to 
vaccinia. Treatment with erythromycin and cortisone, 
combined with a massive rehydration, proved ettec- 
tive No secondary infection of the skin occurred. 
There were no ocular complications. Convalescence 
was rapid, and tliere was no recurrence. Stevens- 
Johnson syndrome nosologically is often classified 
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wrong. Its first description as ectodermis ems 
plurionficiahs was made by Fiessineer S 
They pointed out the connection of Stevens u " 
syndrome with erythema multiforme, the peci£!!' 
fluent character of this eruption, the grave d 
don of the general condition, and the import I 
dehyclradon. Its symptoms are sometimes conta 
with Reiter s disease or Behcet’s disease. StevensS 
son syndrome is not well known. In this case tli ret 
a correlation bedveen the smallpox immunization and 
the imhal signs of the disease. The h)'potliesis of 
allergy is not convincinp. Binh-nr.; cm L. i1 


allergy is not convincing. Biotropism seems to be t!i^ 
most acceptable explanation. The autiiors have tk 
impression that Aureomycin has brought the best re¬ 
sults thus far, despite the fact that tliey employed 
erj'tliromycin and cortisone. The combination of wr- 
ticosuprarenal hormones with polyvalent antibiotics 
and the restoration of the hydric and electrobtic 
equilibrium will probably improve the prognosis in 
even the severe cases, 


Susceptibility of Enterococci and of Hemolj’lic Strep¬ 
tococci of Groups A, B, C, and G to Five New Anti¬ 
biotics in Viti-o. W. F. Jones and M. Finland. Am. J. 
Clin. Path. 27:528-533 (May) 1957 [Baltimore]. 

As part of a general study of the changing patterns 
of resistance of common bacterial pathogens to vari¬ 
ous antibiotics and during the study of 5 new anti¬ 
biotics, it became of interest to determine tlie in utro 
susceptibility of various patliogenic streptococci to 
tliese new agents. The results of tests for the in ntro 
susceptibility of recently isolated strains of specifically 
grouped sb'eptococci to the 5 new antibiotics and 
erytliromycin are presented graphically. Weight for 
weight, erytliromycin was tlie most active and cyclo¬ 
serine tlie least active; novobiocin was appreciably 
less active tlian the other 3 antibiotics studied, namely, 
oleandomycin, spiramy^cin, and streptogramin, each of 
which e.xhibited some cross resistance with erytliromy- 
cin. Of tlie 3 erythromycin-like agents, spiramycin was 
tlie most active against enterococci and streptogramin 
against tlie strains of other groups; oleandomycin ha 
an intermediate activity against all of the ^onp5 
tested. Sti-ains of groups A, B, C, and G ranked in a 
order in their susceptibility to streptogramin an 
cycloserine; otherwise, there did not seem to be an) 
relation between (1) the specific groups of hemoh i 
streptococci or tlie species of enterococci 
streptococci) and (2) the susceptibility to eaci 
antibiotics included in this study'. 

The Thymol Turbidity Test in SMeeniug of Bl»i 
Donors. E. E. Jennings, W, M. Hindman, B. I 
others. Am. J. CUn. Path. 27,489.502 (May) 19o/ (B* 
more]. . 

Blood ti-ansfusions involve the f j ^creen 

velopment of serum hepatitis, Respite effort 
blood donors by medical history P . egard 
tests. Owing to the widespread confusion i 
to the usefulness of a hepatic function test 
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screening of blood donors, the present study was be- 
irun with die hope that the observations would pro¬ 
vide a means of determining whedier the risk of 
serum hepatitis is increased when blood is transfused 
from donors who have significandi' elevated tb\Tnol 
turbidih’ values. For the purpose of this study, an 
elevated thimiol turbidiU’ level was defined as that 
in e.xcess of S Shank-Hoagland units. Blood from 
donors whose values for divonol turbidiU' e.xceeded 
this level was referred to as having come from “high 
thiTnol” donors. The test that was used is a modifica¬ 
tion of diat described by De la Huerga and Popper- 
TluTnol turbidit}' tests were performed on blood from 
14,755 donors. Serum from 567 of these persons bad 
values for thionol turbiditv' that were greater tlian S 
Shank-Hoagland units (3.8%). Follow-up e.xaminations 
of 193 recipients of whole blood from donors x\dth a 
thiTnol turbidit\' level greater tlian S units revealed 
10 patients ndth serum hepatitis and 5 wath possible 
semm hepatitis. In a control group of 603 recipients 
of blood from donors whose values for thxTUol tur¬ 
bidity of serum were normal or not knonm, follow-up 
examinations revealed no instances of serum hepatitis 
and 2 instances of possible hepatitis. The autliors be¬ 
lieve that tlie hazard of serum hepatitis is greatly in¬ 
creased when blood is transfused from donors whose 
serums have significantly abnormal values for thxTnol 
turbidih'. 

Histamine Inactivation Power of Blood Serum in Rheu¬ 
matic Fever. J. L. Parrot, P. Mozziconacci, C. Dane- 
latos and C. Laborde. Semaine hop. Paris 34:2157- 
2159 (June 6) 1957 (In French) [Paris], 

An attack of rheumatic fever is accompanied by a 
considerable reduction in histamine inactivation power 
of blood serum. This seems to be related to the pa¬ 
tient’s reactional capacity" rather than to the strep¬ 
tococcic infection. Low histamine inactivating power 
seems to persist in patients udth cardiac involvement. 
Tire histamine inactivation power is normal in cases 
uncomplicated by cardiac involvement, as in patients 
with mitral lesion but without prexdous rheumatic 
fever. The absence of histamine inactivating power of 
blood serum was found in Bouillaud’s disease, asthma, 
urticaria, Quincke’s edema, eczema, migraine, and 
acute gastric and duodenal ulcer. The study of the 
xariaHon of the histamine inactivation effect can, udth 
certain limitations, be added to other biological tests 
that help indicate the diagnosis and possibly the 
prognosis of Bouillaud’s disease. The authors obserx’ed 
tile histamine inactivating power of blood serum of 
0 patients (52 children, 8 adults) with rheumatic 
e\er. Twent\’-five patients wdtli the first rheumatic 
attack had a verx’ low rate of histamine inactivating 
poner. up to 5%; 10 patients wdth progressive rheu- 
wahc fever had a low rate, between 5 and 10%; IS 
patients with static rheumatic fever had a rate below 
normal, behveen 5 and 20%; 7 patients xxtith static 
f euniatic fever and no cardiac lesions had a normal 
f a ightly lower than normal rate, between 20 and 


30%. The authors are unable to say whether the varia¬ 
tion of the histamine inactivating power proves that 
an attack of rheumatic fever is an allergic reaction 
predisposing to rheumatic fever; that is, whether the 
variation in the histamine inactivating power is the 
effect or the cause of the disease. In the absence of 
allergic antecedents, such as asthma, eczema, or urti¬ 
caria, the study of the rate of histamine inactivating 
power variation can help in the diagnosis of the artic¬ 
ular or cardiac rheumatic attack. This study adds 
arguments to the theory' tliat rheumatic fever is an 
allergic reaction to the streptococcic infection. 

RADIOLOGY 

Congenital Malformation of the Renal Artery', a Cause 
of Hj’pertension. F. Isaac, T. H. Brem, E. Temkin and 
H. J. Momus. Radiology' 68:679-687 (May') 1957 [Sy'ra- 
cuse, N. Y.]. 

Although the validity' of Goldblatt’s e.xperiment 
showing that interference wth the renal arterial blood 
flow through one or both kidney's can result in sus¬ 
tained hypertension has been opposed by' some in¬ 
vestigators, there is general agreement that there are 
at least certain forms of renal disease which definitely' 
represent the human counterpart of the experimental 
renal hy'pertension of Goldblatt. 'The authors ob- 
serx'ed 3 patients in whom hy’pertensive disease was 
associated xx'ith congenital malformation of one or 
both renal arteries. In the 2 in whom the malforma¬ 
tion was unilateral, significant improvement is be¬ 
lieved to have been achieved by nephrectomy. The 
incidence of such cases is probably' higher than might 
be inferred from the literature. TTie malformation 
may' take die form of a cirsoid angioma, gh'ing rise 
to a characteristic deformity' of the ureter by' which 
its presence can be suspected on the excretory' uro¬ 
gram. This, in turn, furnishes an indication for ab¬ 
dominal aortography', by' which the diagnosis can be 
definitely' established. If the disease is unilateral, the 
condition may' be amenable to surgical cure by' ne¬ 
phrectomy'. It is assumed that the degree of improve¬ 
ment following nephrectomy' is inversely' proportional 
to the length of time that hy'pertension had e.xisted. 
It is emphasized, therefore, that consideration be 
given to this possibility' at the first discovery' of “es¬ 
sential” hy'pertension, particularly in the young adult. 

Gastrointestinal Roentgen Findings Due to Untoward 
Effects of Hexamethonium. I. K. Ettman, C. D. Bou- 
chillon and H. H. Halford. Radiology' 68:673-678 
(May') 1957 [SyTacuse, N. Y.]. 

Hexamethonium as a ganglionic blocking agent in- 
liibits the transmission of nerx'e impulses through both 
sy'mpathetic and parasympatbetic ganglions of tbe 
autonomic nerx'ous system. It causes generalized 
vascular relaxation, dilatation, and hypotension. In 
the gastrointestinal tract it produces gastric hy'po- 
tonicity' and hy'posecretion of both the acid and 
mucous elements and has therefore been used in the 
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in the 

notnnh^r f interesting problems and 

potentmi ])azards involved in the use of hexametho- 

mum. They present the histories of 3 patients to show 
Uie value of roentgenography in die early detection 
of untouwd effects of hexamethonium on the gastro¬ 
intestinal tract. Gastric retention and adynamic ileus 
arc the more serious complications resulting from 
treatment with hexametlionium. Suppression of secre- 
tion and motilit)' in tlie stomach may cause retention 
of food particles, simulating gastric neoplasm. It is 
possible that toxic amounts of the drug may ac¬ 
cumulate in tile stomach and either be released into 
the duodenum in an unpredictable fashion or vomited, 
thus doing tlie patient no good and making evaluation 
of the dosage schedule difficult. Adjmamic ileus is 
almost certain to ensue if supportive measures are not 
instituted early and adjusted according to tlie needs 
of the individual. The more severe cases may simulate 
organic obstruction. A simple scout film of the abdo¬ 
men demonstrates the changes produced by the drug, 
frequently before clinical manifestations develop. 
With constant attention to and control of untoward 
reactions in the gastrointestinal tract and otlier body 
systems, the continued application of tliis useful ad¬ 
junctive drug in the treatment of hjTpertension is 
justified. 

ANESTHESIA 

Rc-ei’aluation of Parai'crtcbral Lumbar Sympathetic 
Block in Treatment of Peripheral Vascular Disease. 
D. L. Crandcll and W. G. Page. Anesthesiology 
18:454-460 (May-June) 1957 [Philadelphia]. 

Skin temperature studies were utilized to compare 
the effectiveness of sympathetic block and sympa¬ 
thectomy with 2 relatively new adrenolytic and sym¬ 
patholytic agents in producing vasodilatation in 208 
patients with peripheral vascular disease of the lower 
extremity', 20 of whom had Rajmaud’s disease, 6 
phlegmasia cerulea dolens, 61 acute thrombophlebitis, 
IS thromboangiitis obliterans, 89 arteriosclerosis ob¬ 
literans, 4 sudden arterial occlusion, and 10 postphle- 
bitic syndrome. Tlie adrenolytic agent, azapetine 
(Ilidar) phosphate (1 mg. per kilogram in 250 cc. of 
sodium chloride solution) and the sympatholytic agent 
trimethaphan camphorsulfonate (Arfonad) (2 mg. per 
kilogram in 250 cc. of sodium chloride solution) were 
administered intravenously until the maximal response 
was obtained or adverse side-reactions occurred. 
Pai-avertebral lumbar sympathetic block was per¬ 
formed with the single-needle technique, with inser¬ 
tion at the level of the second lumbar vertebra and 
injection of 30 cc. of 0.15% tetracaine hydrochloride 
Evidence of complete sympathetic blockade and 
sympathectomy was determined by the disappearance 
of the sympadiogalvanic reflex. , . „ 

Tlie intense vasospasm observed m Raynaud s 
disease showed a much greater 

pathetic bloch than from the vasodilating drugs. In 
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patients with thromboangiitis obliterans • 
varying degrees of vasospasm and organic 11’*' 
^n, the resets were better with sympatlietic bl J 
The results of sympathetic block and the vai' 
mg drugs were similar in the patients vith a2’ 
osclerosis obliterans. Sympathetic inhibition of t 
lower extremity which is produced by sjanpaiheii; 
block more accurately determines the degree of vasci 
consriictor tone and is a valuable aid in the diSerenfe 
bon between vasospasm and organic obstruction h 
arteriosclerosis obliterans with normal vasoconstiidor 
tone positive rcsults with sympathetic block wbete 
comparable with postlumhar sjonpathectomy studies 
Negative results wth sympathetic block were attiii 
uted to little or no vascular tone or to the slow pro¬ 
gressive development of collateral circulation wtl) 
may follow surgical sympathetic inhibition. Evidence 
of vasodilation in extremities effected by severe, 
chronic arterial occlusive disease was much less im¬ 
pressive. Digits revealing a decrease in temperature 
and increased pain after sympathetic block may 
come gangrenous after sympatliectomy. Symipathec- 
tomy is contraindicated when this phenomenon occurs, 
Sympathetic block was most effective in diagnosis 
(presence or absence of spasm), prognosis (to deter¬ 
mine the potential effect of a surgical sympathectomy), 
and in treatment (traumatic or infectious spasm). Thus, 
even with the advent of newer sympatholytic and 
adrenolytic drugs an adequately performed sympa¬ 
thetic block continues to be a valuable tool in tbe 
anesthesiologist’s armamentarium in the management 
of peripheral vascular disease of the lower e.\’tremity. 

Evaluation of Electrocardiography During Congenital 
Heart Surgery. R. M. Smitli and H. P. Wiley. Anes¬ 
thesiology 18:398-412 (May-June) 1947 [Philadelphia]. 

Electrocardiographic tracings were taken durii^ 
103 operative procedures, 17 of which were perform^ 
for patent ductus arteriosus, 15 for coarctation of the 
aorta, 21 for atrial septal defects, 37 for tetralogy of 
Fallot, and 13 for pulmonary stenosis. Hypothermia oi 
byfpass techniques were not used in these operations 
Tire anesthetic agents used included cyclopropane 
cyclopropane-etlier, nitrous oxide-ether, and nitrovs 
oxide, thiopental, and curare. Preoperative medicatio 
consisted of pentobarbital sodium, , 

meperidine, and ati-opine or scopolamine. No patiu 
was digitalized in preparation for operation, but man 
of tliose with atrial septal defects were given qumidi 
to reduce myocardial disturbance. Calcium 
was used as a cardiac stimulant during tlie co r 
several operations. Electrocardiograms were obta 
in all patients just before the operation; dunng 
start of the operation, opening of the pleural . 
mediastinal dissection, clampmg 
vessels, entering the pencardmm an 
lotomy, periods of rapid blood loss or 
Sion, closure of the pleural cavity, pf the 

gery, and extubation; and after comp 

operation. 
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Of the 103 patients studied, only 11 showed normal 
reoperative electrocardiograms. The abnormalities 
\own bv the electrocardiograms in the remaining 92 
atients consisted of a.vis deviation, ventricular h\'per- 
nphy, and bundle-branch block. During the surgical 
iten'ention the electrocardiographic tracings were 
jffular throughout in 39 patients, sinus tachycardia 
'as obsen'ed in 58, ST deviation in 10, auriculoventric- 
lar nodular rh)'thm in 21, avu-iculoventricular block 
1 5, ventricular premature contraction in 37, ventricu- 
ir paro.xysmal tachycardia in 6, sinus arrest in 3, and 
entricular fibrillation in 2. Thus a variety of arrhx'th- 
lias were obsers'ed, and their occurrence varied con- 
iderably with the primary cardiac defect as well as 
nth the t\'pe and phase of the operation. From a 
ractical standpoint, most of the arrhj'thmias seemed 
f little importance with the exception of such terminal 
racings as sinus arrest and ventricular fibrillation. In 
latients with these arrh^ihinias, clinical observation 
sually preceded electrocardiographic changes. Elec- 
rocardiography was of definite value in a few pa¬ 
tents, especially in differentiating sinus bradycardia 
Tom auriculoventricular block and aiuricular tachy- 
;ardia from the more serious ventricular tachycardia, 
n many patients the conduction defects and arrhyth- 
nias found were clinically unimportant, nonspecific, 
)r so late in appearance that the underlying problem 
vas already obvious. Consequently, the value of the 
dectrocardiogram seems limited. In the presence of 
jree.'dsting myocardial weakness, however, and during 
)perations involving direct stimulation of the heart 
aich a vahailotomy and atrial septal closure, sufiBcient 
nformation was gained by electrocardiography to 
nake its use definitely advisable. 

^ Study of the Cardiovascular Changes During Cool¬ 
ing and Rewarming in Human Subjects Undergoing 
Total Circulatory Occlusion. E. Blair, R. R. Austin, 
3. G. Blount Jr. and H. Swan, J. Thoracic Surg. 
33:707-718 (June) 1957 [St. Louis]. 

The authors report cardiovascular observations 
made in the operating room throughout the course of 
intracardiac surgery' in 23 patients between the ages 
of 3 and 35 years, subjected to general hypothermia 
'dtli si^oid temperatures betxveen 26 C (78.8 F) and 
31C (87.8 F). Thirteen patients were operated on for 
interatrial septal defects, 3 for Tetralogy of Fallot, 6 
or pulmonary' valvular stenosis, and 1 for infundi- 
ular pulmonary stenosis. After premedication with 
meperidine (Demerol) hydrochloride and scopolamine, 
e patient was anesthetized xvith ether and a no. 18 
ournand needle was placed into the brachial artery, 
polyethylene catheter was introduced by way of 
* anticubital vein into the subclavian vein or superior 
J^na cava. Pressures were transmitted to a recorder, 
ana "’OS then placed into a tub of tap water 

a lo the neck. Ice was added to the water, 

141 ^^piporature of the bath soon dropped to 5 C 
1 or lower. When the desired level of tempera- 
6 "as reached, the patient was lifted out of the 


tub and onto the operating table. When the actual 
procedure within the heart had been accomplished, 
rewarming by short-wave diathermy was instituted. 
Attempts were made to determine heart rate, blood 
pressure, and venous pressure during the induction 
and initial stage of hypothermia, total circulatory oc¬ 
clusion, release of occlusion, and rewarming. 

On cooling there was a transient elevation in blood 
pressmre, followed by a fall which did not reach its 
maximum until 30 minutes after the sigmoid tempera¬ 
ture had reached its lowest point. The pulse rate fell 
progressively with cooling, and the temperature and 
the pulse rate reached their lowest levels simultane¬ 
ously. Blood pressures and pulses were lost to ausculta¬ 
tion and palpation at varying points dmring cooling; 
at the times of the “chnical disappearance” both blood 
pressure and pulse rate were quite adequate, as 
demonstrated by direct measmements. The mecha¬ 
nism of the “chMcal disappearance” is beheved to lie 
in the physical state of die large arteries, which be¬ 
come rigid once the blood begins to cool. The magni¬ 
tude of occasional changes in blood pressure and 
heart rate varied considerably between patients and 
appeared to have no direct relationship to the age of 
the patient and the tjqie of the heart disease. Venous 
pressure rose on cooling and remained elevated. As 
the blood cools, the same constrictive effect seen in 
the arteries occurs in the veins. Under those circum¬ 
stances the flexibility of the venous reservoirs is lost 
and volume changes are reflected in rising pressure. 
It is not clear why venous pressure remains high dur¬ 
ing rewarming when cardiac output is actually in¬ 
creasing. During total circulatory occlusion, the blood 
pressure fell, the heart rate (after neostigmine injec¬ 
tion) slowed abruptly, and venous pressure at first 
rose and then fell in some patients. After return of 
circulation, an immediate overshoot of blood pressure 
occurred, while venous pressure dropped abruptly. 
During rewarming, all the circulatory signs returned 
to w>thin normal hmits at 34 C (93.2 F). Cardiovascular 
reflexes governing the circulation appear to be intact 
and adequate in man undergoing hj’pothermia in the 
range of 26 to 31 C. 

The Utilization of Fog as a Therapeutic Agent. R. M. 
Tovell and D. M. Little Jr. Anesthesiology 18:470-479 
(May-June) 1957 [Philadelphia]. 

Ninety patients with various disorders of the res¬ 
piratory tract such as laryngotracheobronchitis in 63, 
poliomyelitis in 20, asthmatic bronchitis in 2, pneu¬ 
monitis in 3, and edema of the larynx in 2 were treated 
by the use of a form of humidification provided by 
the installation of a natural fog generator in a fuU- 
sized patient room. Treatment periods ranged from 
less than a day to almost a month. Fog consists of 
finely divided water droplets in supersaturated air 
and is formed by the condensation of these very smaU 
air-bome droplets from the vapor state. These droplets 
reach the terminal bronchioles and penetrate to the 
alveoli themselves. The supersaturated atmosphere 
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provides more moisture in terms of grains of water 
per pound of dry air tlian other methods of humidifi¬ 
cation in common clinical use; 10% excess moisture or 
supersaturation in die temperature range of 70 to 75 F 
(21 to 24 C) is the average obtained in the “fog room.” 
The fog room tlius provides a supersaturated atmos¬ 
phere, at comfortable and controllable temperatures, 
in an area that is large enough to permit adequate 
nursing care and to prevent the development of a 
sense of claustrophobia in the patient 

Results obtained with the use of “cold” humidifica¬ 
tion as treatment for acute laryngotracheobronchitis 
have been particularly satisfactory, since it has been 
possible to prevent secretions from drjmg, becoming 
tenacious, and further obstructing respiration. It has 
also seemed probable that in some patients it has been 
possible to avoid performance of tracheotomy because 
of the therapeutic results obtained in the fog room. 
Tlic importance of humidification for the patient witli 
a tracheotomv has been impressively emphasized by 
the group of patients with poliomyelitis requiring care 
in a respirator located in the fog room. Therapy of a 
supersaturated atmosphere helped to prevent the sinis¬ 
ter complication of crusting of secretions in the air 
passages of these patients. The control of temperature 
provided in the fog room proved to be a significant 
asset in the management of poliomyelitis, particularly 
when the hyperthermia inherent to the pathological 
process was accentuated by high environmental tem¬ 
perature occurring during summer months when the 

disease was prevalent. , , , , r „ 

This latter e.xperience formed the basis for 

ing the natural fog generator to 

lively drv atmosphere and to utilize it to combat 
hyperthermia and to produce a moderate hpotheimu 
91 or 92 FI in 5 neurosurgical patients "'ith midbrain 

llamagc caused by head injury, the | 

of suniical intervention, and, in 1 patient encepliai t 
of unsown origin. Results suggested that prolonga- 
Irof Me has been faeilitaied thereby in several of 

these patients. 

Med 57:1922-1924 Oune 1) 1957 [New Yor ), 

While many l-raftrclImrSnete 

^ f p’e“riod*of in'Sge doses, the 

SorTo? tlb ;^er 

even after small nresented in whom jaundice 

tories of 3 patients a p 
developed after doses o 45, J 

of these patients was to a gall¬ 
ing liver disease^ T .^viously but showed no 

bladder operatic 3 7. the ensuing years 

signs of biliary bac isaM^ llorpromazina had 
until her py®sen function studies m 

been administered. All the uv literature 

o' i™"- 

dlSt small doses of ohlorproma.me. 
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Recently it has become an almost routine pt- 
cedure in some institutions to administer dilorpioiT. 
zine parenterally in order to diminish preopetaliv^ 
sedative requirements and postoperative nausea ae-J 
vomiting. The effective initial dose seems to be 3 b 
50 mg. It is evident that, since small doses are capable 
of producing jaundice, patients who have undergote 
abdominal surgical procedures and, more particular]!, 
biliary tract manipulation might develop jaundia 
from toe chlorpromazine rather than from the opera¬ 
tion. In addition, confusion mirrlit arise in those ia- 
stances of jaundice where both chlorpromazine and 
blood or plasma have been administered. 


PUBLIC HEALTH 

Clinical and Epidemiological Obser\'ations on Dengue 
Fever in Queensland, 1954-1955. R. L. Dohert)’. M. j, 
Australia 1:733-756 (June 1) 1957 [Sydney]. 

An outbreak of dengue occurred in the area sersed 
by toe Innisfail Field Station of toe Queensland Insti¬ 
tute of Medical Research from March, 1954, to Mi^\ 
1955, The clinical and epidemiological features of la 
oatients referred to the field station whose 
was diagnosed as dengue fever are analysed. The 
disease presented as a febrile illness lasting from 2 o 
7 davs, wito headache and muscular pains and with 
marked prostration in the more severe cases, hymp 
node enlargement was the commonest abnormabj^ 
Rash, bradycardia, and biphasic temperature chart 
were seen in a number of cases, but many ha n 
specific clinical features. The demonstration o ®- 
plement-fixing antibodies m ^igmficant Wer aga«« 
antigens of toe dengue group (pa^cu aj « 

SX”: StXfa h^h incidence i. 

invasions of Queensland by dengue. 

Salmonellosis to Massachusetts: A **“*’^1 

pe,ience. R. A. ,Macaeady ]. R ^ ^« 

Saphra. New England J. Med. 256.11-1 

^In^nalysis of 2.625 ‘‘“bnondla 

50 different types. S. W”™ f„iin,ved by S. 

nuent of all species recovered, tol g, and 

S S. newjort, S. o«nmnbf . ; „. 

S. baieilty. The ^'g^^^vhen they »»« 

|t"dl-madeinthelow.on.h.fr 
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- uan'. A substantial number of recoveries, however, 
Cvas made in all months. The seasonal variation of S. 

j-phi recoveries closely paralleled that of the other 
i' Tpes. The infection rate was higher in children than 
l-'n adults and was especially high in the first year of 
T ife. The gastroenteritis sjmdrome of diarrhea with or 
'vithout fever was present in 70% of all patients and 
'' he hpboidal septicemic sjmdrome in only 6%. With 
■ >. parahpbi B these 2 sjmdromes were about equally 
T-equent. The Uphoidal septicemic sjmdrome was 
‘ aresent in 55% of tlie patients wth S. choleraesuis 
'nfection and the gastroenteritis sjmdrome in 26%. The 
.nfection rate from Salmonella organisms other than 
3. hphi was 1.4%>; in the age group of 60 years or 
_ alder it rose steeply; S. choleraesuis gave the highest 
death rate, 16%; the deatli rate for S. tjqahi was 8%. 

Salmonellosis has not yet been effectively controlled 
: in Massachusetts. The number of infections has in- 
.' creased from 58 to 393 since 1950. In the whole coun¬ 
try’ the reported number of cases of salmonellosis in- 
•”creased from 1.233 in 1950 to 5,447 in 1955. It is 
; -videly held that animal products such as meat and 
--'eggs are the major sources of the infections among 
:-:huraan beings. Measures to ensure their bacteriolog- 
'-•■rical safeh' must be, therefore, developed, as has al- 
::ready been accomplished wth milk. During the 16 
-years of this study the number of carriers increased 
::from 9 to 24; 12 carriers left at the end of 1955: 6 
r’died, 4 had moved away from the state of Massachu- 
setts, and 2 had ceased to be carriers (1 after gall- 
r bladder removal and the other, who had been a 
proved carrier for 2 years, spontaneously). 

^ The number of S. typhi recoveries has continued to 
decrease, going from 99 in 1940 to 15 in 1955. The 
-•number of female patients who became carriers ap- 
- peared to be higher than that of the males. Eleven 
salmonellosis outbreaks occurred during the period in 
; which this study was carried out. 


Clinical Manifestations of Salmonellosis in Man: An 
I Evaluation of 7,779 Human Infections Identified at 
the New York Salmonella Center. I. Saphra and J. W. 
- Winter. New England J. Med. 265:1128-1134 Qune 13) 
^ 1957 [Boston]. 


" A total of 7,779 human infections, e.xclusive of in¬ 
fections caused by Salmonella typhi and cultures from 
military' personnel, were studied at the New York 
•• Salmonella Center between 1939 and 1955. Nearly 90% 
■ of the infections came from 5 eastern states, but almost 
•' all states were represented by some cultures. More 
than 300 infections were identified in cooperation 
vim laboratories in Europe, Asia, Africa, Austraha, 
^ and South America. Gastroenteritis was the most fre- 


. quent clinical sign, occurring in 5,312 patients (68.3%). 
r ranged from the mildest ambulant forms to a most 
■ cholera-hke form, associated wth rapid dehy- 

^ fabon, con\'ulsions, and death, or a dy'sentery-hke 
orm with bloody, slimy' discharges and tenesmus. 
, abdominal cramps, anorexia, and vomiting 

^ 'ere frequent. The gastroenteric signs started mostly 


12 to 48 horn's after the ingestion of contaminated 
food and lasted for 1 or 2 day's. High and persistent 
fever was rare. Bloody diarrhea was frequent in young 
children but rare in adults. Signs of a generalized 
infection, wth high fever of a ty'phoidal or septic 
ty'pe, or focal manifestations such as meningitis or 
pneumonia or both developed some days or weeks 
after complete recovery' from gastroenteritis. These 
manifestations were more frequent in infections wfh 
S. paraty'phi B and, particularly', in those v'ith S. 
choleraesuis. Excretion of SahnoneUa organisms in 
feces or sometimes in urine continued for weeks or 
months after the return of normal bowel function. All 
Salmonella ty'pes were found to be capable of pro¬ 
ducing septicemic or ty'phoid-like fever. S. choleraesuis 
was chiefly responsible for the septicemic type. S. 
paraty'phi A and B and S. panama most frequently’ 
produced ty'phoid-like signs, which were milder than 
those of typhoidal fever caused by’ S. typhi. Focal 
manifestations were the predominant clinical signs 
in 572 patients (7.4%). 

The acute inflammatory processes were associated 
v’ith the gastrointestinal tract in 146 patients. Patients 
were often reported in this connection as operated on 
for clinically ty’pical acute appendicitis, but wth no 
pathological findings e.xcept for an acute enteritis of 
the lower ileum. S. typhimurium was frequently’ the 
causative agent. Abscesses occurred in 136 patients in 
any part of the body; the precise origin of the rmder- 
lying inflammation could not be determined in a 
number of these pus formations. Infection of the 
respiratory system occurred in 85 patients and was 
frequently associated ^\’ith high fever and a fatal out¬ 
come. Meningitis was absen’ed in 77 patients rvith a 
great variety of Salmonella organisms recovered from 
the spinal fluid; almost all these patients were in¬ 
fants, a few day’s or weeks old. Osteomy’elitis occurred 
in 59 patients, wth almost all bone structures in¬ 
volved. There were urinary’ infections in 49 patients, 
frequently with signs of cy’stitis. Subacute bacterial 
endocarditis occurred in 20 patients of all age groups; 
all these patients died. A total of 318 cases (4.1%>) of 
the clinical and subchnical cases of salmonellosis were 
fatal. In 172, infection was due to S. typhimurium and 
S. choleraesuis. 

Of aU the cultures submitted, 15.5% came from 
healthy carriers. Half of these carriers had previously 
suffered from gastroenteritis. Others had had close 
contact with patients wth Salmonella infection or 
had partaken of contaminated food. A considerable 
nrunber of carriers were followed for several years, 
without any’ change in their condition, although many 
of the infections cleared up spontaneously. Some of 
the carriers were e.xtensively treated with the anti¬ 
biotics that were found active in \’itro against the 
organism; the results were disappointing. The high 
incidence, morbidity’, and fatality’ rate of group C 
infections, particularly those due to S. choleraesuis, is 
emphasized, and the inclusion of the C antigen in the 
active immunization process is recommended. 
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BOOK REVIEWS 


F B>- A\'aUcr J. Reich, M.D., F.A.C.S.. 

Ci nicf "of ' r Section Cliief, Fanfus 

Uinics of Cook Coonly IJospitnh Chicago, and Mitchell I 

Nrchtow, M.D F.A.C.S., F.I.C.S., A^s^iate Attending 
C> necologist, Coolc County Hospital and Fantns Gynecologic 
Clmic. Socoijd edition. Chth. $12.50. Pp. 648, xvitll 284 illus- 
Vn'rT', ,. “• '^'BBincoU Company, 227-231 S. Sixth St.. 
I nhuiclp .m n: 2083 Gn>- St.. Montreal. Canada; Pitman 
M<dtc.a} F»}.lis nng Company, Ltd., 45 New Oxford St.. 
London, W.C. ], Lngl.and, 1957. 


Thi.s book i.s primarily for the general practitioner. 
It contiiin.s a coinnion-sGii.sc clisctts.sion of psychoso- 
innlic gyjtccology and an acceptable chapter on 
infertility; it is well illustrated with line drawings 
and photographs and has, at the end, 6S beautiful 
colored reproductions of such things as cervical 
lesions and vaginal smears; but much of the rest of 
the !)ook is aimed at about the level of a third-year 
medical student. It is incomplete, as it contains no 
mention of endometrial hjperplasia. There are no 
references to the literature. There is practically no 
discussion of treatment, and mucli of what there is, 
is dangcrotts. The following are e.vamples. “Ovarian 
cysts will usually respond to doses of the order of 
2,000 r spread over one or two rnotiths.’’ Carcinoma 
of the vulva “is usually a squamous cell carcinoma 
and can bo controlled by irradiation therapy as any 
other skin carcinoma.” Tiic authors persist in using 
the term and concept of "imperforate hymen.” The 
hook needs a thorougli revision by some critical and 
informed person. It is published on glossy paper. 
Tliere is a fairlj' adequate inde.v. It is attractively 
and carefully printed. 


Magnetic Removal of Foreign Bodies: Tlic Use of the 
Alnico ^^ag^et in the Recovers- of Foreign Bodies from the 
Air Passages, the Esophagus, Stomach and Duodenum. By 
Mvirdock Equen, M.D., F.A.C.S., Chief of Staff of Ponce de 
Leon Infinnaiy, Atlanta, Ga. Cloth. $4.50. Pp. 94, with 119 
illn.strations. Charles C Thomas, Pnbli.sher, 301-327 E. Law¬ 
rence As’c., Springfield, 111.; Blackwell Scientific Publications, 
24-2.5 Broad St., Oxford, England; Ryerson Press, 299 Queen 
St., W., Toronto 2B, Canada, 1957. 


In tliis small book the author has discussed his 
experience in the recovery of 228 foreign bodies 
from the air passages, the esophagus, stomach, and 
dttodemtm by the use of the Alnico magnet. Writing 
in an informal and conversational style and using 
abundant illustrations, the writer not only describes 
In's tecliniques but points out the disadvantages, 
contraindications, and precautions and discusses 
those cases in which the magnet was used without 
success. The chapters deal with liistory, the tech- 


inlfss spccificnlly so stated. 


mque of using the magnet, other apparatus required 
air passages, esophagus, stomach, duodenum and 
the hmitahons of the magnet. Illustrative case ?e 
ports are included. This book should prove informa¬ 
tive to many groups but particularly to the otolar- 
yngologists, roentgenologists, and thoracic surgeons. 

ih-Jl ^Samst Tuberculosis. By Sol Roy Rosen- 

tha), M.D., Ph D., Director, Institution for Tuberculosis Re- 
-seardi oF the University of Illinois, Chicago. With seotiom 
, Bernard Weill-HaJle, and Dr. 

Professor of Pediatrics and Head of Pedkt- 
nc Clinic, Royal Caroline Institute of Medicine, Norrtiill’s 
Hospital, Stockholm. Cloth. $7.50. Pp. 389, with 43 illustia- 
tions. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. B. Lippincott Company, 4865 Western Ave. Montreal 6 
Ganaila, 1957. 

BCG vaccination against tuberculosis is accepted, 
with few exceptions, in virtually every country in 
the world, and it is estimated that over 100 million 
people Jiave been so vaccinated. In the United 
States, BCG vaccine is widely used but on a small 
scale. Tlie American Trudeau Society, Public 
Health Service, and the Council on Drugs of the 
American Medical Association recommend its use 
for persons unavoidably exposed to tuberculosis 
and for groups considered to have inferior resist¬ 
ance and who live in communities with unusually 
high mortality from this cause. Despite these rec¬ 
ommendations, most persons in the recommended 
groups have not been vaccinated. 

This volume is directed toward the medical pro¬ 
fession and allied groups with the hope of clarify¬ 
ing the problem. It does not attempt to review all 
the vast literature. The subjects considered are 
immunity in tuberculosis; vaccines other than BCG 
against tiiberculosis; history' of BCG; cultural char¬ 
acteristics, morphology, and staining properties; 
dissociation and variation of virulence or attenua¬ 
tion; reproduction; host response; culturing and 
preparing BCG vaccine; standardization; pieserv'a- 
tion by freeze-drying; routes and methods of 
administration; the tuberculin test in BCG vaccina¬ 
tion; resistance in animals and man; virulence m 
animals; untoward reactions and virulence in man, 
vaccination in tliose infected witli tubercle bacilli; 
and tuberculosis control and BCG vaccination, ine 
author concludes that tuberculosis still remains a 
major health problem in the United States. In » 
country, where tuberculosis control programs exi 
on a large scale, BCG vaccination can play an im¬ 
portant role in further diminishing the incidence 
fbe disease. Whether or not you agree 'vith all W 
conclusions drawn, this volume is well worth read 

ing. 
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QUERIES AND MINOR NOTES 


DIABETES FOLLO^m^G CORTICOSTEROIDS 
To THE Editor:— Can treatment with corticosteroid 
drugs (cortisone and prednisone) ever produce dia¬ 
betes meUitus in an individual? Could this diabetes 
persist even after cessation of treatment? 

M.D., Illinois. 

This inquin' has been referred to two consultants, 
whose respective replies follow.—En. 

Answer.— In an hereditarily predisposed individual, 
corticosteroids may be a factor in the production of 
diabetes. Hyperglycemia and glycosuria, seen during 
therapy in an individual not predisposed to the dis¬ 
ease, disappear with cessation of treatment. 

Answer.— The glucocorticoids, such as cortisone and 
prednisone, may reduce carbohydrate tolerance. 
UTien given to e.\perimental animaJs, the glucocorti¬ 
coids affect fat, protein, and carbohydrate metabolism 
and promote gluconeogenesis, hyperglycemia, and 
glycosuria. They may cause negative nitrogen balance 
unless adequate protein is supplied. 

The eWdence at present seems to be that in pa¬ 
tients who already have borderline glucose tolerance 
diabetes meUitus may be precipitated by glucocorti¬ 
coid therapy. It must be pointed out that the renal 
threshold for glucose may be lowered by glucocorti¬ 
coids and a temporary renal glycosuria may result. Us¬ 
ually, if carbohydrate tolerance has been depressed 
by glucocorticoids, it returns to previous levels if 
therapy is terminated. True diabetes mellitus, how¬ 
ever, can at least be precipitated in predisposed per¬ 
sons by cortisone and similar steroid hormones. The 
diabetes may persist after cessation of administration 
of such hormones. 

REFLEX VOMITING AFTER FATTY MEAL 
To THE Editor:— W/if/ does a meal with excessive fat 
cause nausea or nausea and vomiting in so many 
patients who otherwise are perfectly healthy? 

M.D., California. 

Answer,— Nausea and vomiting are basically reflex 
in nature regarding the stimulus. Unless a conditional 
reflex has been established in the condition described, 
tlie stimulus does not arise in the higher centers. If 
'omiting occurs rather promptly after ingestion of a 

here published have been prepared by competent authorities, 
tal^ ° co«e\er, represent the opinions of any medical or other organi- 

tnd specifically so stated in the reply. Anon>TnouS communicatioDS 

tht ^ postal cards cannot be ansn’cred. Every letter must contain 

name and address, but these 'W’ill be omitted on request. 


meal high in fat, the initiating stimulus may act on 
receptors in the oropharynx which may be particularly 
sensitive to fat. It may be recalled that swallowing a 
tablespoon of any kind of fat is normally rather difficult 
and likely to cause nausea and vomiting. If the re¬ 
sponse occurs a considerable time after ingestion of 
fat (half an hour or more), it is likely tliat afferent 
vagus fibers of the stomach are stimulated. This could 
be brought about by an exaggerated enterogastric 
reflex which might be reinforced by' a sensitive entero- 
gastrone mecham'sm, either or both of which could 
lead to gastric stasis with subsequent nausea and 
vomiting. 

TREATMENT OF OTITIS EXTERNA 

To THE Editor:—W/ iaf is the advisability of using 

hydrocortisone—ointment, cream, or suspension—in 

the treatment of otitis externa? Is there any other 

new treatment? M.D., New York. 

Answer.— The treatment of otitis externa truly' taxes 
the ingenuity and resourcefulness of the physician and 
the patient alike. Before arriving at a diagnosis xvith 
idiopathic otitis externa, specific skin diseases, such as 
seborrheic dermatitis and psoriasis, should be carefully 
ruled out. Cultures and sensitivity studies should he 
performed before any type of antibiotic therapy is 
instituted. Occasionally a direct smear of the exudate 
from the e.xtemal canal, stained xvith either Wrights 
or Giemsa stain, xvill give the physician some idea as to 
the predominant organisms, and sometimes it is even 
more helpful than the cultures themselves. It is some¬ 
times difficult to determine, after one has isolated or¬ 
ganisms by culture, whether these organisms are 
actually producing a secondary infection or whether 
they just happen to be living on eczematized skin. It 
should be kept in mind that the high humidity which 
e.xists in the e.xtemal canal surely' is conducive to the 
growth of bacteria, especially if the canal is eczema¬ 
tized. 

After one has arrived at a diagnosis of idiopathic 
otitis externa, one then has to choose the most appro¬ 
priate preparations for beginning treatment. The 
choice of vehicle for the medicament to be employed 
is important. In general, the same rules follow in 
choosing the vehicle as apply for patients xvith ec¬ 
zematous dermatitis in other parts of the body. Wffien 
the patients otitis is very acute, edematous, weeping, 
and crusted, the vehicle of choice is either an aqueous 
solution or a lotion containing the drug. As the otitis 
becomes less acute, one may then employ oil-in-water 
emulsions as vehicles. As it becomes still less,acute. 
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atei-in-ojl emulsions may be employed. Tlie best 
. licczcmatous drug is liydrocortisone and its deriva¬ 
tives, specifically, fluorinated hydrocortisone. Some 
cases appear to respond best to the fluorinated com-, 
pounds; others respond better to the plain hydrocorti¬ 
sone, Hydrocortisone is employed in percentages 
ficm 1 to 2.5%, and the fluorinated compounds 
m-e employed in percentages varying from 0,1 to 0.25%. 
^10 same percentages may be used in the ointment 
i)ases described above. 

M'hen the patient’s dermatitis extends far into the 
pternal canal and even encroaches on the drums, it 
is belter to drop the lotion into the ear canal rather 
than to attempt the fruitless task of tiying to apply an 
ointment into this area with the finger. One or two 
drops of the hydrocortisone or fluorinated hydrocorti- 
.sonc lotion may be used three times a day. On tlie 
parts of tlic external canal which are accessible to the 
finger, the lotion or ointment may be applied three to 
five times a day, with the finger rubbing the lotion or 
ointment (ns the case may be) in well. Caution should 
be taken against appl\'ing ku'crs of ointment too diick- 
ly. The lotion form of hydrocortisone preparations in 
the form of drops may be used at the same time that an 
ointment for the part of the canal accessible to tlie 
finger is used. The patient should file his nails smooth, 
so that the canal will not be damaged by scratching. 
If a sccoiidarj' infection is definitely present, appro¬ 
priate antibiotics arc chosen and employed in tlie 
same t>'pc of veliicle as the hydrocortisone prepara¬ 
tions mentioned before. For infections caused by 
Pseudomonas organisms, polymyxin B is preferred; 
for micrococcic (staphylococcic) infections, one of the 
tetracycline preparations is used. Recent studies have 
revealed that neomycin sensiti\'ity in otitis externa is 
a definite possibility, so that long-continued use of 
neomycin in the external canal should be avoided. Pa¬ 
tients with otitis c.xtcrna seem particularly apt to 
dex'clop neomycin sensitivity. 

HEADACHE DUE TO ALLERGY 
To TUB EmTOR:-Is it possible for a person with an 
allergic bisionj to hove headaches over the entire 
head area? Could allergy also cause the appearance 
of “spots" before the eyes? M.D., Illinois. 

Answer.— It is possible for a patient with an allergic 
history to have headaches over the entire head area; 
however in most instances allergy of the nose and na¬ 
sal sinuses causes a pain which is located chiefly m the 
forehead and across the bridge of the nose. It may 
be more on one side than on the other but may be on 
both sides at the same time. It is rather unusual for 
patients who are allergic to have pains on top of tiie 
head or in the back of the head. Those pains are usu¬ 
ally associated with tension headaches. Jhis consult¬ 
ant does not believe that allergy leads to spots before 
the eyes Ophthalmologists advise tliat in older pa- 
Itentf tee spots come ncturally and stay perma- 

nently. 


J,A.M.A., Sepi. 2 S. 153; 

FOLLOW-UP OF X-RAY SURVEYS 

To THE EniTORi-Haue any studies been mok h 
surest how many cases of active fubSj- 

might he overlooked when bacteriological tests m- 

not mcluded as part of the routine foUowJo l 
mimatumx-my survey films interpreted IZ 
lesions ? Is It not common practice to dismissml 
cases if a single large film, though perhaps shoidr 
pathology, does not give the impression ofaetkihf 

M.D., Californk. 

_ Answer.-To dismiss a suspect tuberculous condi¬ 
tion on the basis of one film is poor medical practice. 
Any significant lesion on a chest film deseri'es addi¬ 
tional stud)^ u'hich should also include a study of tlie 
sputum and skin tests ivith tuberculin, histoplasmin, 
and coccidioidin. Tlie key word, of course, is “signiS- 
cant.” If the lesion is a small, very dense calcification or 
a slight blunting of tlie costal angle, it should not h 
considered as significant. 

Mass x-ray surveys .should have an adequate clinic,il 
center to which all suspects can be referred, and is 
hospital surveys it is assumed tliat such follow-up ml 
be available udtliin the institution. On tlie other hand, 
there are cases of large excavating lesions where tlie 
probability of tuberculosis is so great tliat die follow¬ 
up is urgent, and such patients should be kept from 
circulation until the diagnosis is reached. 

SPERMATOGENESIS 

To THE Editor:—A man, aged 27 years, stifferal <1 
severe electric shock when 7,600 volts of clcctriciii) 
ran through his body as an electric cable touchd 
a hoist crone where he was standing. He rccekal 
electric burns of both hands and feet, and iliac 
was a small ulceration on the glans penis. When 
the patient was examined a month later, the pciiii 
showed healing of the ulcer, with scarring ami red¬ 
ness. The testes are small but normal, and Ihc 
patient states that they have always been smIL 
There are no remarkable findings in ihc epididijinn 
and the prostate. A sperm count taken a year and 
a half ago was 85 million per cubic ceniimeler oj 
semen, with 20% motility at 1 hour and 5% mom 
after 24 hours. Semen analysis about six weeks afc' 
injury gave a count of 9 million sperms per cu if 
centimeter, with an occasional motile sperm aoci 
at one hour and all dead at two hours. , 
semen analysis two months after injury gave a cm 
of 6 million sperms per cubic wi i 

motility at one hour. Is it possible for the e 
shock to have caused this severe ohgospenma. 

John M. Schultz, M.D., Miami, m 

ANSWER.-Very little has been published on the^ef- 

feet of high voltage 

among investigators in the field Je con- 

sharply. Agreement appears to be ^ 

clusL that furtlier investigation is 
patient was apparently infertile pnor t 
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^ Semen e.vamination some 17 months earlier, presum- 
ablv done because he had failed to father a child, 
shomi that he had depressed fertiliU'. His testes 
' were then small, and they did not become smaller 

■ jfter the accident. Biopsy of a testicular specimen may 
throw some light on the subject. Without this study, 
a plausible explanation may be that the patient has a 

■ progressive deterioration of fertilit}', the e-xposure to 

■ the high-voltage current being only incidental. 

rheumatic FE^^ER PROPHYLAXIS MTTH 
PATIENT ALLERGIC TO PENICILLIN 
' To THE Editor:— IP/iflf is the latest treatment of rheu¬ 
matic fever in the case of a patient who is allergic 
to penicillin? V. Weems, Sehring, Fla. 

Answer.— It is assumed in the quer\' that “treatment” 

- implies prophyla.\is, because one does not actually 

■ treat a patient wltlr actix’e rheumatic fever xxith peni¬ 
cillin or any otlier antibiotic. Although prophylaxis 

- is best achies'ed with dibenzyl penicillin administered 
E by injection or noth orally administered penicillin, 
. other antibiotics can be used. The council on rheumatic 
*. fever and congenital heart disease of the American 
• Heart Association has recommended penicillin as first 
: choice, sulfadiazine as second choice, and other anti¬ 
biotics, such as tetracycline, as third choice. It u'ould 
seem, tlierefore, that in tliis particular patient sulfa¬ 
diazine should be used. The dose is 1 Gm. per day, 
given in a single dose either immediately after break¬ 
fast or before reh'ring at night. The greatest experience 
has been accumulated in prophylaxis of rheumatic 
fever with either penicillin or sulfadiazine. It is quite 
possible that other antibiotics, such as tetracycline, 
might be used effectix’ely in prophylaxis. There are 

, some reports in the literature of such use. However, 
since there are so many long-term studies already re- 
_ ported on the effectiveness of sulfadiazine, it is ad- 
vised that sulfadiazine be used in tliis case. 

treatment of toe ULCER 
IN A DIABETIC 

- To THE Editor:— A diabetic, under control for about a 

year, has an ulceration, half a centimeter in diam¬ 
eter, above the proximal phalanx of the big toe. 
, All conservative measures have failed. Please advise 
as to treatment. 

' Frederick W. Gebhardt, M.D., Columbia, III. 

-Answer.— In the case of the patient described, the 
first step is to obtain an x-ray of the foot. If there is 
no osteomyelitis, the following course of treatment is 
suggested: 1. The patient should be put to bed at 
complete rest. 2. A culture of the secretions from the 
u cer should be made, preferably after a period when 
e patient has not had antibiotic therapy. 3. Antibiotic 
>crapy should be gwen as suggested by the organism 
present and suggested by sensitixity tests. Such anti- 
must be carried out for many weeks 
nn should be continued indefinite!)', as long as there 


is ewdence of healing. During the time of therapy dia¬ 
betic management, which is as strict as possible, is 
necessary. This includes an adequate and nutritional 
diet and insulin enough to make sure that the patient 
has no glycosuria. 4. Some vasodilator drug should be 
given during the time of bed rest. Priscoline or Arlidin 
are two which may be used. 5. Local measures should 
be kept at a minimum. No ointments are suggested. 
The ulcer should be kept covered with a thin layer of 
gauze only, and the foot should be soaked once daily 
in a solution of 1:5000 potassium permanganate or 
some similar disinfectant. 

In the presence of some circulation to the foot and 
without osteomyelitis, many of these ulcers heal on the 
above regimen if it is followed for a long enough 
time. This may be several months. In the presence of 
osteomyelitis, especially if there is moderate to marked 
reduction of the arterial supply of blood to the foot, 
midthigb amputation is indicated. 

MOSQUITOES AS ^^ECTORS OF 
INFECTIOUS HEPATITIS 

To THE Editor:—Has it ever been demonstrated that 

mosquitoes can carry infectious (epidemic) hepa¬ 
titis? 

Milton Zimmerman, M.D., Primavera, Paraguay. 

Axsxx'er.— That mosquitoes might act as vectors of 
infectious hepatitis has never been demonstrated. In 
Central America, where tliere has been an abundant 
mosquito population, outbreaks of a disease have oc¬ 
curred which was originally thought to be yeUow 
fever and which later proved to be infectious hepa¬ 
titis. For this reason in areas xx’here yellow fever is 
occurring and in areas where infectious hepatitis is 
present, x'irus studies (primarily neutralization tests 
for yellow fever) must be made to differentiate be¬ 
tween these txvo diseases. Biopsies of liver tissue would 
be of assistance but are not always conclusive. Other 
insects, such as flies and bedbugs, have been sus¬ 
pected as carriers, but there are not sufficient grounds 
for any conclusion on this point. It would seem from 
the background of tlie various t)'pes of hepatitis that 
hepatitis following serum or blood transfusion (homol¬ 
ogous serum jaundice) would be the tx'pe that 
would most likely be transmitted by insects. This 
disease, as is knoxTO, can be easily transmitted arti¬ 
ficially. 

The quer)' is one xx’liich deserves much more re¬ 
search to prove or disprove xx'hether mosquitoes can 
transmit infectious hepatitis. PeUissier {Bull. Soc. path, 
exot. 45:304, 1952) says of the role of mosquitoes in 
transmitting infectious hepatitis: “Transmission by 
mosquitoes, xvlule not certain, appears very' probable. 
(Mice xx'ere inoculated xvith a cross mixture of various 
species of mosquitoes; one mouse xx'as said to have 
contracted the disease.) The inoculation e.xperiments 
xvidi isolated species of mosquitoes xvere not success¬ 
ful.” 
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SURGERY IN 

PATIENT WITH NEPHROSIS 
To T7IE EmTOR.—r/je parents of a 9-year-old boy with 
of nephrosis say that they have been ad¬ 
vised that the child should not be given any inocula- 
Uons because of the possibility of a flaring up of 
t ic nephrotic condition. Assuming the nephrotic 
condition to he quiescent, what contraindications 
arc there to the administration of poliomyelitis vac¬ 
cine, triple boosters (diphtheria and tetanus toxoids 
and pertussis vaccine combined), and other vac¬ 
cines? In addition, the child has a severe inguinal 
hernia on the left side. Is there any reason to post¬ 
pone operation? 

D. L. 'lUcinsfein, M.D., Washington, D. C. 


AxswEn.—In the opinion of this consultant there is 
no contraindication to the administration of polio¬ 
myelitis vaccine, triple boosters, or otlier vaccines to 
nephrotic children in remission. If the inoculations 
should cause a transient fehrile reaction, albumin may 
appear in the urine for a few days, but this usually 
subsides quickly. In past experience, a recurrence of 
nephrosis has not been precipitated. If the child’s 
general condih'on is good, the operation lor inguinal 
hernia need not be postponed. 


DAILY DOUCHING OF NOSE 
To THE EvrroB:—Submucous electrocoagulation and 
clipping of the posterior ends of the inferior tur¬ 
binates ware clone on a patient's nose for vasomotor 
rhinitis, with good results thus far. There has hem 
a little dryness for years. Is it harmful to douche 
the nose daily with warm isotonic sodium chloride 
solution? Is it advisable to use one-half glycerin and 
one-half isotonic soclinm chloride solution as a 
spray? M.D., Illinois. 

Answer.— It is not improper to douche die nose 
daily with warm isotonic sodium chloride solution if 
it gives comfort. It is assumed that proper precautions 
are taken to avoid ear and other complications. If the 
50% glycerin solution is not irritating or too drying, 
it is permissible to use it as a spray. 

MOUTH TEMPERATURE AFTER SMOKING 
To THE Editor any experiments been done 
concerning the temperature in the mouth of a pa¬ 
tient when not smoking and the temperature of this 
same patient immediately after inhaling smoke from 
a cigarette, cigar, or pipe? Is there an increase in 
temperature, and to what degree, from the three 
methods of smoking mentioned above? 

Norman Glazcr, M.D., Louisville, Kij. 

Answer. —Smoking tests were carried out on five 
habitual smokers (cigarettes and pipe). The oral tem¬ 
perature was obtained before smoking and again 
minute and 5 minutes after tlie completion of the 
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smoking of a cigarette (5 to 7 minutes 1 anr? .u 
minutes of continuous pipe smoking. Thl greats? 
obtained was 0.1 F one minute after srSS 

SURGERY FOR BILATERAL INGUINAL 
HERNIAS IN SIX-YEAR.OLD CHttD 

To THE Emtor-.-A e-year-old girl has had hikkrcl 
inguinal hernias for the past year. These aresmS 
{about the size of a hazelnut), and they prmdc 
with coughing, sneezing, straining, orlaughino.rk 
child sometimes says, "Mama, my hernias ok gur¬ 
gling/” Is surgery considered unnecessary, aikh- 
able, urgent, or mandatory? 

Charles L. Concklin, M.D., Corpus Christi, Texas. 

AxNSiver.—I n the opinion of this consultant an ope- 
ation is advisable for this patient with bilateral in¬ 
guinal hernias. At her age there can be no question 
of a spontaneous closure of the internal inguinal ring. 
The fact that the child notices “gurgling” when fiie 
hernias protrude implies that intestinal content enters 
the sac, and therefore tlie danger of incarceration is 
always present. The prudential course is to subject 
her to bilatei-a] hernia repair during her school vaw- 
tion. 


ANTIGEN TEST FOR BRUCELLOSIS 
To THE Editor:— Please supply information regarding 
the efficacy and the efficiency of Castaneda’s aniigen 
test for brucellosis. Is the test a simple procedure 
for a small laboratory? M.D., Michigan. 

ANSWER.—Tlie Castaneda antigen test for the diag¬ 
nosis of brucellosis is a rapid slide test which is ad¬ 
justed to detect tlie presence of serum agglutinins at 
or above a concentration of 1:100. It is best used during 
the early stages of acute bmcellosis in man when its 
efficiency is high although admittedly somewhat in¬ 
ferior to that of tlie standard macroscopic agglutination 
test. Tlie test is performed at tlie bedside or in the 
office iwtJi tlie whole blood of tlie patient (a procedure 
also feasible if the patient can risit the laboratorj). 
otlierwise tlie test is better performed witli the pa¬ 
tient’s serum. The test is not intended to supplant t 
standard serum agglutination test but to save time i 
arriving at an early diagnosis. . .of 

The test's efficiency may lessen with later stage - 
disease, and its results may be equivocal if semm ' - 
rise to high levels. The test is clearly most vahia 
when the operator is the physician who kmO' . 
history and physical findings of die ^ 

otlier forms of agglutination tests prnnaty 
dependent upon the use of Brucella abortu el!s 
correct antigenic surface properties, n > 
standard antigen, or another abortus strm ^ . • 

and accurately verified to be its equivalent 
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bility, should be used. The antigen should be pre¬ 
pared by a person who is competent in these mat¬ 
ters. Excellent advice on how best to use it can be 
obtained from a paper by Castaneda (7. Immunol 
43:203,1942). 

third pregnancy and rh factor 

To THE Editor:— An expectant mother is BJi nega¬ 
tive; her husband is Rh positive. Her first delivery 
was spontaneous at seven and a half months; the 
infant, weighing 4 lb. oz. (1,900 Gm.), teas 
jaundiced but did well under incubator care. Her 
second delivery followed a surgical induction 
done because of a rise of antibody titer from 1:20 
to 1:28 during the eighth month of pregnancy. 
This infant weighed 5 lb. 14 oz. (2,700 Gm.) and 
was reported by the physician in attendance as 
“very ill from erythroblastosis, and four replace¬ 
ment transfusions were necessary!’ The patient at 
present seems to be doing well but has an Rh 
antibody titer of 1:512. What type of induction 
would be advisable, and when? Is cesarean sec¬ 
tion indicated? Is sterilization indicated? What 
are the criteria for replacement transfusions, and 
ivhat is the method for calculating the amount of 
blood to be given? 

Morris Powell, M.D., 

St. Anthony, Newfoundland, Canada. 

Ansutr.— Before specifically answering the ques¬ 
tions raised in this querj', some comments appear in 
order regarding the induction of labor in the second 
pregnancy of this patient, resulting in the birth of 
a prematiure infant. Today it is generally agreed 
that adding the insult of prematurity^ to the injury' 
of hemolylic disease of the newborn (fetal ery'tluro- 
blastosis) considerably' aggravates the prognosis 
and hence should not be deliberately brought about 
except in rare circumstances mentioned later on. It 
is conceivable, although not subject to proof, that, 
if the infant had been permitted to go to term, the 
disease, although present, might have been less 
serious than was reported. Furthermore, it must be 
mentioned that a rise of antibody' titer from 1:20 
to 1:28 appears to this consultant of doubtful sig¬ 
nificance, since it is well wthin the technical error 
of any' titration method used for Rh antibody' de¬ 
terminations. 

A great deal of tbe prognosis for the present 
pregnancy depends on the zygosity' of the patient’s 
husband for the Rh factor. Information on this point 
may be obtained by testing the husband’s Rh type, 
wliich may have to include tests for the hr' and hr" 
factors and tests of the Rh types of his parents, if 
available, and of the first child. If either of his 
parents or the first child is found to be Rh negative, 
this proves that the patient’s husband is heterozy¬ 
gous Rh positive, and hence she can have Rh-nega- 
bve children who wll not be endangered by disease. 


Another important prognostic factor depends on 
the decision as to whether a rise in the Rh antibody' 
titer has actually' occurred during the current preg¬ 
nancy', as is suggested by' the titer of l:ol2 reported 
now in contrast to the titer of 1:28 during the 
second pregnancy'. However, only' simultaneous 
titration of the tn'o specimens carried out in the 
same laboratory' can definitely' prove this point. If a 
rise in antibody' titer did occur, this would weigh 
heavily' in favor of the fetus that is ciurently' carried 
being Rh positive. 

For the reasons mentioned above, one should not 
consider premature termination of the pregnancy' 
by cesarean section or any' other method of induc¬ 
tion, merely' because of the presence of a high titer 
of Rh antibodies. The only' situation in which such 
steps are indicated concerns Rh-sensitized expectant 
mothers who have previously' e.xperienced fetal loss 
due to bemoly'tic disease of the (fetus and) new¬ 
born, mth stillbirth occurring close to term, and 
whose husbands are most likely' homozy'gous Rh 
positive. Statistics based on large series of cases show 
that, after an Rh-sensitized woman has had a still¬ 
birth, in a subsequent pregnancy' permitted to go 
to term she still has appro.ximately one chance out 
of three of giving birth to an Rh-positive live child, 
amenable to successful treatment. Hence, even in 
sudi cases the prognosis need not be invariably' 
hopeless. For the same reason, the mere fact that 
maternal Rh sensitization was responsible for one 
prewous neonatal death does not appear to this con¬ 
sultant to represent an indication for sterilization. 

Further recommendations for the current preg¬ 
nancy are as foUoxx’s: Determination of antibody' 
titers should be repeated at monthly' interx'als, since 
a definite rise of the titer occurring during this preg¬ 
nancy' strongly suggests that the fetus is ^ positive. 
The patient should be permitted to carry' to term. 
As soon as possible after birth, the Rh-ty'pe and 
direct antiglobulin (Coombs) tests should be done 
on the cord blood. R the infant is Rh positive and 
shows a positive Coombs test, a replacement trans¬ 
fusion should be carried out as soon as possible, 
even in the absence of any other abnormal clinical 
and laboratory' findings. This recommendation is 
based on the fact that this condition represents 
latent hemolytic disease, which offers ftie best 
chance for complete recovery when treated as early 
as possible. The blood to be used must be Rh nega¬ 
tive, preferably not older than three days, and must 
be compatible when cross matched xvith the serum 
of the infant’s mother. 

In general, indications for replacement transfu¬ 
sions include the follouring conditions: (1) abnor¬ 
mal clinical findings, such as hepatomegaly, sple¬ 
nomegaly, purpura, and local edema; (2) abnormal 
laboratory' findings, such as hemoglobin level below 
14 Gm. per 100 cc. and rising bilirubin level xvithin 
the first six hours; and (3) history of a previously 
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bom sibling affected mi}i hemolytic disease fol- 
owed by birtli of anotlier Rh-positive infant show¬ 
ing a positive Coombs test, even in the absence of 
clinical or laboratory evidence of disease. It is the 
iasl-named indication that lias been used for the 
case under discussion. In order to bring about on 
officrent rcplaccinenl of Ibc infants blood, at least 
/U to SO ml. of lilood should be used per pound of 
bod)' U'cight of the infant. 

RH EFFECT OF TRANSFUSION 
SEVENTEEN YEARS AGO 

To THE Editoh:—C onW a Wood transfusion given to 
a mother 17 years ago have any effect on a new- 
horn infant? The mother is lih negative, and the 
father Rh positive; the child is premature and 
icteric. ]\7 Freund, M.D., St. Louis. 
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and permanent deafness of the conduction 
m stx or eight weeks. 1 cannot imagine amZ 
calling this acute otosclerosis, but, if so, if sLm 
s logical as to say that all cases of conduction 
type deafness with retracted drums are due in 
otosclerosis. 

If there is any reliable evidence that all cam 
of the condition formerly called chronic catarrhal 
deafness are actually otosclerosis, I have oocu 
looked it and would appreciate references to tk 
literature in which if is recorded. If the evidence 
supports it, a lot of vs will have to change om 
ideas about the pathology and treatment of all 
acute and chronic infiammatorij conditions of fhe 

H. P. Merrill, M.D. 

458 S. Spring Si. 

Los Angeles. 


Axswnn.—A blood transfusion given to a mother 
17 j-cars ago conlcl have an adverse effect on a sub¬ 
sequently bom baby. At tliat time (1940) die discov¬ 
er)' of the Rh factor had just been announced, so 
that Rh t)ping before giving a blood transfusion 
had not yet been introduced. Since si.\ out of seven 
indii'iduals are Rh positive, an Rh-negative person 
given a blood transfusion in 1940 would therefore 
be apt to receive Rh-positive blood and in tliis wa}'’ 
could become sensitized to the Rh factor, V^ien 
such a sensitized Rh-negative woman is mated later 
to an Rli-positive man, during pregnancy the Rh 
antibodies in her serum could pass through the 
placenta and attach themselves to the red blood 
cells of her Rh-positive fetus. The resulting baby 
could then be er)'throblastoHc. Whether this is true 
in the case concerning which inquiry has been made 
can be determined by testing die mother’s serum 
for Rh antibodies and by doing a direct antiglobulin 
test on die baby’s red blood cells to determine 
whedier diey are coated by Rli antibodies. Tests 
for Rli antibodies are essential in order to show 
that the mother's being Rh negative is not merely 
a coincidental finding. 

CHRONIC CATARRHAL DEAFNESS 
To THE EniTont-Zn the Queries and Minor Notes 
section of The Jouhnal for July 13, 1957 page 
1292, the answer says that the condition charac¬ 
terized by a conduction type of deafness with re¬ 
tracted drums, which was formerly known as 
chronic catarrhal deafness, has been shown to be 
otosclerosis. 

The consultant goes on to say that the tubal or 
tubotympanic catarrh which accompanies some 
respiratory infections may become chronic. He 
describes treatment to prevent this chronicity. It 
is good treatment and effective in a good pro¬ 
portion of these cases but not all. He says noth¬ 
ing about those cases, fortunately not very com¬ 
mon, which progress from a "cold" to a severe 


The above comment was referred to the consult¬ 
ant who answered the original query, and his reply 
follows.~ED. 


To THE Editor:— r/?e first paragraph of the origimj 
answer, sfaiiing with “Chronic catarrhal deaf¬ 
ness," is inaccurate because of two accidental 
omissions. It should read as follows: “Chronic 
catarrhal deafness was formerly the e.xchme 
diagnosis used for that clinical picture consisting 
of a conduction type of deafness with retraction 
of the tympanic membrane. The advent of the 
Lempert fenestration operation and the more re¬ 
cent stapes mobilization operation have revealed 
the proper diagnosis in many of these cases to be 
otosclerosis with bony fixation of the stapedial 
footplate in the oval window" 


In answer to the more recent query, otosclerosh 
and chronic catarrhal otitis media may coexist in 
the same ear at the same time (Kerrison: Diseases 
of fhe Ear, ed. 4, Philadelphia, J. B. Lippincoti 
Company, 1930, p. 255). In chronic catarrhal 
deafness, fibrosis frequently results, tvith the 
formation of fibrous adhesions bringing about fl 
fixation of the ossicular chain and/or an immobili¬ 
zation of the secondary tympanic membrane 
(Coates and others: Otolaryngology, Hagerstom, 
Md., W. F. Prior Co., Inc., 1956, vol. 2, chap. 2). 
If fhe adhesions do not involve any of these struc¬ 
tures, little or no deafness will result As for m 
treatment of the chronically deafened ear, otcing 
to a catarrhal otitis media folloiving a cold sii 
weeks previously, catheterization and inpafm o| 
fhe middle ear and pneumomassage matj be em¬ 
ployed. If there is a stenosis of the eustachm 
tube, then eiistachian bougienage may he carrier 
out Treatment of chronic catarrhal deafness ms 
been generally disappointing. It is agree ^ w 
deafness of slight or moderate degree, 
rapidly six weeks after a cold, could no 
to otosclerosis, because otosclerosis is a slow pro 
gressive disease rather than an acute one. 
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From time to time there will he published in this section o/T he Jodkxal brief hut not neees- 
sarilij complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specificallij for The Journal.—Ed. 


PAIN 

Sir Thomas Le\ms once said that pain is the in¬ 
terpretation that the cerebrum gives to certain 
sensor)' stimuh. Since then, much work has been 
done, but even today H. K. Beecher,* Harvard 
Medical School, Boston, concludes that “pain can¬ 
not he satisfactorily defined, e.-scept as every man 
defines it introspectively for himself.” According 
to the same worker “no convincing demonstration 
has yet been giv'en that the pain threshold is a 
constant from man to man, or from one time to 
another in a given man.” It is diflficult to measure 
pain in man and to substantiate the relationship 
between the pain tlireshold and the action of anal¬ 
gesic agents. In recent years, many attempts have 
been made by ardent workers in this field to 
measure pain and its relief in man quantitatively. 

In e.\perimental animals, reproducible results 
have been obtained by v'arious workers. A method 
that has been widely used is the “hot-plate” tech¬ 
nique in its V'arious modifications.® A mouse is 
placed on a smooth metal surface kept at 55 C 
for not more than 30 seconds. It manifests discom¬ 
fort by characteristic movements of the hind-limbs, 
and the time (“reaction time”) of this effect is re¬ 
corded. Analgesia is indicated by significant length¬ 
ening of this reaction time. 

In a modification of the method of D’Amour 
and Smith, which vv'as itself adapted from the work 
of Hardy, Wolff, and Goodell, rats are used.® The 
rat is held in a cyhndrical holder of perforated 
zinc; its tail fies along a channel formed by two 
strips of asbestos. About 1.5 in. from the tip of the 
tail, a hole in the asbestos channel allovv's the heat 
from a small electric coil which is placed beneath it 
to rise and heat the tail. After an interval, the 
animal withdraws its tail from the channel vv'ith a 
sudden and characteristic flick. Again, this interval 
is timed and is called the “reaction time.” The 
effect of various analgesic drugs can thus be com¬ 
pared. Modifications of this method have been 
introduced in recent years and are now' used.'* 

Tests are also used in e.vperimental animals that 

0 not inv'olv'e thermal stimuli. In the tooth-pulp 
method originally described,® holes were drilled 


into the pulp to allow electrical stimulation of the 
sensitive area. More recently, metal fillings hav'e 
been inserted into holes drilled in the teeth and 
are electrically stimulated. It has been reported 
that this allovv's the determination of the threshold 
effect of analgesic drugs in animals.® Electrical 
stimulation of metal fillings in teeth has also been 
studied in man.® 

The “vv'rithing s)'ndrome” is produced in mice 
by intraperitoneal injection of 2-phenyl-l, 4-benzo- 
quinone; after 3 to 10 minutes, and lasting for more 
than one hour after the injection, the animals show 
characteristic intermittent contractions of the ab¬ 
domen, twisting and turning of the trunk, and e.\- 
tension of the hind legs. Various analgesic drugs 
prevent or abolish this vv'rithing.® 

To show the analgesic effect of drugs that is not 
usually demonstrable by other tests, the inflamed 
foot of the rat has been used. The analgesic activrity 
of various salicylic acid derivatives has thus been 
determined. It is claimed ® that, on the basis of this 
test, three tv'pes of analgesics can be differentiated: 
(c) the peripheral antipyretic-analgesics of the 
salicylate t>'pe that have an analgesic effect in the 
presence of inflamed tissue; they reduce the ele¬ 
vated temperature of inflamed tissue but do not 
reduce the temperature of normal tissue, and they 
reduce edema; (&) the central antipyretic-anal¬ 
gesics of the aminopyrine type that have an 
analgesic effect whether or not an inflammatory 
reaction is present; they reduce the temperature of 
normal or inflamed tissue, and they reduce edema; 
and (c) the narcotic analgesics of the morphine or 
alphaprodine class that hav'e an analgesic effect 
vv'hether or not an inflammatory reaction is present; 
they do not reduce elevated or normal temperature, 
and they do not reduce edema. 

It has been pointed out that animal tests measure 
partly a “reaction” to a painful stimulus rather than 
“perception” of pain and that some inv'olv'e, at least 
in part, a spinal refle.x that has nothing to do with 
perception of pain.*® It appears that also in man " 
powerful analgesics primarily affect the “reaction” 
to pain rather than its “perception.” It is thus im¬ 
portant to reduce “anticipatory anxiet)'.” It is dififi- 
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cull to study anxiety associated witli the anticipation 
of pain and the effect of drugs on it in man 
experimentally. In the white rat, a method has been 
dc\'iscd to lest behavioral reaction to analgesics.’* 
Animal tests now in use are helpful in the pre¬ 
liminary screening of analgesic drugs when several 
methods are employed. Tins, however, does not 
always hold true. In the case of nalorphine 
(N-alh’lnormorphine), for instance, it was shown 
that this substance is a powerful analgesic in man ’' 
although this had not been demonstrated satisfac¬ 
torily in animals. Interest in the study of nalorphine 
ns an analgesic was revived by H. Isbell, U. S. 
Public Health Service Hospital, Lexington. Nalor¬ 
phine is remarkable in having analgesic action 
without giving rise to addiction." Its analgesic 
effect in man is approximately equivalent to that of 
morphine. Its subjective side-effects are partly like 
those of morphine, but at the analgesic dose level 
they arc largely dysphoric. This makes its clinical 
usefulness as an analgesic doubtful when used 
alone. Combinations of nalorphine with other anal¬ 
gesics devised in the hope of reducing side-effects 
have proved impractical. 

Another drug that has been studied clinically is 

anilcridine [l.(beta-[para-aminophenyl]-ethyl)4- 
plienvl-4-carbcthoxypiperidine]. Given mtramus- 
culariv, 40 mg. of anilcridine is believed to be 
equivalent to 100 mg. of meperidine in the rehet ot 
postoperative pain.’^ As a supplement to nitrous 
oxide-oxvgen anesthesia, 50 mg. of anileridme given 
intravenously is reported to be approximately equiv¬ 
alent to 100 mg. of meperidine in reinforcing anes¬ 
thesiaI. M. colleagues, St. \ in 

cents Ho.spital, Montclair, N. J., list the following 
advantages of anilcridine: used m conjunction wi 
nitrous oxide, it enables the anesthesiologist to 
maintain Iho palicnl in the “light 

during most of 

age of “ workers state that 

dominal procedures. The^e pain, reliet 

in the control 1 ininiites after intra- 

i, obtained within „ ,0 eigl.t 

muscular injectron ^ ‘ All pa- 

"T’ rm te:ewed phenolnrrbitrd, 

rtblhty a^hat of morphine or nrependrne. 


J.A.M.A., Sept. 28, 1957 

Dihydrocodeine has been used as an antitussive 
agent in Europe for many years, but its analgesic 
effects have been reexamined in this countq' onlv 
recently.’® Its analgesic action is of somewhat 
shorter duration than that of an equivalent dose of 
morphine. It has been given for the relief of mod¬ 
erate postoperative pain, and also in cases of severe 
postoperative pain, in a dose of 30 mg. per 70 leg, 
of body weight. Mdien the dose of diliydrocodeine 
is raised to 60 mg., there is ver)' little increment in 
pain relief. In this higher dose, diliydrocodeine de¬ 
presses respiratory minute volume and produces 
other undesirable, morphine-like effects. This can 
be avoided with the 30-mg. dose, with which side- 
effects are hardly greater than widi a placebo. 
Since the increase in pain relief from the 30-mg. to 
the 60-mg. dose is so small at the expense of a 
significant increase in side-reactions, it is thought to 
be preferable to gi\'e diliydrocodeine in the 30-mg. 
close. When adequate analgesia cannot be obtained 
with this dose, another more potent analgesic may 
be given in place of diliydrocodeine. 

Diliydrocodeine can be used in cases where more 
potent analgesics are liable to cause addiction. In 
equianalgesic dose, its addiction liability is greater 
than that of codeine but less than that of morphine. 

In England, it has been reported recently that 
diliydrocodeine depressed respiration considerably 
less than meperidine. In tire United States, di lyc ro- 
codeine was given in a dose of 30 mg. to 50 patien 
in normal labor.=° It did not cause cardiovascular or 
pulmonary depression in the mother or m tie lear^ 
sounds of the fetus. There was less ‘ 

depression with 30 mg. of ^ 

100 mg. of meperidine. During the P 

period, diliydrocodeine effectively relieved the 
comfort of uterine contraction. 

Another drug that has been studied in tin 
try is ethoheptazine (l-methyl-4-phenyd-4-c.irbe 

oxyhexamethyleneimine). It is said to 8’^'® 

without producing sedation 

has no anti-inflammatory ac lo ’ , ‘ ^ j severe 

in the relief of moderate and moderate > 

j lUElmd study"' ethoheptazine 

In a recent double-blind st >, 

• rvotipnts with chronic pain 

was given to parent cardiovascular dis- 

arthritis, metastatic caicino 

ease, neurological disoi , P ‘ -phe anal- 

amputation, and .1 yas compared with 

gesic elfect’of 100 mg. by mouth was compa^ 
llwt of 600 mg. of osp.nn oO mg.^ ^ 

plus 600 mg. of ‘ ine with 600 mg- 

tion of 100 mg. of ttHh .aspW" 8®' 

S^TpaTn tlmn ethoheptazine alone. 
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Ethoheptazine wtli aspirin was as effective as 
codeine vdth aspirin. It is thought that .ethohepta¬ 
zine does not give rise to addiction."- 

The methadone derivative levo-isomethadone 
(levo4,4-diphenyl-5-metliyl-6-dimethylamino-3-he.\-- 
anone) given subcutaneously is thought to he 
equivalent in its analgesic effect to morphine. The 
optimal dose is 10 mg. It produces fewer symptoms 
than morphine, especially less nausea and vomiting. 
The decrease in oral temperature, oxygen con¬ 
sumption, resting respirator}' minute volume, and 
respirator}' response to 5% carbon dio.xide is as 
great as mth morphine.'^ The addicting proper¬ 
ties of this drug are of the same order as those of 
morphine. 

N. B. Eddy and his colleagues prepared acetyl- 
methadols and described the results of their lab¬ 
oratory examination.^"' Alpha-acet}'lmethadols were 
tested in man by Keats and Beecher,*" who con¬ 
cluded that the margin of safety was too narrow for 
clinical use. Given by mouth in a dose of 5 or 10 
mg. three to five times a day, alpha-dZ-acetylmetha- 
dol is effective against chronic pain but is not in¬ 
frequently accompanied by morphine-like side- 
effects.“ In tire relief of postoperative pain, 50 mg. 
of alpha-l-acetylmethadol subcutaneously is thought 
to be equivalent to 10 mg. of morpliine. Sometimes 
this drug has remarkably long-lasting effects and 
througli cumulative action produces a dangerous 
comatose state resembling morphine poisoning. 
Alpha-acetylmethadols are addicting. 

Another methadone derivative, dipipanone {dl 
4,4-diphen}'l-6-piperidino-3-heptanone) has been 
prepared as a racemate. Its analgesic effect has 
been tested in man in double-blind studies against 
cluonic pain and against postoperative pain. For 
chronic pain and acute moderate pain, the optimal 
analgesic dose is thought to be 20 to 25 mg.*" With 
doses of this order, side-effects have been minimal. 
The addiction liability of dipipanone is appro.xi- 
mately equal to that of morphine. 

O. x}'morphone (dihydroh}'dro.x}'morphinone) has 
been tested clinically against chronic pain. It is a 
vei}' potent analgesic; it has been estimated that 
1.12 to 1.15 mg. is equivalent to 10 mg. of mor¬ 
phine.*" The average effect in one series of cases 
was found to last 266 minutes when 1 mg. of o.xy- 
morphone was given and 277 minutes wth 12 mg. 
of morphine. With equivalent dosage, the incidence 
of side-effects is about tlie same with o.xy'morphone 
and morphine. The addiction liability of o.xymor- 
phone is considerable."® 

-'Another new analgesic that has been studied in 
lOM is propo.\}-phene (alpha-d-2-propiono.x}'-4-di- 
methylamino-l,2-diphen}'l-3-methyl butane hydro¬ 


chloride). A comparative study of this drug xwth 
codeine phosphate has been reported in The 
J ouRXAL recently."® The active isomer is now re¬ 
ferred to as de.xtro-propo.x}'phene. 

Dextro-propo.\}'phene by mouth is as effective as 
codeine, milligram for milligram, in the relief of 
chronic pain. Its side-effects in an oral dose of 
65 mg. are, in general, less than xvith the same 
dose of codeine. The addiction liability of de.xtro- 
propo.\}'phene is considerably less than that of 
codeine. 

Before a new agent is introduced, its addicting 
properties are tested. The initial estimation of 
addiction liability of analgesic drugs in the United 
States is based largely on the results of clinical 
studies on volunteers at the National Institnte of 
Mental Health Addiction Research Center, United 
States Public Health Sen'ice Hospital, Le.xington, 
Ky. The purpose of these addiction liability' tests 
is to delineate the safety of a new agent relative 
to its possible beneficial effects. To supplement 
clinical tests, laborator}' methods have been devel¬ 
oped during the past seven years at the department 
of pharmacolog}'. University of Michigan Medical 
School, Ann Arbor, under the direction of M. H. 
Seevers. Studies at this center have revealed that 
the rhesus monkey parallels man in important re¬ 
spects concerning development of tolerance to and 
physical dependence on the several classes of potent 
analgesic narcotics. As a result of these observations, 
new compounds are now sent to Ann Arbor for 
animal testing as coded samples and studied on a 
double-blind basis. This furnishes additional in¬ 
formation useful in screening new compounds for 
their potential usefulness and a more accurate 
evaluation of their addiction liability. Before reach¬ 
ing the physician, ever}' compound undergoes ex¬ 
tensive clinical trial, since the laboratory data do 
not furnish information concerning pleasant sub¬ 
jective responses to these drugs, an aspect of the 
general problem that is highly important in the 
assessment of addiction liability. 

In a discussion of analgesic drugs it is customary 
to e.xclude agents that act by remox'ing the cause of 
the pain and agents that block pain impulses periph¬ 
erally.' A method of reducing pain that has 
attracted increasing attention recently may be 
mentioned—h}'pnosis. Apart from its use in obstet¬ 
rics and dentistry, h}'pnosis has foimd its way into 
tlie TOder field of surger}'. H". S. Kroger, Chicago 
Medical School, has made a film of a patient 
who imderwent th}'roidectom}' xUdiout premedi¬ 
cation or anesthetic. There was hardly any bleed¬ 
ing. Other operations, such as a cesarean section 
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and liyslerectomy, and biopsies of the breast for 
carcinoma, liave been performed in a similar 
niiinnci w'ilh the patient in hypnosis.^* 

Present melliods of testing analgesic drugs in 
man and the study of pain relief obtained by hyp¬ 
notic suggestion both point to the multiplicity of 
influences that may come into play clinically. 
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WASHINGTON NEWS 

from the WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Higlev Regrets Doctors’ Criticism 
of J'A Policy , . 

Influenza Vaccine Mahers Asked to Follow 
State, Local Priorities . . 

Fnn/s Status of IS'on-Service 
Patients Clarified . . 

AEC Buys Radiation Equipment 
for Medical Schools . . 


PREDICT NO HIGH MORTALITY RATE 
IN ASIAN INFLUENZA 

Continuing to record and analyze information 
coming in from all over the country, tlie U. S. Pub¬ 
lic Healtli Ser\'ice says there is a gradually increas¬ 
ing incidence of Asian influenza, but that no high 
mortality rate is in sight. 

Early in September cases were being counted by 
the tens, or possibly tire hundreds. By the end of 
September tliey were being counted in the hundreds 
of thousands, Mississippi alone having an estimated 
increase of about 76,000 within one week. Increas¬ 
ing school absenteeism vms reported from Oregon, 
Colorado, Mississippi, and Texas, witli a few Cali¬ 
fornia industries also showing more absenteeism. 

Tlie serrace plots the course of Asian influenza 
epidemics on the basis of reports received from 
state healtli departments. The following report is 
a tiTpical summari' of one week’s findings in mid- 
September. 

New York Citi^ reported 144 cases of infiuenza- 
like disease among arriimls from Europe, and 2 
confirmed cases among citx' residents. At the same 
time the New York state department of health cited 
influenza-like illnesses in two camps of migrant 
workers from Alabama and Florida. 

.Ymong 250 fishermen in a small fleet off the 
southern coast of New Jerse)' 45 cases were re¬ 
ported, with two patients hospitalized with pneu¬ 
monia. 

In an Indiana college of 800, a total of 100 stu¬ 
dents were ill, and Illinois confirmed 2 cases from 
a nurnher of sporadic attacks. Minnesota reported 
3o clinical cases of influenza among 92 foreign 
exchange students arriving for the opening of tlie 
Uni\-ersity at Minneapohs. Missouri and North 
Dakota had influenza cases scattered tliroughout 
tlie state, but witli no confirmations as Asian influ¬ 
enza. Two adjacent counties in South Dakota had 
outbreaks, but here serological tests confirmed six 
cases. 


Tennessee had no extensive outbreaks during 
August, but more than 500 sporadic influenza cases 
by the middle of September, with 15 confirmations. 
Tlie disease is widespread in New' Orleans and otlier 
parts of Louisiana, Arkansas has two confirmed 
cases, and members of die Florida University foot¬ 
ball team were stricken. 

Migrant workers in Colorado also w'ere affected, 
12.5 cases among 545 individuals, Wyoming has had 
a few' cases (unconfirmed), and New Me.xico re¬ 
ports cases in 17 counties. 

Among girls attending a California convention, 
the attack rate w'as an unusual 89%; one death in 
this group possibly attributable to Asian influenza, 
but otlierwise almost no complications. 

The Panama Canal Zone reports an unusualh' 
high incidence of upper respirator}' diseases, in- 
voh'ing 25 to 30% of the population, mostly adults, 
but efforts to confirm Asian influenza were not suc¬ 
cessful. In Puerto Rico, cirses increased from 10 to 
14,674 in less tlian a month. Says the health 
bureau: “Influenza has now' spread tliroughout 
Puerto Rico.” 


INFLUENZA VACCINE MANUFACTURERS 
URGED TO FOLLOW STATE PRIORITIES 

In an effort to insure that j)riority groups w'ithin 
a state w'ill be tlie first to receive Asian influenza 
vaccine, the Pubhc Healtli Service has asked the 
six manufacturers of the vaccine to follow' priority 
recommendations of state and local advisory com¬ 
mittees. Earlier, the manufacturers had adopted a 
voluntarx' sx’stem of allocating x'accine to states, 
based on the states’ population. 

The PHS and most state and local advison,- com¬ 
mittees have recommended general!}' that first vac¬ 
cinations go to personnel in the health fields w'ho 
will be needed to care for the sick and to patients 
W'ho are a high medical risk, then to those needed 
to maintain essential communit}' services, such as 
police and fire departments. 

Requests that the priorities be earned further— 
to tlie state and local levels—w'ere made to the 
manufacturers in letters from Dr. Leroy E. Burney, 
the surgeon general. “It is suggested particular!}' 
that you be guided to the maximum extent possible 
by the determinations of state and local advisor}' 
groups regarding which orders witliin states and 
communities should receive priorit}',” Dr. Burney 
told tlie producers. 

(Continued on next page) 
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The PHS announced that 19 states hiiv 
formation of advisory councils to 
recommendations and^that some rL 
set up councils to sugSt 
the city and town leTCl P^**®*® co 

™n.jyjeve.,” Dr. B„r„ey 


VA ADMINISTRATOR REGRETS 
DOCTORS’ STAND ON HOSPITALIZARO.V 

Veterans Administrator Harvey Higle)' re<'r* 
that the nations feelings of “obligation 
tude toward veterans seems to hai'e lesscnctl 
noticeably in the last three years and that “jome 
medical men” are “attacking medical care for vei- 
erans, with particular reference to those haiia; 
non-service connected disabilities.” 

Addressing the American Legion convention, Nir, 
Higley declared in part; 

“A mere decade ago, tliere were few who would 
challenge tlie legislation, in effect since 1924, wliicli 
provides that a veteran witli a non-service-connecto! 
disability has tlie right to enter a VA hospital ii 
he cannot pay for the care elsewhere and if V.^ 
has a bed available, 

“Yet, during tire past tliree years, public state 
ments by certain indmduals and responsible organ¬ 
izations ha^’e contended that the non-service-con- 
nected should have no hospital benefits. Some 
medical men, who usually are keenly aware of the 
need for proper public relations, now apparently 
believe tliat tlie public no longer is greatly con¬ 
cerned with tire veteran and his problems. And so 
they no longer hesitate to attack medical care for 
veterans, witlr particular reference to those having 
non-service-connected disabilities.” 

Mr. Higley also challenged the recommendation 
of the Bradley Commission tlrat “The provision of 
constructive and adequate readjustment benefits, 
as a rule, should discharge the governments ohlig-e 
tion to war veterans who have no service-connectw 
disability.” 

The VA administrator asked whether this phi¬ 
losophy, “quite contrary to laws on the books or 
many decades,” is to be today’s thinking. Tlie lai« 
in question authorize die VA to hospitalize non 
service-connected patients if there is a bed avn> 
able and if die veteran cannot afford to pay. * ■ 
Higley believes Congress should clarify the situa¬ 
tion. He e.\-plains: , . 

“It seems to me that while there would be 
cost of new consriuction, diere would be no 
tional operating cost if we closed down > 
unneeded tuberculosis beds.. . beds located 
conversion to odier use would not be 
and replace diem with 33-hundred odier s 
would fill a great need . if the ^,1 

take cai-e of sick and disabled non-service 
veterans on the basis of our pf (lif 

“If the policy shall be not ^ 

non-service-connected, tliis should ‘ - 

so that odiers . . - States, counhes and cities 
Tt one' point M^ffigley told the Legion: 
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"The essential elements of veterans’ programs 
must be safeguarded. Weaknesses must be elimi¬ 
nated. We cannot afiFord to bur}' our heads in the 
sand and beliea'e tliat e\’er}'thing is perfect. . , tliat 
these programs are sacred and therefore untouch¬ 
able. Tliere always ssill be critics, but let’s not give 
them room for justifiable criticism.” 


AEG TO MAKE GRANTS TO 
MEDICAL SCHOOLS 

Evtending its present actisaties, the Atomic Ener- 
C} Commission will make financial grants up to 
•SiaO.OOO to medical and odier scientific schools to 
help tliem buy speciafized radiation equipment and 
teaching aids in this field. 

In outlining the program to encourage study of 
radiobiology and use of radioisotopes, the AEG 
said tlie aid would go to accredited schools of agri¬ 
culture, I'eterinar}' medicine, and jaublic healtli, as 
well as medicine, and to departments of biophysics 
and biolog}' in schools and colleges. 

.Applicants must be nonprofit institutions, and 
in'tli faculties qualified to conduct courses in nu¬ 
clear technolog}' as applied to the life sciences. 
The commission said in considering applications it 
will take into account the scope and objectives 
of tlie teaching program, the educational level 
of tlie program, and the number of students to be 
served. 

Tlie AEC already is sponsoring on-the-job train¬ 
ing in its laboratories; special training in use of 
radioactive materials at Oak Ridge Institute of Nu¬ 
clear Studies; fellow'ships in radiological physics, 
industrial hygiene, and industrial medicine; radio¬ 
biolog}' training for high school science teachers; 
and radiobiolog}' lectures conducted b}’ AEC sci¬ 
entists in colleges and universities. 


^^SCELLANY 

The Children's Bureau has asked three national 
groups for advice on the tlieme for the I960 Mfiiite 
House Conference on Children and Youfli. They 
are tlie Council of National Organizations, the Na¬ 
tional Council of State Committees on Children 
and Youth, and the Interdepartmental Committee 
on Children and Youth. A national adi'isor}' com¬ 
mittee on the conference, to be appointed by the 
^resident, srill decide on die theme. 

Tiie Veterans Administration reports develop¬ 
ment of a tin}' electronic meter for measuring blood 
pressure which ‘has opened a new field for under¬ 
standing heart failure, shock, and odier blood circu- 
ation disorders.’ The meter, about die size of the 
ond of a match stick, is inserted into a vein, and 
ma} be gendy pushed up and into the chambers 
m tbe heart and blood vessels of die lungs. The 
-A says it causes no pain or discomfort and that 
ismes of the veins are not damaged. 

Tlie National Red Cross has reduced its standard 
rst-aid course from IS hours of instruction to 10, 
in an effort to encourage attendance by those for 
", is a problem, particularly public em- 

P 0 } ees. The Red Cross first-aid textbook also has 
’ecu changed to reflect the shorter course. 
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I N A NEW STUDY of Vaginal trichomoniasis in wliicli 
Vagisec® liquid and jelly were used, AlbertDccUi, 
M.D., reports; “Tire organism is destroyed by‘e\-plo." 
within a few seconds after contacting the [trichomonrad 
in a dilution that is [virtually] non toxic and noninitalin; 

Vagisec liquid and jelly, used by the Davis tcchnqH 
offer a new approach to successful treatment of vagina 
trichomoniasis By exploding - not merely inactiut 
— hard'to-reach flagellates as well as those in surface 
secretions, Vagisec therapy quickly rids the vagina 
of trichomonads that tend to sun-ive and cause llareu 

High rate of success - Dr. Decker’s new study confin 
the effectiveness of these unique agents in both acut 
and chronic infections. Of 65 women considered to ’ 
adequate treatment,'’ 63 were freed of trichomoni; 
“Tlicrc was immediate relief of symptoms..and 
post-treatment recurrences. 


.. destroyed by explosion’ 
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Lre eliminated, four more cases ^ j^f,,,dto 
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Explosion unique cdntLt.’ A 

explode trichomonads ^^^er 15 

deterget, a 

VAG i O F the pro^- =~s«.e fl- 

V.o.sco jelly.- f douche, 

treatments and prescribe it ^ 

regimen, rate 0 ^ To prevent conjugal ^ 
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V Tes New York, i ne -- rc-infection, which can ^jnely specif}’ 
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N OUTSTANDING new aspect of chron¬ 
ic pulmonary' disease is the present risin;, 
mortality from cor pulmonale now chiefly 
attributed to chronic bronchitis and em¬ 
physema. Current e.xperience indicates also a rising 
incidence of tlie latter and a change in tlie etiolo¬ 
gy of both. This present increase of bronchitis and 
emphysema comes from two new sources, namely, 
pulmonar)' damage from infectious diseases attenu¬ 
ated by modem chemotherapy and pulmonary' dam¬ 
age from the effects of increased air pollution. 

Wiile the clinical picture leading to cor pul¬ 
monale is now often discussed in such terms as 
bronchial spasm; pulmonary insufBciency', and pul¬ 
monary' hy'pertension, it is in general referred to as 
chronic bronchitis and/or emphysema. The latter 
are spoken of as specific disease entities and are 
looked upon as tire primary' causes of cor pulmonale 
by reason of mechanical obstruction to ventilation 
and circulation which they' are presumed to create 
in tire chest. 

It is our belief tliat the clinical picture leading 
to cor pulmonale is now misinterpreted as chronic 
bronchitis and/or emphy'sema. This has resulted not 
only in confusion regarding the criteria of the latter 
—but also in a misunderstanding of the nature of 
pulmonary' insufficiency as well as of causes of cor 
pulmonale. In tliis paper we are offering our inter¬ 
pretation of these conditions which we believe 
should help to clarify' the present confusion. 


Clinical Forms of Pulmonary Insufficiency 

For over two decades we have observed a large 
number of patients witli a variety of bronchopul¬ 
monary diseases, and in many' of tliese we have been 


The incidence of insidious protracted de¬ 
velopment of pulmonary insufficiency is 
increasing, due to the delayed effects of 
pulmonary infections attenuated by chemo¬ 
therapy, and to the cumulative effects of 
inhaled air pollutants. We are not dealing 
with complicating infections but rather, the 
signs and symptoms observed are the mani¬ 
festations of pulmonary insufficiency itself. 
Pulmonary insufficiency implies disturbances 
in the autonomic functions of the structures 
at the bronchioloalveolar junctions. The 
exact nature of these functions is not known, 
but there is ample evidence that they are 
essential to normal distribulion of venfila- 
tion and circulation throughout all parts 
of the lungs. The disturbance of this critical 
function implicated in pulmonary insufficiency 
may best be designated by the least pre- 
judicating term of "bronchioloalveolar dys¬ 
function." 


able to follow a progression to ultimate pulmonary 
failure wth cor pulmonale. We have observed that, 
when these patients first began to show signs of pul¬ 
monary' insufficiency', they all presented the same 
clinical picture commonly associated wth bronclritis 
and emphysema, regardless of the wdely different 
nature of the primary' bronchopulmonary' disease 
which led to the insufficiency'. At first we accepted 
the prevailing \'iew that this clinical picture was due 
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... Ocl. 5, l(S7 

10 complLvaUJig rt'.spiratory infections. However, The assumnHnn t • i 

witli the advent of chcniollicranv, wlien it became ^ ^ Ae chmcal picture of diron- 

po.ssiblo to control complicating infections, we found basis of brondiitis'^ pron? d T"' ^levelops on the 

that in most casc.s this Imd litHo -o,.. ■ I poper dates back to the nro- 

antibiohc era when bronchitis often became i 
plicated by recurrent pneumonitic and suppuratnc 
processe.s ubich often led to destniction and/m 
hbrosis of much lung parenchyma. The latter then 
resulted in depletion of pulmonary reserve and so 
in pulmonary insufficiency which simulate.s dironic 
bronchitis and/or emphysema. In the present era of 
chemotherapy these severe complications of bron¬ 
chitis proper are usually controlled and their serious 
.sequelae are becoming less frequent. In cases where 
pulmonary insufficiency develops we must look for 
reasons of loss of pulmonary resen'e other than that 
of bronchitis proper. 


-1'"''.c? wv; iwmiu 

i.it in mo.sl ca.sc.s this had little effect upon tlie 
irogrossisT clinical picture, finally realized that 
• i'O were not dealing witli complicating infections 
but that the signs and s\'mptoms observed were the 
tnanifesfations of pulmonary insufficiency itself. 
Purlhcrmon' we observed that, in patients with re¬ 
duced pulmonary reserve due to past hronchopul- 
mnnary disease.s. complicating bronchial infections 
are more apt to arkse after onset of pulmonary in- 
snlficieney llian liefori'. The temporary aggravation 
of .symptoms and .signs produced by the complicat¬ 
ing infection is readily controlled by chemotherapy 
with little (•ffecl on llu* previous status of progre.s- 
sive jmlmonary insufficiency. 

Our clinical experience has led us to recognize 
tluee forms of this clinical syndrome: (1) the acute, 
which occurs in bronchial asthma: (2) the.subacute, 
generally recognized as asthmatic bronchitis; and 
fo) the chronic, which is now cotninonly associated 
with bronchitis and/or emphysema. It has been a 
long-established fact that there exist fluent transi¬ 
tions between these three forms and that one can 
go over into the other.' The clinical fcature.s of all 
of these include .signs and si'mptoms of bronchial 
dysfunction and of puhnnnarv 
is often variable predqa/J^ j 
as. the more fixed \rn' oeenfisu., T' 
the le-s.s marked are (ho funnel,/..,) [■ f>eeome. 

rhonehi) and vice ver.s;,. ‘ '''^''•s f ul,,.,. 

Here wi* are concerned chiolly 
form of the pulmonary insu^fIe/(■^,cy J,,^.)lJ dnoniv 
ia\' des'cloii on (he basis of piac(,e;,*//"’‘\."’fi>cl 


nion.trv discuses flint lead to loss of 
normailv functioning lung parenchyma, 

(icnlarlv frequent in diseases that tend to insV*' 
llie lungs diffusely, such as fibroses, granulomatoses, 
and other densely disseminated lesions, regardless 
of etiology. In most instances the progress of chronic 
jndmonaVv insufficiency appears clinically as an 
insidious and protracted process whicli may truly 
.simulate chronic bronchitis for long periods of time 
until manifestations of the fully developed pulmo¬ 
nary insufficiency reveal themselves. Clinical experj- 
ence also indicates that frequently this clinical 
syndrome may develop abruptly within a few xveeks 
or months. Tin's is apt to occur particularly m those 
of middle age after an acute pneumonic or pleuritic 
process or other medical or surgical condition, or 
with pulmonary complications of congestive, em- 
bolic or metastatic nature. Here the symptoms of 
cougi. and expectoration with progiessiy dyspnea 
on effort appear rapidly and eonconritantly. Whether 
of gradual or rapid development, this clinical p.c- 
lure reveals the imminence or presence of lack ot 
pulmonary reserve. 


Misinterpretation of Chronic BroivArti's 

The term bronchitis refers to an infiamni.itorv 
process involving mainJ; the larger branches of the 
bronchial tree, awi rarely extending to tlie finer 
broncliJoJes. This is an exceedingly common clinical 
as well 0 ' autopsy finding. It is a trivial disease for 
wlii^iV people usually do not seek medical aid. In- 
miperable people, especially smokers, go through 
ITe indulging in rather than suffering from much 
ough and e.xpectoration. The sputum consists of 
'■:flammaton' products, is mucopurulent in cliarac- 
and is often copioius in amount. Chronic bron- 
ter^l” described is especially fre- 

! people of advanced age and as such is not 
^ disease. Disabling chronic bronchitis is 

vrim. to airway obstruction leading to ob- 

A d..raM..i'^g.v i, „ tag. 

.sMK 0 )c ]5j-onchitis is more often the result 

structive emplirr „ , , „ a 

know,, fact 

than the causetation of Obstructive Bronchitis and 

^. r Obstructive Emphysema 
M,s,nterpn'i 

g concepts of the interrelationship be¬ 
tween 13 . ./h'cliitis and emphysema are still based 
essentially on the old theory of Laennec, namely, 
that of obstrl 1 Cti^'e bronchitis leading to mechanical 
overdistention of the lungs. Recently this has been 
modified to the theory of functional airwai’ obstruc¬ 
tion spoken of as “bronchial spasm” or “air-trapping 
by disturbance of normal bronchiolar function. E'cn 
according to this theory, airway obstruction leading 
sooner or later to mechanical overdistention ot i 
lungs is the key to the development of emphpema. 
Bronchitis and emphysema are thus nssumed to 
inseparably linked as essentially consecutive pbnse- 
of one and the same clinicopathological pro 
In practice tliis interpretation has led to contu ? 
the criteria that distinguished chronic jj 
from emphysema. It is not possible to 
bronchitis ends or when emphysema 
acteristic of this confusion is the fact * 

clinical picture described by some as chrome 1^ 
cliitis is designated by others as emphysem.,- 
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taking for granted the presence of one or the other 
condition as a complication.^ Recently the term 
“bronchospastic disease” was proposed as a way out 
of this confusion.'* However, as tliis new term is 
interpreted, it is just another name for tire same old 
conditions and refers to variable combinations of 
bronchitis and emphysema on the same theor}' of 
patliogenesis. 

It should be noted at this point tliat there is no 
factual evidence for tlie existence of bronchospasm 
in asthma, bronchitis, or emphysema, as is generally 
assumed. Nor is there any morphologic evidence of 
actual obstruction of tire bronchial tree. Obstruc¬ 
tion to airflow is inferred on tlie basis of the clinical 
features, tlie signs and symptoms of disturbed venti¬ 
lation of pulmonar)' hj'perinflation, and the xasciditj' 
of se'^retions. Clinically the distinction between 
obstmetive bronchitis and emphysema is generally 
most difiBcult. Reliance is now put on functional 
testing, but the one test beheyed to be reliable for 
detecting the presence of emphysema, namely, de¬ 
termination of tlie over-all diffusing capacitx', is still 
in the e.xperimental stage.’ 

The current trend to discard the term obstructive 
emphysema in order to properly emphasize obstnic- 
tive bronchitis as the primary' disease is objection¬ 
able chiefly because of an implied association \vith 
bronchitis proper. There is nothing in the clinical 
entit)' of bronchitis as described above which im¬ 
plies that it usually leads to obstructive bronchitis. 
On die contrar}', clinical e.xperience indicates that 
obstructive bronchitis is more often the result rather 
dian die cause of pulmonary' emphysema. Certainly 
bullous change in emphysema must be considered 
conclusive ei'idence of bronchial obstruction, and 
both this and obstructive bronchitis are sequelae 
rather dian causes of pulmonary' emphysema. The 
presence of pulmonary emphysema is usually re¬ 
vealed first clinically by symptoms and signs due 
to bronchial obstruction. Extensive emphysematous 
changes may be present without clinical signs and 
symptorhs which arise promptly upon advent of 
complicating bronchial obstruction. 

The term obstnretive emphysema refers to me¬ 
chanical overdistention of airspaces behind ob¬ 
structed ainvays permitting more ingress than 
egress of air. This is mostly a localized process 
caused by local involvement of bronchi. It occurs 
in a great variety of pulmonary' diseases, mostly in 
the absence of emphj'sema. It often also occurs 
as a complication of emphysema when localized 
bronchial complications aggravate the enlargement 
of airspaces due to emphysema and produce local¬ 
ized hullous changes. In such cases, in the presence 
of the Uvo combined forms of airspace enlargement,' 
it is often impossible to separate the distending effect 
of obstructive bronchitis from die emphysema prop¬ 
er (structural defects) which we will discuss later. 

. long emphasized tire importance of recog¬ 
nizing tlie enlarged airspaces that are of mechanical 


origin and chieflv of a localized nature. For tliese 
we have proposed the term “airspace disorders. 
Tliey are frequent clinical-findings due to localized 
obstructive bronchitis, and they occur mostly in 
absence of emphysema and are often confused wth 
and misinterpreted as such.® 

From tlie foregoing it may be concluded that the 
chnical entity' of chronic bronchitis does not imply 
bronchial spasm; that obstructive bronchitis and 
obstructive emphysema are clinically indistinguish¬ 
able from one another; that obstructive bronchitis, 
contran' to general belief, is usually the effect of 
obstructive emphysema rather than its cause; and 
that the effects of obstructive bronchitis are better 
described as “airspace disorder,” which is not to 
be confused ivith emphysema proper. Accordingly, 
if chronic bronchitis does not lead to obstructive 
bronchitis and if the latter does not lead to emphy¬ 
sema proper, then the question naturally arises as 
to what is the nature of the clinicopathological proc¬ 
ess leading to pulmonarj' insufiSciency and cor 
pulmonale. 

Manifestations of Pulmonary Insufficiency 

The basis for the above-described confusion lies, 
we believe, in wTong interpretation of the manifes¬ 
tations of pulmonar}' insufifidency as those of chron¬ 
ic bronchitis. In fact we lack proper terms for these 
evidences of functional disturbance simply because 
we are ignorant of the true nature of the autonomic 
functions of the lung structures; also because dis¬ 
turbance of these functions, as revealed by sx'mp- 
toms and signs, is now misinterpreted as bronchial 
spasm and is assumed to be manifestations of 
obstructive bronchitis and emphysema. 

Bronchioloalveolar Dysfunction.—We believe it to 
be a reasonable assumption that pulmonar}' insuffi¬ 
ciency implies disturbances in the autonomic func¬ 
tions of the structures at the bronchioloalveolar 
junctions. The exact nature of these functions is not 
know’n, but there is ample e\'idence that the}' are 
essential to normal distribution of ventilation and 
circulation throughout all parts of the lungs. The 
disturbance of this critical-function implicated in 
pulmonar}' insufficiency may best be designated by 
the least prejudicating term of “bronchioloalveolar 
dysfunction.” The clinical s}'mptoms and signs sug¬ 
gest that it includes increased bronchomotor and 
bronchosecretor}' activity manifesting themselves in 
chrom’c cough and e.xpectoration. These s}'mptoms 
are common xdth bronchitis, hence the confusion 
wth the latter. Also bronchioloalveolar dysfunction 
is associated w'itli progressive pulmonar}' h}'perinfla- 
tion which is at first reversible but later becomes 
irreversible. Progressive dyspnea then becomes a 
prominent s}'mptom. The combination of irreversi¬ 
ble pulmonar}' h}'perinflation wth bronchioloalveo¬ 
lar dysfunction is what we clinically recognize as 
pulmonar}' emphysema. In other words, clinically, 
emphysema becomes recognizable only by these 
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Other manifestations of pulmonar}' insufficiencj- 
■mphysema, ano.xia) are often found associated 
idi pulmonar}' hs’pertension, but their relationship 
- onlv indirect. Perhaps that which is most closely 
lated to pulmonary^ In-pertension is augmented 
ood flow from die systemic arteries. This suggests 
at sj'stemic blood pressure transmitted mostly 
' way of anastomoses between pulmonary' and 
onchial arteries probably play's the key' role in 
e origin of pulmonary hypertension. 

Emphysema by loss of alveolar structures, jiulmo- 
iry' hypertension, and augmented blood flow from 
■ -oncliial arteries are three combined findings most 
=quentl\' obser\-ed in cor pulmonale. The usual 
" ■ terpretation lias been that the sequence of ei'ents 
emphysema, hy^pertension, and finally' augmented 
stemic blood flow. Recent obsen'ations in so- 
Iw intralobar bronchopulmonary' sequestration 
ihjiLH^''omalous systemic arteries of congenital 
ktfcfft'ccWemonstrated the reverse sequence of 
asfiejRseaj’ ! 'emphysematous changes resulted from 
ifatfiiie'Mi J'f’•'d supply'. Similar emphy'sematous 
1 obseri'ed also in lungs iwUi hy'po- 
• e) pulmonary' arteries leading to 
ironchial blood supply'. In many 
ed the development of emphy'- 
.ormal lung areas under pleural 
which sy'stemic blood flow in- 
.reas so affected. Here too, we 
lice of events was most likely one 
.la resulted from changes in blood 


ai!res!t!a^i'';v.- 

seal B trie 
latiifis B & p-.v, 
fcibeciaf.fj: - 
teii puje L?-: •' 
if Iraifej. '«•' 

* cate Ji,.' - - 


iWaac":'- — tulated that changes from pulmonary 
Bdast” ' olood supply' in any' lung area may so 
bronchioloalveolar structures as to dis- 
ffcRcdons and result in their eventual 
fctie*--disappearance (emphy'sema) with all die 
" pceriously discussed. Referring to these 
ted plienomena (clubbing, polycy'themia) 
t publications, one of us suggested that 
: '^inomic function of the bronchioloalveolar 
. *es is regulated by a hormone carried to the 
•lly hy venous blood in the pulmonary' arterial 
.r bed. Interference wdi this autonomic func- 
c'er a large part of die lungs will manifest 
Ji all the eWdences of pulmonary' insuflSciency 
■■ised above. In final anah'sis then, cor pul- 
• lie, too, would have its origins in pulmonary' 
. Hciency', i. e., loss of pulmonary reserve. 


Recent Changes in Etiology 

11 the decade following the advent of modem 
emotherapy there became discernible a sharp 
op in mortality' from acute and subacute broncho- 
• ulmonary infections, wliile at die same time tiiere 
iccurred a sharp rise from cor pulmonale M’hich has 
jince dien persisted. Tlie connection between these 
is ohrious. More patients suffering from pre¬ 
ciously fatal bronchopulmonary infections now sur- 
ciie, later to become victims of pulmonary' insufifl- 


ciency leading to cor pulmonale. In fact diis is true 
even of patients with far-advanced pulmonary' tu¬ 
berculosis whose life is prolonged by chemotherapy. 
In the latter, as well as in those with some destruc¬ 
tive bronchopulmonary' suppurations, there are 
demonstrable residues of fibrosis and emphysema 
which indicate the process leading to pulmonary in¬ 
sufficiency and cor pulmonale. A different effect of 
chemodierapy' on inflammatory' processes in the 
lungs w'as discussed by' one of us ” recently under 
the title “Chemotherapy' and ‘Vanishing Lungs.’” 
Clinical obsers'ations indicate diat chemodierapy 
often produces emphy'sematous changes, probably' 
by' preventing dense fibrosis and fas'oring resolution 
and self-cleansing of die affected parts. V'e beliei’e 
it is a reasonable inference that die same effect due 
to chemodierapy' occurs to lesser degrees in a great¬ 
er portion of cases w'hich escape detection. Our 
obser\'ations lead us to infer that, in many' cases in 
W'hich bronchopulmonary'- inflammatory' diseases 
have been attenuated by' chemodierapy', subchnical 
forms of such acquired lung defects remain. By' in¬ 
sidious protracted progress diese become apparent 
much later, mosdy' in middle-aged patients present¬ 
ing clinical features now' generally' recognized as 
chronic bronchitis and/or emphy'sema. 

Even more characteristic of die present era is the 
prominent role of so-called irritative bronchitis 
from air pollution in the origin of clironic bronchitis 
and emphy'sema. In fact these hvo conditions are 
now' increasingly spoken of as smokers’ diseases.'" 
Tobacco smoke is now' looked upon as a most in¬ 
tense form of inhaled polluted air. Furdiermore, 
“irritative bronchitis” resulting from air pollution 
has been prominently mentioned as a cause of pul¬ 
monary' insufficiency' in such diverse conditions as 
coal miners’ dyspnea and die attacks of fatal pul¬ 
monary' insufficiency' during the recent London 
smog.” In both instances w'C are dealing w'ith in¬ 
jury' to bronchioloalveolar structures w'hich remains 
latent at the time of occurrence and later becomes 
manifest by' subsequent cumulative effects. Clinical 
and pathological obser\'ations indicate that inhala¬ 
tion of injurious air pollutants may' also cause dam¬ 
age to bronchioloalveolar structures that affects dieir 
function and results ultimately in pulmonary' insuffi¬ 
ciency'. 

It w'ould appear then that in the present era of 
medicine diere is an increasing incidence of insidi¬ 
ous protracted development of pulmonary insuffi¬ 
ciency due to die delayed effects of pulmonary in¬ 
fections attenuated by chemotherapy and to the 
cumulative effects of inhaled air pollutants. Tlie 
number of people subject to the effects of these 
two new sources of pulmonary' damage is very large 
w’hen compared even with die present increased 
incidence of pulmonary' insufficiency'. Furthermore, 
there are very' great indhidual diferences in the 
evolution of die latter. In die majority' of cases pul¬ 
monary' insufficiency develops only widi advancing 



436 


PULMONARY INSUFFICIENCY-RAPPAPORT AND MAYER 


age and depends obviously upon advent of tlie 
involutional lung defect.” In a minority of cases in 

Inch pulinonaiy insufficiency develops in voung 
individuals, \vc must assume the previous presence 
of “develojnncntal lung defect.” 

Summary 

In the present era of medicine there is a notable 
incix'ase in the incidence of pulmonary insufficiency 
leading to cor pulmonale. The clinical picture is 
usually misinterpreted as chronic bronchitis and/or 
pulmonary emphysema. We are dealing with the 
clinical manifestations of insidious protracted chron¬ 
ic pulmonary insufficiency consisting of the combi- 
juition of broiiehioloalveolar dysfunction (increased 
bronchomotor and bronchosccretor}' activity), pul¬ 
monary h}'perinflation (etnphyscina) and aug¬ 
mented pulmonary blood flow from .systemic cir¬ 
culation (ajiaslomoses with bronchial artery). 
Pulmonary insufficiency is an indication of depleted 
reserves of normally functioning lung parenchyma. 
In (he etiology of pidmonar\‘ insufficiency in the 
present era of nu'dicine, an important role is played 
by (w(j new forms of damage to lung parenchyma 
which reinaiji clinically latent; (1) respiratory in¬ 
fections a(t('miated by modem chemotherapy and 
(2) inluilalion of harmful air j)ollutants. The latter 
includes eveessive smoking. 

fi'O Fifth (21) (Dr. HappaiJort). 
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Trealuicnt of Scintic.a and Herniated Disk.-Since sciatica may be caused by a wide variety of 
conditions, its treatment varies greatly. The treatment of sciatic pain associated wi i ai in 
tis of the -spine or of the articular facets, osteoporosis of the spine, Pott’s disease, spondy o i - 

thesis, malformations of the vertebrae, spinal cord tumor, metastatic carcinoma, telangie^ 

of the cord, sacroiliac arthritis and strain, and musculoligamentous conditions relating 

low back, to mention only a few conditions, all have their individual problems. < 

little disagreement that uniformity in treatment is not to be expected 

dilions. For the treatment of herniated disk, medical measures ^re suffic 

stances. Tiie majority of cases do not require operation. It is a mi . sufficient 

treatment as merely preliminary to eventual operation. physiotlierapy 

in 75 to S3 per cent of cases. It consists of complete bed rest, analgesics, a p > 

•icluding liliant heat and hot tub soaks . Medica Si have 

sciatica due to herniated disk except in those cases of ^omp > _ ^ those cases 

failed to respond to medical treatment, in instances of ’ The duration of 

pai,, (vith 'ifp™' 

MM dimes of North America, September, 1956. 
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It has long been recognized that tlie attacks of 
pain of trigeminal neuralgia may come and go for 
no apparent reason. “The duration of the attack is 
ver\' indefinite, from one or two hours to several 
days, and its recurrence or exacerbation is alike in 
the day or night... - Equally uncertain is its period 
of rehim. As intimated, its revisitations are some¬ 
times as regular as those of intermittents. But such 
instances are rare, and the inter\'al may be a week, 
a month, a year or more. . . .”' 

If a remission were to occur spontaneously at 
the time that some procedmre was being carried out 
for the purpose of reliewng the pain, the erroneous 
impression might be gained that tlie pain-reliewng 
procedure was effective. A brief review of the his- 
toiy' of various nonsurgical measures used in the 
past 100 years for tlie relief of pain of trigeminal 
neuralgia reveals that each agent has waxed and 
waned in favorable usage only to be replaced by a 
successor of equally dubious value. It is possible 
that the commonly occurring remission of pain has 
been an important factor in bringing about the pre¬ 
mature conclusion tliat these remedies have been 
of significant benefit in the treatment of trigeminal 
neuralgia. 

Inquirj' into this matter has seemed worthwhile 
for the purposes of learning something of the nat¬ 
ural history of trigeminal neuralgia, as it has been 
seen at the Mayo Clinic, and of discovering whether 
spontaneous ^remissions of pain are of such char¬ 
acter as to create a problem in judging the effec¬ 
tiveness of a particular treatment for this condition. 
In an attempt to gain information along these lines 
we have studied the cases of 155 patients witli 
trigeminal neiualgia seen at the clinic in 1953. We 
have not included the case of any patient with 
known intracranial tumor or aneurj'sm. 


Review of Cases 

^The age of patients at onset of pain varied from 
1" to 88 years. Although the disease is properly 
considered to be one of middle and later years of 
life, we found that 19 of the 155 patients, appro.xi- 
mately an eighth of the total number, had noted 
onset prior to the age of 40 years. Seventy patients 
were men and 85 were women (table 1). Three pa¬ 
tients had noted symptoms for 30 years or-more, 

Fi^ S^ion of Neurology, Mayo Clinic and Mayo Foundation. 

^ ^ Fellow in Neurolog\', Mayo Foundation. The Mayo 
jQjj ® of the Graduate School of the University of Minne- 


Daia regarding ihe effects of therapy in 
irigeminal neuralgia cannot be evaluated 
without knowledge of the spontaneous 
course of the disease. Analysis of 155 cases 
showed that 78 patients had experienced 
one or more spontaneous remissions tasting 
6 months or longer and thof 38 bad had 
similar remissions of 12 or more months. 
This finding may have explained some re¬ 
ports of good therapeutic results from a 
variety of treatments, such as remissions 
lasting up to four years in 17 out of 39 pa¬ 
tients after the extraction of apparently 
sound teeth. In patients who allowed many 
months to elapse before they sought treat¬ 
ment and who enjoyed long spontaneous 
remissions it could be assumed that the 
course of the disease would be somewhat 
benign. To tell whether a proposed treat¬ 
ment for frigeminal neuralgia is effective 
therefore requires a post-treatment observa¬ 
tion period of at least six months and pref¬ 
erably a year. 


10 for 20 to 29 y'ears, 26 for 10 to 19 years, 40 for 5 
to 9 years, 65 for 1 to 4 years, and 11 for less than 
1 year. From these figures it cannot be assumed 
that spontaneous “cmres” do not occur, but it seems 
reasonable to assume that such occurrences are 
rare. 

Table 1.— Age at Onset and Sex of 155 Patients with 
Trigeminal Neuralgia 


Patient*, ^o. Male, No. Female, No. Ape at Onset. Yr. 

1 . 1 17-19 

5 . Z 2 20-29 

13 . A 9 .•»-33 

27 . Iti 11 40-49 

62 . 21 SS 50-59 

^ . IT 17 6(VII> 

10 . o 5 70-79 

3 . ' 1 2 SO-S" 

155 70 g5 


The right side of the face was involved in 92 
patients and the left side in 63. Seven patients had 
bilateral involvement, and they were included in 
these figmres on the basis of the side first involved. 
The initial pain was noted in the first division of 
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By a)n)]>ro)}envh'e medical care, 1 mean all those 
jcrv'iccs by incli^'ic]ua] pliysicians and related pro- 
u'.ssional workers, liospilals, nursing homes, and 
iK'nlth dqjarlinents (hat arc required to extend the 
active life of older people. Obviously, no single in- 
divitnial or organization can provide all those 
serxiccs. 

TIu're is a growing-awareness among the pro¬ 
fessions and the public (hat these services should 
be and can be planned, developed, and delivered 
by tile eunnmmitv- and its physicians-lbo state, the 
hdejal go\'erninenl, Jiiedical schools, and pri\'a(e 
fnganizations aiding and alietting flic efforts of the 
community and the medical profession. The convic¬ 
tion (hat such communil}’ action is needed st)rings 
from (he day-to-day e.vpericnce of families, com¬ 
munity agencies, and individual physicians in trying 
to obt.iin comprehcnsi\’e care for the aged. .Aiid it 
.vprings from the nationwide e.xpcrience of older 
jK’Ople. their families, and taxpaying fellow citizens 
in trying to meet the costs of disabling illness. 

Public A.ssistancc 

In a r<‘cent study of patients in nursing homes, 
die Public Health Service found that the average 
patient is <S() years of age and that more than half of 
(he patients are supported by public a.ssistance 
funds. .Studies conducted by the Social Security .\d- 
miuistratifin indicate that over 25^r of persons ac- 
ci'pted for public assistance give ill health as the 
cause of (heir dependency. Such findings emplvasize 
(he fact that old age for far too many of our people 
is almost .sj iionymous with ill health and inadequate 
income. The economic burden of disability in older 
persons can be substantially lessened by compre¬ 
hensive services for the aging in their own com- 
munitie.s. 

What can communities do in cooperation nitb 
their physicians to raise the health level of their older 
citi'/.ens and reduce llie economic burdens of dis¬ 
ability? In the first place, they must consider the 
totaliix' of the problem, just as the pliy.sician must 
consider (he whole individual in arrix-ing at a diag¬ 
nosis and instituting appropriate therapy. Since the 
health status of an older person is tlie sum of many 
factors, services must be planned to affect the whole 
-the physiological changes of aging and the psy¬ 
chological, social, and economic factors involved in 
producing the state of ill licalth or good health. 

Planning for liealth of the aged, then, begins with 
a survey. Depending on the size and comple.xity of 
the prolriem, a survey can be made by teams rang¬ 
ing in size from a physician and a visiting nurse, 
supported liy adequate biostatistical and clerical 
assistance, to the full complement of a comimmity 
welfare council. In any case, the results will be far 
more satisfactory if the individuals involved repre¬ 
sent the comniunit}' at large and the various pro¬ 
fessions concerned in the physical, mental, and 
social well-being of the aged. The broader tire rep- 
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resontation on the survey team, the 
hensive and—in the long run—the i 


more cotnpre- 

the pinnning and 

I want to emphasize strongly the need for acli„ 
participation m any such surveys and programsbv 
practicing physicians as individuals and as 
sentatives of their medical societies. Indeed £ 
are too many instances in which needed smim 
have not been developed because physicians bve 
not been brought into the planning and pro-am 
development at the earliest stages. It is all too com¬ 
mon an eiTor for community groups to plan healtb 
]M-ograms for physicians instead of widi them, idtli 
the result that the key pensons—the practicing pbvsi- 
cians-in any program for care of the aging do not 
know u'hat i.s expected of them, nor liave they been 
consulted as to whether they can, professionally, 
delis'er the services expected, the local health officer 
also is often neglected when a steering committee 
is organized. This too is unfortunate because the 
ai'crage healtli department does have skills and 
resources for organizing and developing community 
programs. It is a potential source of ^nancial and 
professional assistance, both through its contacts 
w’ith community institutions and through state and 
federal agencies. 

In reverse, there have been equally short-sighted 
instances when public health and medical groups 
Iiave attempted to dex'elop community sendees 
without taking .social welfare, inclustrie'il, and cixic 
organizations in on the ground floor of their plan¬ 
ning. The moral of these obserx'ations is that we arc 
all in tin's together. We cannot carry' out our re¬ 
sponsibilities for the health of our patients or our 
commvmitics without the help of other professional 
people and comimmity' leaders. 

For example, one of the ideas now catching Brc 
in a number of communities is the establishment 
of a “center" for the aging, w'here healtb counseling, 
group recreation, social casework service, nutri- 
tiowal advice, and referral to medically approved 
sources of care are provided. I hax'e in mind the 
kind of place that older people can consider their 
own, a place w'here many of their needs can be me. 
A “center” of this type could eliminate the frequent 
referral of individuals from agency to agency mtn 
resulting confusion and frustration that often ( 
v'clops. Consolidated services for the aging mu f 
Ire operated bv the local public welfare epar 
or the health clepartment, or both together. In com 
nnmities with x\'ell-de\'eloped voluntary ’teal ‘ 
welfare services, it would be much more ‘ 
for the united community' serr'ices or 
council to operate such a center, wj j’ ‘ 
x'oluntaiy agencies jointly supplying " tr¬ 
ices or funds they can provide. As cominumb^^^^^^ 

ganizations are now asking the . ^ovide 

to “united giving,' so also the people 

the greatest amounts of service t ^iying" on 

at tlie least cost through a little united gumS 

their part. . 
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Nursing and Restorative Care 

Impro\’ement of nursing home care is urgently 
needed in many communities. Training courses for 
tlie operators of nursing homes can be provided as 
part of a communit>'’s comprehensive program for 
health of the aged. Agencies responsible for the 
licensing and superA’ision of nursing homes and re¬ 
lated facilities can provide many consultative ser\'- 
ices through local health departments. Public health 
nursing consultants, dietitians, sanitarians, and 
health educators all may ha^'e something to offer 
that vill help tlie nursing home operators do the 
better job they would like to do in caring for their 
aged and infirm patients. The use of licensure to 
raise the standards of these homes is a practical 
point of departure, but results are more effective 
u’hen it is not used ns club but as an opening door 
to rendering sen'ices indirectly to the aging. 

Home care programs, although s’arying widely in 
content and method of organization, offer e.vcellent 
opportunities in the development of communits' 
services for the aging. Up to the present time, home 
care services have been provided chiefly for. patients 
receiving public iissistance or private welfare aid. 
If the values of auxiliary medical services in the 
home—nursing, physical therapv’, and housekeeper 
services, to mention a few’—are ever to reach the 
majority of disabled older people, they must be so 
organized and rendered as to attract the practicing 
physician and his patients. 

No comprehensive health service for the aged will 
be complete without attention to restorative care. 
Tliis begins with attention to the eyes, the ears, feet, 
and teeth—four organs that are neglected to an 
astonishing degree in older persons. Perhaps no 
single service can do more to reduce the amount of 
care that an elderly patient needs than provision 
of a hearing aid, a new pah of glasses, better den¬ 
tures, or treatment of a painful bunion. An older 
person not otherwise handicapped can be trans¬ 
formed into a healthier, happier person by' one or 
more of these simple aids. If he is otherwise handi¬ 
capped, he will be able to function more freely’ 
and to cooperate more fully' in efforts to treat the 
more serious handicap. 

Of greatest importance in restorativ'e care of the 
aged, hovv'ev’er, is the goal each individual wishes 
to attain and will striv’e to attain. If health w'Orkers 
around our handicapped and bedridden older peo¬ 
ple continue to be satisfied just with keeping them 
alive and “comfortable,” the accumulation of dis¬ 
ability in the United States will nev'er be reduced; 
instead, it will increase. If, however, w’e are de¬ 
termined to attain ma.\imum restoration of funcrion 
of which each patient is capable, w’e will reap a 
rich harv'est of improved health and reduced costs 
of care. 


Health w’orkers in tin's field of restorative cme are 
continually’ amazed at w’hat “hopelessly’ handi¬ 
capped people can do if they are helped to help 
themselv’es. At one large city’ hospital (District of 
Columbia General Hospital), before activ'e restora- 
tiv’e services were begun, only’ 10% of the paraplegic 
patients w’ere able to w’alk at the time of their dis¬ 
charge. Today’, with vigorous restorative treatment. 
90% of these patients leave the hospital walking 
and capable of complete self-care. And they stay 
in the hospital only’ half as long as patients vvith 
comparable handicaps stay’ed before restorativ’e 
services vv’ere initiated, ^^^len w’e think w’hat this 
means in terms of human values, to say nothing of 
savings in money, we are inclined to vv’onder why’ 
w’e hav’e w’aited so long and w’hy’ so few communi¬ 
ties hav’e taken up this challenge as well as others 
presented by' the health problems of aging. 

Summary’ and Conclusions 

Planning health services for older people is part 
of the community’s plan for health services to all 
individuals. It must take into account tlie totality 
of tlie older person’s particular needs, especially 
vvith respect to prevention of chronic disease and 
restoration of tlie severely disabled. Prev’entiv’e med¬ 
icine has alway’s been concerned vvith health pro¬ 
motion, aimed at improving the total well-being of 
tlie individual. Preventiv’e medicine has been in tlie 
forefront of professional efforts to control disease. 

Specialists in prev’entiv’e medicine must giv’e more 
leadership in their communiries to the dev’elopment 
of supplementary’ services. This will take time. 
Nev'ertheless, vv’hen we recall the successes achieved 
in the earlier efforts of public health w’orkers and 
practicing phy’sicians to control epidemics, we can 
anticipate similar benefits to the nation’s w’elfare 
from joint action in health of the aging and chronic 
disease control. 

Prev'entiv'e medicine stands today at a critical 
point in its long and distinguished history’. We hav'e 
greater knowledge than ev’er before for the diagno¬ 
sis, treatment, and prev’ention of disease. We hav’e 
progressed far. But at this time, we need especially 
to think of medicine’s role in our changing society 
and how we can shape that role for the greater good 
of society’. 

Changes come slowly’—almost imperceptibly. 
They’ are not recognized by’ many of us until some 
critical questions arise affecting our particular sec¬ 
tor in tlie medical world. Too often we hav’e not 
had a part in helping to guide and direct these 
changes. If we are to have any’thing to say about 
them we must have ideas—imagination. We must 
do some thinking of our owti as to vv’hat shall be 
preventive medicine’s role in bringing to pass “com¬ 
plete physical, mental, and social well-being” as a 
standard of health in our country and throughout 
the w’orld. ' 
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TREATMENT OF LOCAL ISCHEMIA DUE TO LEVARTERENOL 
(LEVOPHED) LEAKAGE WITH PIPEROXAN 

Loui.s Pelncr, M.D., Brooklyn, N. Y. 


Lovaitcrenol (Levophcd) hitartratc has deserv- 
odly become one of the mainstays in the treatment 
of the various types of shock due to surgery, trau¬ 
ma. overwhelming infections, drug reactions, and 
myocardial infarction.' However, one of the draw¬ 
backs has been the extreme care necessary to avoid 
inPiltralion which would often result in local ische¬ 
mia and consequently necrosis of tlie skin. Even 
more haflling arc the situations in which no infiltra¬ 
tion has occurred, yet ischemia and subsequent 
necrosis of the .skin has developed. Such incidents 
have limited the use of this lifesaving drug by many 
physicians. Recently two attempts have been made 
to counteract the local ischemia resulting from infil¬ 
tration or extravasation of levarterenol solution In¬ 
in jecting phentolamine (Regitine) hydrochloride 
solution, either alone or with hyaluronidase." The 
local u.se of hvaluronidase in this condition may 
possiblv be harmful, as shown by case 1 presented 
below.‘in any case, it does not directly contribute to 
tlie satisfactory result, 

Phentolamine was not immediately availaDle 
when the patient descrilied in case 2 below devel¬ 
oped an iscbemic area due to levarterenol infiltra¬ 
tion, so piperoxan (Benodaine) hydrochloride was 
tried with immediate salutary effect. ^ 

Method of Use 

A solution of piperoxan, 5 mg. in cc. or % of 
•m ampul, was added to 17.5 cc. of sterile saline 
.solution. The resulting dilution was 5 mg. m -0 cc 
of solution. About 0.25 to 0.5 cc. of this 
iniccted subcutaneously into the ischemic, co d area 
first ■iround the periphery and then within the aica 
Smu‘ 1 cn . apiut. Within 30 to 50 seconds, each 

hrctecl area developed a pink coloration and be- 

c une warm to touch. More than 20 cc. may be used 
Thirty cubic centimeters of this dilution was used 

in case 4 presented be ow. ,n winch a 

very satisfactory ,o„eent.ation 

:;^he large aLnrt of levarterenol used in the .n- 
fusion. 

Case Reports 

Casc 1.-A 

sirshcTai 


The vasodi a ng action of piperoxan hy¬ 
drochloride has an important application in 
the treatment of the local ischemia that 
results when extravasations of levarterenol 
occur during intravenous injections. The 
ischemia is marked by coldness, pallor, and 
numbness and has sometimes gone on to 
necrosis. Three case histories ore given to 
illustrate the prompt relief of the ischemia 
by piperoxan hydrochloride. The latter is 
injected subcutaneously in multiple punctures 
about the affected vein in the form of a 
solution containing 5 mg. in 20 cc. of sterile 
saline solution, and the amount needed 
varies from 20 to 30 cc. A sotisfoctory vaso¬ 
dilation occurs within one minute and is 
manifested by the return of o healthy pmh 
color to the ischemic area. 


Attending Phy.ticinn, 


Swcdidi llospitnl. 


mlicnl liail a histor)' of peptic ulcer years before, bnt *e 

tool,is was made. E = 

At operation, 

■’"7' 'V “d’’:™ s rXiia 

was fotincl and was tJo-seo. pordiac massage was 

occurred. Tlic chest levarterenol in 1.000 

started. A levarterenol '"f™ i'J^en A little difficulty 
cc. glucose in saline solution) ^ ■ -gt.Hon because 

was encountered in ^ Infiltration of the 

of the sudden drop m ^ ood P e 
levarterenol occurred, and the i ^^P^ 

of ischemia about 12 cm. by ^ ’ f hyakronidasc 

antecubital fossa. Two cubic centmieto^ O 

ition, 15 turbHity-rcchicing 

centimeter, was ic area was at least tmee 

area. Within 15 ^inu es the ischeinm ^,^,5 

the original size, and \m jq cardiac massage 

the size. Although the i . i,n,,« later. Cardiac mass^e 

initially, it again stopped thre rert'cd. The 

was again instituted, anc agm patient’s death the 

patient died 

ischemic area was three times u hospital 

on May 5, 1957, with a i„ the cliMl and » 

anterior wall infarction. He was gi'e 

Sydrovycoumarin (Dicunmrol), aW i ^ 
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the patient developed a few rales at both bases, and 2 cc. 
of mcrcaptomerin (Thiomerin) sodium was given. Tlie same 
day, his blood pressure, which had been 120/80 mm. Hg, 
fell to 86/70 mm. Hg, so 2 cc. of mephentermine (Wyamine) 
sulfate (13 mg. per cubic centimeter) was given intra¬ 
muscularly every hour. 

The patient remained in critical condition. The next day 
he acain developed precordial pain and a cold sweat, and 
tlie blood pressure was 60/40 mm. Hg and the pulse rate 30 
per minute. A complete heart block had developed. A levar- 
terenol infusion (4 cc. in 1,000 cc. glucose in water) was 
started, at 40 drops per minute. His blood pressure had risen 
slightly to 80/50 mm. Hg. On May 8, he was slightly better, 
when at 8:30 p. m. he suddenly complained that he did not 
have enough air and gave a loud outcry. The pulse was 
absent. Immediateh' artificial respiration was given, the 
levarterenol infusion was allowed to run in at a rapid rate, 
and atropine sulfate, 1/150 grain (0.00043 Cm.), was given 
into the infusion tubing. The patient's pulse and blood pres¬ 
sure responded in about five minutes. Ephedrine in oil, 1 cc., 
was given on the premise tliat this was a Stokes-Adams type 
of attack. The next day and the following day, the patient 
was much better, with the blood pressure remaining at 
100/60 mm. Hg and the pulse about 63-70 per minute. The 
levarterenol infusion was continued at 30 drops per minute. 

On May 10, 1 was called because of an infiltration due to 
the levarterenol solution. .Actually there were two areas of 
infiltration, witli a marked ischemic area in the left ante- 
cubital fossa measuring 13 by 8 cm., which had occurred 
six hours before, and a recent infiltration at the left wrist, 
which had occurred 15 minutes before. Each area was 
markedly blanched and cold and felt numb to the patient. 

.A solution of piperoxan (5 mg. in 2.5 cc.) w'as added to 
17.5 cc. of sterile saline solution, and each area was infiltrated 
subcutaneously. The needle pricks were about 1 cm. apart, 
and about 0.23 to 0.5 cc. of the solution was injected in 
one place. Within 30 to 50 seconds each little injected area 
developed a pink color and the patient stated tliat the numb¬ 
ness was gone. The areas were inspected the next day and 
had a delicate pink coloration without evidence of ischemia. 
Because it was not known whether the solution of piperoxan 
would cause a drop in blood pressure, another infusion of 
levarterenol was started in the opposite antecubital fossa. 
However, this was discontinued when the blood pressure 
remained the same. The patient made an uneventful re- 
Mverv- and was discharged on June 11, 1957. The skin areas 
involved in the infiltration were entirely normal. 

Case 3.—A 49-year-old male was admitted to the hospital 
on May 31, 1957, with a history that for the preceding three- 
month period he had had occasional precordial pain. On the 
day of admission the pain had been severe and continuous. 
He had a history of a previous attack of coronary thrombosis 
one year before, diabetes mellitus for 17 years, and blind¬ 
ness due to chronic glaucoma for one year. 

On admission, the patient was pale and amrious, his pulse 
"as thready, but his blood presstire was 115/80 mm. Hg. 
His electrocardiogram showed a depressed ST, and depressed 
T wave in leads Vj, and CF<. There was a deep QS 
"axe in leads 2 and 3. He was given heparin and bishy- 
oxytoumarin, but complained of almost continuous chest 
pain in spite of adequate doses of opiates. 

On June 2 he complained of a sudden severe onset of 
c cst pain, his blood pressure suddenly dropped to notliing, 
and the pulse became imperceptible. An infusion of levar- 
ercnol (8 cc. in 500 cc. glucose in water) was finall)’ started 
m a leg vein after several attempts to find a suitable arm 
'em proved fruitless. The patient thrashed around in bed, 
am the levarterenol infusion infiltrated in an area measuring 
^ 10 cm. This area became markedly blanched. 

• solution of pipero.xan was made up, with 10 mg. of 
piperoxan being used in 20 cc. of solution. The effect was 
exactly the same as that noted in case 2. Although the pa¬ 


tient died three hours later from ^reading of the initiaf 
infarction or sustaining of a fresh infarction, the ischemic 
area had remained pink. 

C.ASE 4.—A 42-year-old man was admitted on June 20, 
1957, with a history of sudden onset of severe chest pain, 
dyspnea, and dizziness. He recalled two similar attacks, one 
year and six months previously. During those episodes, he 
had been hospitalized. He was a heavy drinker. Physical 
examination revealed a desperately ill patient. Tlie pulse 
rate could not be counted. The heart rate was 180 beats per 
minute, with apparently regular rhythm. There were bilateral 
expiratory wheezes. The liver was enlarged four fingers be¬ 
low the costal arch, and there was slight edema of botli legs. 
Tlie blood pressure was 96/54 mm. Hg. The admission 
diagnosis was coronary thrombosis and possible cirrhosis of 
the liver. The electrocardiogram revealed ventricular tachy¬ 
cardia with a rate of 196 beats per minute. The patient had 
been given digitalis at the outset, which was stopped as soon 
as the electrocardiogram was read and quinidine substituted. 
The next day, the arrhythmia continued but the patient felt 
better. 

That evening, the patient developed chest pain, associated 
with profuse perspiration, and developed shock. The blood 
pressure had dropped. Levarterenol, 4 cc. in 1,000 cc. glu¬ 
cose in water, was given at the rate of 30 drops per minute. 
The next day, June 22, the patient still- had ventricular 
tachycardia, so that quinidine was given intramuscularly. 
The blood pressure was now 90/50 mm. Hg, and the levar¬ 
terenol infusion was continued. On June 23 , the tachycardia 
had stopped, and the patient suddenly uttered a cry and 
became temporarily unconscious. The heart rate was 32 beats 
per minute. The electrocardiogram showed complete heart 
block, idioventricular rhythm, and T wave inversions sug¬ 
gestive of coronary occlusion. Administration of levarterenol 
was continued. The patient’s pulse was not of good quality. 

That morning it was noted that the patient had a blanch^ 
area in the region of the needle puncture.* The levarterenol 
solution was removed, and alcohol wet dressings were ap- 
phed. About six hours later, when I inspected the area, it 
was noted that there was a 14 cm.-by-9 cm. area of indura¬ 
tion which was blanched and cold and clearly demarcated 
from the rest of the skin. Although the solution had not 
actually infiltrated, it had extrax'asated tluough the needle 
puncture into the surrounding skin. 

A solution of piperoxan in safine solution made up exactly 
as noted in case 2 was infiltrated subcutaneously throughout 
the ischemic area. An immediate pink coloration to the skin 
was noted, and the area became warm. Thirt>- cubic centi¬ 
meters of tlie prepared solution was used. After the infiltra¬ 
tion with piperoxan, it was noted that no drop in blood 
pressure had resulted. The area was inspected daily and 
■ippeared entirely normal. 

The patient has been improving satisfactorily. At the time 
this paper was written the electrocardiogram showed regular 
sinus rhv-thm with first degree heart block; the blood pres¬ 
sure was 100/60 mm. Hg, and the pulse rate was 76 per 
minute. 

Prevention and Reversal of Ischemia 

In the latest literature on levarterenol, the manu¬ 
facturer lists the following precautions: 1. Do not 
leave patient unattended. 2. Antecubital vein of arm 
is preferred for infusion site. 3. Avoid hand veins. 
In elderly patients or in those with peripheral occlu¬ 
sive vascular disease ax'oid leg veins whenever 
possible. 4. Avoid leakage about needle. Extravasa¬ 
tion may cause local ischemia and sloughing. 

In spite of all necessarx' care and obserx'ation, 
extravasation of the solution may still occur, ev'en 
tliougli the needle is firmly in the vein and has not 
been dislodged by the patient.* 



treatment of local ischemia—pelner 


Sluvpno and Pcrlowreported six cases of skin 
neci-osis after intravenous administration of levar- 
tcrenol They state that the number of instances of 
sc%'cre local ischemia and transient phlebitis not as¬ 
sociated with skin necrosis is not known but is un¬ 
doubtedly much more frequent than actual necrosis. 
According to them, local infiltration and stagnation 
of the levarlcrcnol in the vein may result in skin 
ncciosis. In the latter instance, diffusion of tlie solu- 
l-ion through the wall of the vein would offer an ex¬ 
planation for involvement of the tissue along the 
course of the vein. 

Obviously some method of prevention of the is¬ 
chemia and its reversal if already present is manda¬ 
tory, if this remarkable drug is to remain in use. 
Shapiro and Perlow did some e.xperimental work 
in dogs to answer some of these questions. Their 
work indicates that perfusion of the levartcrenol 
solution through an undamaged vein wall is con¬ 
ceivable under conditions of sluggish circulation 
and stagnation of the blood within die veins. These 
conditions are found in the shock-like states which 
arc precisely the emergencies for which levartere- 
nol is used. An acute spasm of the vein, which so 
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Hardie and Hunter * state that ! 

obliterans,thromboangiMsoblileramfandR^ 

disease preclude tlie use of Wterenol inL”,, 
They slate that when long-lenn admtoisj* 
necessary, the drug should be given ahove fe 
cubttal or popliteal fossa in a vein of aileqna* 
ameter and blood flow. A polyethylene catheter 
threaded centrally through a large intravenous Be^ 
die mcreases die amount of blood flow, in their 
view. They state diat the nourishment of therein 
wall should be maintained by administration of o.w 
genated whole blood widi the pressor afrent'or 
intermittently by a “Y” connection. Also they state 
that vasoconstriction can be relaxed by stopping the 
administration of the drug and giving oxygenated 
whole blood and by injecting hyaluronidase and 1 
to 2% procaine. 

I feel, on the basis of case 1, tiiat hyaluronidase 
may cause the ischemia to spread before tlie vaso¬ 
dilator becomes effective, Hardie and Hunter^ 
recommend that heat not be used, because it in¬ 
creases the metabolic demands of die ischemic 
tissue. Years ago, I ® showed in an experimental 
study that procaine xxdll partially antagonize the 


commonly occurs after the first influx of tlie levar- 
tcrcnol solution, may intensify the stagnation of 
iilood. An injection of a solution without levartere- 
nol will easily overcome such an obstruction. Tliere- 
fore, Shapiro and Perlow recommended that in clin- 
icifl use a solution without levartcrenol should be 
used until a satisfactory flow has been readied, after 
which transfer to the pressor solution can be made. 
Further, if the clinician is unaware of the possibility 
of an acute venospasm, lie may manipulate the nee¬ 
dle which may increase the likelihood of perivascu¬ 
lar infiltration of the pressor solution. 

Shapiro and Perlow further recommend the in¬ 
sertion of a cannula or fine poly^ethylene tube high 
into the vein wlicre the flow is more rapid tlian in 
the peripheral vessel and where the solution is 
quickly diluted by the large volume of blood. In ad¬ 
dition, they make the point that the extremity 
slionld be elevated to aid in the venous return xvhich 
would also prevent ischemia of the skin due to stasis 
of die solution in the vein. They further state tliat 
if the levartcrenol solution is required only inter¬ 
mittently, it is advisable to flush out the vein with 
saline solution by' means of a tliree-way' stopcock in 
order to prevent stagnation of the pressor solution in 

the vein. 

The points made by Shapiro and Perlow are inter¬ 
esting and u.seful but not widely applicable because 
of the training and the additional equipment neces¬ 
sary. Furtliermore, it seems that extravasation of the 
levartcrenol solution does not usually occur at the 
start of the infusion, but only after it has been run¬ 
ning for several days. Thus other factors beshJes 
the initial acute venous spasm must be involved. 


vasoconstrictor effects of epinephrine, but it is 
doubtful if it can rex'erse the effects of levarterenol. 

One need not go into great detail about tlie le- 
markable utility of levarterenol. It may be summed 
up in the quotation: ‘Tevarterenol (Levoplied) has 
proved to be the potent and effective vasopressor 
for the treatment of hypotension and shock follow¬ 
ing acute myocardial infarction. In tlie great major¬ 
ity of instances die blood pressure rises promptly 
after die institution of diis therapy.” Jamison and 
co-xvorkers ^ believe that die beneficial effects of 
levarterenol are due to an increase in coronary blood 
flow, xvhich is much greater proportionately than the 
rise in blood pressure. They claim diat the oxygen 
supply of die heart muscle is increased to a greater 
. e.xtent dian the oxygen utilization. 

Sampson and Griffidi state diat levarterenol ad¬ 
ministered by intravenous drip is die most effective 
therapy now available in combating severe hypo* 
tension and is useful in overcoming shock due to 
acute myocardial infarction, cerebral arterial occ u- 
sion, pulmonary infarction or embolism, or sioc' 
associated with surgical, postsurgical, or trauma» 
complications. In a footnote to dieir 
audiors made the significant observation 
used alone levarterenol often results in 
and necrosis of the vein employed at or near 
site of injection, especially so if the drug escap 
the surrounding tissues. They found, 
mg. of heparin is added to each 500 cc. of '“o 
Jution t‘o tvhich 8, 12, or even 16 -2 “ “ ” 

nol has been added, it will prevent ‘ „ 

necrosis of the veins. They state that ev^n i a smah 

amount of the solution should p,o- 

the resulting inflammatory reaction does 1 
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cress to necrosis. If these findings can be duplicated, 
then die problem of administration of levarterenol 
is indeed solved. However, many of the patients 
given levarterenol have been given heparin and 
bishydro.vycoumarin, and extravasation of a solution 
of levarterenol still caused ischemia and subsequent 
necrosis in some instances. Perhaps the concentra¬ 
tion of heparin actually given in the levarterenol 
solution is greater than would be the concentration 
of hep^irin in the ischemic area when heparin is 
given intramuscularly. Nevertheless the method of 
administration of Sampson and Griffith is certainly 
worth a trial. 

Treatment of Ischemic Area 

Tlie methods of treatment used for the ischemic 
area after levarterenol infiltration or extravasation 
have until recently proved largely unsuccessful. In¬ 
jections of hyaluronidase and procaine ° in the is¬ 
chemic area did not prevent necrosis. Nourishment 
of the vein wall by transfusions of oxj'genated whole 
blood has not changed the picture.^' Recently two 
articles have appeared describing a treatment that 
has proved successful. 

McGinn and co-workers used infiltration of 
phentolamine (Regitine) hydrochloride and hyalu¬ 
ronidase and Zucker used phentolamine alone into 
the ischemic area caused by levarterenol infiltration. 
Phentolamine is a physiological antagonist to levar¬ 
terenol and is used in the diagnosis of pheochromo- 
cjicma, a tumor of the adrenal medulla, which pro¬ 
duces levarterenol. Both of these articles describe 
the use of 5 mg. of phentolamine in 20 cc. of water, 
in one case wth a solution of hyaluronidase and in 
the other udthout, as an injection into the ischemic 
area. Based on the results of my first case in this 
report (case 1), I should be hesitant to use hyalu¬ 
ronidase, since it udll cause not only a diffusion of 
phentolamine but a widespread diffusion of the levar¬ 
terenol as well. In any event, multiple infiltrations of 
a solution of phentolamine alone work just as well. 
According to the two articles, injections of phentola¬ 
mine result in a ‘pinking out” of the ischemic area in 
from five to seven minutes. 

At the time of my first treated case (case 2), 
phentolamine was not available to us at the hos¬ 
pital. Mh did have piperoxan (Benodaine) hydro¬ 
chloride, and since this drug is also a physiological 
antagonist to levarterenol,* we used this in the 
dosage of 5 mg. in 20 cc. of sterile saline solution 
hy multiple subcutaneous infiltration. A pink color¬ 
ation developed in the ischemic area almost at 
once (SO to 50 seconds), and the area recovered 
^mpletely in each case. Because of the massive 
dose of levarterenol used in case 3, 10 mg. of 
piperoxan in 20 cc. of solution was used as the 
infiltrating agent. Whether 5 mg. in 20 cc. would 
have been enough is not known. 


In case 2, we were afraid to use the piperoxan 
solution to infiltrate the ischemic area before start¬ 
ing another infusion of levarterenol in the opposite 
arm. This precaution proved not to be necessary in 
this or in the other cases, because piperoxan has no 
- effect on normally mediated blood pressure but has 
an effect only on blood pressure elevation associated 
xsith levarterenol secretion, as in pheochromocy- 
toma. 

Summarj' 

Three patients with marked ischemia of the skin 
as the result of infiltration or e.xtravasation of a 
solution of levarterenol (Levophed) bitartrate were 
treated with infiltration of a solution of piperoxan 
(Benodaine) hydrochloride. A satisfactoiy reversal 
of the ischemia resulted in each of the cases in which 
it was tried. 

Dr. Emanuel Schwartz, Attending Physician at the Swed¬ 
ish Hospital. BrooId>-n, N. Y., gave permission to report case 
4, in which treatment was under his direction. 
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routine measurement of respiratory rate 

AN EXPENSIVE TRIBUTE TO TRADITION 
Ross C. Kory, M.D., Wood, Wis, 
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I hc metisiuenient of the respiratory rate in hospital 
patients has been a routine procedure for many years. 
At the turn of the century a large number of hospital 
patients were admitted for acute infectious diseases, 
sucii as tj^phoid,, malaria, and bacterial pneumonias. 
Since precise diagnostic procedures were not available 
»inci since thcrupy for rnOsSt of these diseases was non- 
specific and “expectant,” serial observations of the 
“vital signs” were of great clinical importance. Under 
such conditions, frequent measurements of the respira- 
torA' rate served ns a valuable prognostic aid. 

As medical knowledge has increased, however, with 
impro\’ed methods of diagnosis and treatment, the 
routine repeated measurement of the respiratory rate 
is of clinical value in only a small percentage of hos¬ 
pital cases. Nevertheless, the tradition has been firmly 
established, and hospital patients continue to have 
their respiratory rate recorded, as a matter of routine, 
along witli the body temperature and pulse rate. Since 
this measurement has not been of particular incon¬ 
venience to physicians, the tradition has been per¬ 
mitted to continue unchallenged even though the 
physicians themselves rarely show interest in such 
measurements. As a result of tin's indifference, the 
nurses have been increasingly casual in their measure¬ 
ment of respiratory rates, so that, in many cases, a 
routine figure is recorded, no actual measurement 
having been made. 

It is the puqjose of this study (1) to reexamine the 
clinical value of the routine measurement of the re¬ 
spiratory rate, (2) to assess tlie accuracy of such 
measurements in representative hospitals, and (3) to 
point out tlie approximate annual cost of personnel 
time used in this routine procedure in our hospitals. 

Respiratory rates can be abnormal in only two ways 
—an increased respiratory rate (tachypnea) or a de¬ 
creased re.spiratory rate (bradypnea). The chief con¬ 
ditions in which tlte respiratory rate increases are 
pneumonia, pleurisy, other painful conditions of the 
chest wall, any condition which obstructs the air pas¬ 
sages, fever, anemia, congestive heart failure, meta¬ 
bolic abnormalities, neurogenic and psychogenic 
defects, limitation of the depth of inspiration as in peri¬ 
tonitis or increased intra-abdominal tension, and con¬ 
ditions which increase the carbon dioxide tension of 
the blood.’ In none of these is tachypnea per se either 
diagnostic or of great help in management, although 
observation of the character of the respiration is some¬ 
times helpful. It should be noted tliat "an increased 
[respiratory] rate is often observed in the normal 
person because of embarrassment or the emotional 
distress occasioned by the examin ation." 

From Medicme Service, Veterans Admin¬ 

istration Ho.spital, Wood, Wis., and the Department of Medi¬ 
cine Marquette Unii’ersity Scliool of Medicine, Milwaukee. 


The routine repeated measurewenf of h 
resp,rotary rate is af clinical value in kss 
5 /o of pahenfs m a hospital, and lurfhmct 
physicians themselves rarely shoiv an inleresi 
in such measurements. As a resulj ofiwhm. 
difference, nurses have been increasingly cas¬ 
ual in their measurement of respiratory rales, 
and, in many cases, though a figure is recorded, 
no actual meosurement was made. In one con- 
fully controlled experiment measuremenis of 
respiratory rate were carried out in 58 potmis 
, within minutes of the routine word measure- 
ments. The ward records showed 57 of fbse 
patients as having a rate between 18 and 22 
per minute,- 40 having a rate of exactly 20. The 
real range was from 11 to 33 per minute, only 
five patients showing a rate of 20. If recording 
the respiratory rate is important, the cfiorotter 
of the breathing is of equal importance. Nursing 
personnel should recognize abnormal breathing 
patterns and bring these abnormal findings lo 
the attention of the physician. It is suggested 
that routine recording of respiratory rates be 
limited to those cases or on those hospital 
words where the physician specifically orders 
such measurements. This not only would im¬ 
prove the accuracy of the measurements and 
clinical records but also would save millions of 
hours of personnel time each year. 


A decreased respiratory rate is seen in such con 
tions as lowered metabolism, drug narcosis, s o 
and head trauma in which tliere is a marked incre. 
in intracranial pressure.’* In the latter three condi k 
the respiratory rate may be quite important 
equal importance is the character of the breatlung- 
is particularly important that nursing pcR 
recognize at an early stage such abnorma r * 
patterns as dyspnea, stridulous 
sighs of emotional tension, Kussmaub resp * 
Jd respiration of either the ae,™«ote » « 
type and that such abnomial breathing 
to the attention of the physician. 

Clinical Usefulness of Routine Measuremenb' 

In order to evaluate the 
routine measurements of respirator) j t ^ 
proaches were used (table 1). the Veieii! 

selected consecutive clinmalrecor 

Administration Hospital, Nashvill , ” .jg^ved 

out in which each record was carefull) 
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dav b}' day condition of the patient evaluated as 
tthedier measurements of tire breatiring rate would 
of anv value. This evaluation was conservative, 
lading! for example, a blanket assumption that 
pirato”^- rate measurements would be of value for 
ml days after each operative procedure, however 
aor. Even with tlris conserx'ative approach, the 
>\ev revealed that in a total of 5,006 patient days, 
.■re were onlv 23S days (4.7%) in which measure- 
;nts of the respirator)' rate were of any clinical value. 
‘ iimilar survey of 100 consecutive unselected clinical 
.•ords at tlie Veterans Administration Hospital, 
-pod, tVis., suggested that respiratory rate measure- 
.'■'nts were needed in only 204 (3.3%) of 6,169 total 
tient days. 

■ Tire second approach was carried' out by means of 
r^ect questioning of the 40 physicians directly re- 
onsible for the care of 1,067 patients in the Veterans 
dminisfration Hospital, IVood, IVis. These patients 
.yre distributed as follows: medical, .378; surgical, 
-2; tubercular, 160; and neuropsychiatric, 207. Each 
_)-sician was asked how many of tire patients directly 

■BLE L—Evaluation of Pro]Jortion of Total Patient Days in 
Which Serial Measurements of Respiratory Rate 
Arc of Clinical Importance 

Patient Day? In 
Which Respiratory 

- Rate Measurements 

Were Cl/nfeally 



Hospital 


Total 

Useful 

'Type ol 

Where Study 

o 

d 

y. 

patient 

No. 

% 

Study 

Wa« Conducted 

Patients 

Days 

of Days 

of Total 

'*‘.w ot 
,io*pltal 
-fcarts 

Veterans Hospital, 
Xa«h\iile. Tenn. 

200 

o.OOG 

23S 

4.7 

o! 

'iO'pUal 

•ihart* 

Veterans Hospital, 
Wood, Wfs. 

300 

0,369 

204 

3.3 

of <0 

' ihy«Wan- 
,.Tn'on«ihle 
or patient 
■are 

Veterans Hospital, 
Wood, Wi«. 

1,007 

1,007 

49 

4.6 


rder his care would need to have measurements of 
.^■spirator)' rale taken in tire event that routine measure- 
icnts were eliminated. Each doctor was urged to in- 
' >ide any patient in whose respiratory' rate he was 
.iiterested for any reason whatsoer'er. Er'en awth tlris 
'fging, tliere were only 49, or 4.6%, of a total of 1,067 
■'nspital patients for whom the patient’s physician 
;3nsidered repeated respiratory' rate measurements of 
'■ny clinical importance (table 1). 

studies, although carried out independently', 
orv remarkable agreement and strongly' suggest drat, 
a general medical and surgical hospital, measure- 
' '^f respiratory' rate are of clinical usefulness in 

than o7o of the patient day's. 

Accuracy of Routine Measurements 
The lack of medical interest in respiratory' rates has 
* ™ in apathy on the part of nurses toward tlris 

asurement. In many' hospitak “respirations” are 
n ^ ^ perfunctory' manner and are likely' to 
" ip-a 'n ' f^^ecurate. Tlrese inaccuracies were re- 
■-00 r 7 *■ ^")°’’^h'ated by' comparison of measure- 
i'n a fsspiratory rates taken in studies on patients 
.;up* laboratory' xHth those measure- 

ns routinely recorded in tire clinical record of the 


same patient on dre same day' (fig. 1). The routine 
measurements of rates recorded on the ward recor^ 
were between 18 and 22 per minute in 49 of the 51 
patients studied, and 34 of the rates were charted at 
exactly' 20 per minute. In contrast, the respiratory' rates 
carefully' measured in die cardiopulmonary' laboratory' 
on the same patients on dre same day' ranged from 10 
to 35 per minute. Figure 1 illustrates the absence of 
correlation behveen these sets of measurements. 

In order to duplicate the conditions as nearly' as 
possible, careful measurements of respiratory' rates 



Fig. 1.—Comparison of respiratorx’ rates measured in cardio- 
pulmonarj’ laboratorx’ with routinely recorded ward “respira¬ 
tions” for same patients on same day. 


were carried out at interx'als during one day' on all 
patients on one acute medical and one acute surgical 
ward. Our measurements were made either a few 
minutes before or a few minutes after die routine 
temperature, puke, and respiration measurements 



Fig. 2.—Comparison of respiratory rates, carefully measured 
on the ward for this study, with routinely recorded ward re- 
spirator 3 ’ rates. In all patients, the careful respiratory rate meas¬ 
urements were made rvitliin a few minutes of the routine taking 
of “temperature, pulse, and respiration” by ward personnel. 

(fig. 2). In diis entirely separate group of patients, 
die routinely' recorded ward respiratory' rates were 
behveen 18 and 22 per minute in 57 of 58 patients, 40 
of these being recorded as exactly 20 per minute. In 
diis group, our carefully' measured rates ranged from 
11 to 33 per minute xHth no correlation behveen the 
hx'o sets of measurements. It should be further noted 
that hx'o patients xvere found by' us to exliibit ty'pical 
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Cheyjie-Stokos respiration. No notation of this fact 


was found in eitlior patients clinical record, aldioueh 
the respirations M^ere charted faitlifully at 20 per 
minute on both patients. 

The data oljtained in these two studies strongly sug¬ 
gest that the routine respiratory rates recorded on the 
wards are much more likely to be 20±2 per minute 
than to represent the correct respiratory rate. In order 
to test this thesis, the clinical records of MS patients 
at Veterans Administration Hospital, Nashville, Tenn., 
and 100 patients at Veterans Administration Hospital, 
Wood, \Vis„ were cliecked for the total number of 
lespiratory rates measured in tlie patient and for the 
number of these rates which fell between IS and 22 
per minute (table 2). Of the 6,953 recorded respira¬ 
tor}' rates in 148 iiaticnts at Thayer Veterans Adminis¬ 
tration Hospital in Nashville, 6,532, or 94%, ranged 
between IS and 22 per minute. Of 6,757 respiratory 
rate measurements in ZOO patients at Veterans Ad¬ 
ministration Hospital, Wood, Wis., 6,363, or 94%, 
were within the IS to 22 range. Tlie fact that only 6% 
of 13,000 respiratory rates as recorded were outside of 
the IS to 22 range is further e\'idcncc that the recorded 

T.MU.r. l.—Evaludlinu of Accnrnctj of liouHue Bc.spiraionj Rata 
Mcdxttrcinctilx 


Tyi>t' ot 

Uovlcw <tt 

cliiirts 
HovIoH of 

cluirt- 


Totiil 
Xo. of 
RpS'lr- , 

UcispUul fttory 

Where Study Xo. of Ihitos 
Wn« Conducted Patients Men<!urcd 
Veteran'! Iloifiiltnl US (p.lUS 

X'lislivllle, 'i’enti. 


Xo. of Recorded 
Respiratory Rates 
Itctwccn 18 and 22 
per Jtln, 


Veterans Hospital, 
Wood, U'l.s. 


PKI 




Xo. ot 
Mcii.'tirc- 
iiionts 




of Total 
91 
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measurements are unreliable, piirticularh' since the 
normal range for males is more nearly 14 to IS per 
minute than 18 to 22,“ 

Yearly Cost of Personnel Time 
Used in Unnecessary Measurements 

Tlie average dail)' patient population (excluding 
neurops}'cbiatric patients) in United States hospitals 
is in excess of 650,000. If 5% of diese (32,500) are 
assumed to need respiratory rate measurements, over 
600,000 patients would appear to be receiving un¬ 
necessary routine respiratory rate' measurements each 
day. If we make the conservative assumptions (1) 
that the 600,000 patients will receive an average of 
only one measurement a day and (2) that tliis meas¬ 
urement, together with the charting, will require onh' 
one minute’s time, it still follows that 600,000 minutes 
of personnel time is devoted each day to this needless 
measurement. These daily 600,000 minutes repieseiB 
3 650,000 hours per year of wasted time of nurses and 
nursing assistants, both of whom are in extremely 
short supply in our hospitals. If a further conserva¬ 
tive assumption is made that the average salary of such 
personnel is $1.50 per hour, the 
of this annual wasted time is over $5,500,000. 


Comment 
Our data have indicated that 


Ott. .3, ] 


pn-atoiy rate serves a useful p«rposriir£?lln « 
of pahent days and tliat die routindv iJI 
respiratory rates are highly inaccunf/Sa. ??^ 
statements have long been recognized bv mjm f* 
Clans, but no systematic effort has prenomlS 
made to analyze this problem. ^ ^ 

The repeated _ appearance in patients’ 
lecorcls of such inaccurate and unreliable data'll 
never be defended as ‘good medical practice'ij 
complete omission of such data would appear to’n-f. 
sent better medical pracHce tlian does peipetu'tk* 
of tliese erroneous records. It should be empKisbed 
tliat respiratory rate measurements may he 
in certain t}qies of patients. In tliese as well as 
patients the obsen^ation of the character of the Waft¬ 
ing is at least as important as measurement of tlie nit 
It is proposed, therefore, that measurement 
respiratory rate be continued in those cases or on Om 
wards where tlie physician specifically orders 
such measurements be made but that measuremralrf 
respiratory rate be eliminated as a “pan-liospit^ 
routine. It is furtlier proposed that the diaractetd 
the pab'ent’s breathing be obsen'ed and recorded a!on» 
witli an accurate measurement of respirator)’rale is 
those'patients who need such measurements. 

Summary and Conclusions 
The data herein presented demonstrate tliat cad 
year over 3,500,000 lioui's of personnel time (represent¬ 
ing over $5,500,000) are devoted to an unreliable 
largely useless routine which has been continiid ii 
hospital procedure wholly because of tradition. Ik 
thesis espoused in tliis report is that the elimination d 
these routine measurements would in itself iropw* 
medical practice and patient care, by eliminating^ 
voneous information froih patients’ hospital lecoia 
and by freeing nursing personnel for more imporU^ 
dubes. In place of this routine, the physician woM 
specify tliose pabents or particular wards in "in - 
he considered close ohservabon of respiration iifc»' 
sary. The nurse, in turn, would observe the cii'U'! f< 
as well as tlie rate of the “respirabons in such pa loa 
Such a proposal should result in improved pa k - 
care and more accurate medical records anw j'. 
same time save over 3,500,000 hours of personn 
each year in United States hospitals. 
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CLINICAL NOTES 

terminal blood alcohol concentrations in ninety-four 

FATAL CASES OF ACUTE ALCOHOLISM 

Sidney Kaye, Ph.D. 

■ and 

Harvey B. Haag, M.D., Richmond, Va. 


' The observations reported herein were made for tire 
.urpose of obtaining additional data on (a) tlie 
■rminal blood alcohol levels of persons dying from 
,ncomplicated acute alcoholic poisoning and (b) the 
nterval of time between discover}' of tire patient in a 
rmatose state (or time of last known alcohol inges- 
on) and death. From these combined data, an esti¬ 
mate, based on tire rate of alcohol elimination, can 
len be made as to tire probable magnitude of the 
ntemortem blood alcohol concentrations. Such 
nowledge may influence tire prognosis in cases of 
-Icoholic into.xication and, from the medicolegal point 
-f r-iew, assist in more accurately establishing deadr 
•s being due to acute alcoholic intoxication. Pertinent 
aformation and discussion on these matters is limited 
'argely to publications of Jetter' and Jetter and 
-iIcLean.“ 

• During the period 1948-1955, we have had oppor- 
unit}' to study 94 cases in which the histories, medical 
aaminers’ reports, gross and.microscopic postmortem 
indings, and chemical analyses nrled out other 
ccognizable common causes of death except acute 
ilcoholism. The majorit}' of these Hctims were males 
reriveen 25 and 50 years of age who u'ere alcohol 
aabitues and who had died a number of hours after 
ippearance of coma or last knorr’n ingestion of alcohol. 
All tire deaths occurred in Virginia. Blood for alcohol 
level determinations was drawm from the heart within 
eight hours after death.'Alcohol concentrations were 
determined by a modification of theJNicloux method.'’ 
.Tlie interv’al between time of coma (or last alcohol 
.ingestion) and death was obtained from the medical 
.e.vaminers' reports; understandably many of these 
figures represent, by and large, appro.ximations, in view 
of which only tire range of figures is given. Tire results 
are tabulated in the table. 

. Shidy of the table rer'eals, first, that in this group 
terminal blood alcohol values ranged from 180 to 
■600 mg. per 100 ml. of blood and, second, that the 
blood alcohol concentration at deatir was found to be 
inversely related to length of surv'ir'al. One of us ■* 
7 ™™, from a study of nine human r'olunteers, tlrat 
Lr*L“alcohol level decreased at an hourly rate of 
blood; this is in keeping wth 
je figures given by Harger and Hulpieu “ and Jetter.’ 
once, assuming tlrat the blood alcohol concentration 

' '^oPnrtnients of legal medicine and pharmacologr-, 

• ■ leuical College of Virginia and Office of the Chief Medical 
- txaminer, State of X'irginia. 


falls at a rate of appxo.ximately 20 mg. per 100 ml. of 
blood per hour, then, from the know'n duration of sur- 
r-ival after coma and the terminal blood alcohol values, 
one can calculate the probable antemortem blood alco¬ 
hol level at about the time the patient was first seen in 
coma (or knou’n to hav'e had his last drink). When this 
computation is made r\1th the various time interx'als 
and terminal blood alcohol values noted in our cases, 
calculated average antecedent values agree verv' well, 
i. e., about 500 mg. per 100 ml. of blood for those 
dying in 10 to 16 hours, to 600 mg. per 100 ml. for 
those dying within 1 to 2 hours. This does not mean 
necessarily tlrat higher values may not have existed. 

These findings are in keeping with obserr'ations and 
opinions reported by oflrers." Jetter,’ for instance, cites 
one case in which the patient died about three hours 
after drinking two to three pints -of whiskw’; the term- 


Termiml Blood Alcohol Concentrations in Ninety~four Patients 
with Acute Alcoholism 


Alcohol Values, 

Mff./lCO Ml. 
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Time Intervall 

Hange • 

Medlnn*^ 

PulleDl*-, Xo. 

to Death. Hr. 
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4 
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t Titoe inten ai bcUxcen dUcovety of putipot in comatose state (or time 
of )ast alcohol ingC'tion) and death. 

inal blood value was 720 mg. of alcohol per 100 ml. of 
blood. In a second case, the patient died 18 hours 
after onset of coma; the postmortem blood alcohol 
concentration was 40 mg. per 100 ml. Hence it would 
appear that death need not (and probably seldom 
does) ensue at the heiglrt of the blood alcohol concen¬ 
tration but can follow hours later (due probably to 
irreversible and progressir'e central nervous system 
injur}' initiated at tire time of the high le%'el of alcohol). 
During tliis interval, considerable amounts of alcohol 
are metabolized and excreted, die blood alcohol con¬ 
centration thus being lowered to that which is found 
on postmortem examination. Tliese obserx'ations are 
substantiated by results obtained srith animals,’ in 
which it was noted that death almost never occurred 
at the peak blood alcohol level after oral alcohol 
administration u'ith just fatal doses. In all probabilit}', 
a similar situation e.xists with respect to other central 
ner\’ous system depressants, notably the barbiturates. 
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Jcttcr' further stales that in about 2,000 cases in 
whicli antemortem blood alcohol level estimations 
were clone, he had never seen survival when the ante¬ 
mortem blood alcoliol value was above 500 mg. per 
100 ml. blood. In only three of his cases were post¬ 
mortem blood alcohol values 500 mg. per 100 ml. or 
aboc'c. In over 4,000 c.vaminations tliat we have made 
during the past eight years, we have never encounter¬ 
ed a postmortem alcohol value in excess of 650 mg. 
])er 100 ml. of blood. 

Summary and Conclusions 

Ninety-four patients with uncomplicated fatal acute 
alcoholism were found to have terminal blood alcohol 
concentrations ranging from ISO to 600 mg. per 100 
ml. of blood. These values varied inversely with the 
length of lime of sur\'ival after discovery of the patient 
in coma (or after the last drink); that is, the longer the 
period of survival, the lower the terminal blood alco¬ 
hol \'aluc. Calculated antemortem concentrations at 
some previous lime varied between 500 and 600 mg. 
of alcohol per 100 ml. of blood. From this, and in keep¬ 
ing ■v\-ilh the findings of others, it appears that patients 


J'A.M.a., Oct 5, 

witli levels of alcohol of about 500 mg per 100 ml a 
blood and above are foredoomed, in the absented 
effective tlierapy, although at death the blood alcdJ 
value may be only a fraction of tliis figure, 
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A SIMPLE, INEXPENSIVE COLOSTOMY APPLIANCE 

Sidney Hirscli, M.D., Cedarhurst, N. Y. 


A simple, inexpensive colostomy appliance can be 
made by using common 40-gauge clear plastic, from 
whicli the rear window of a coni'crlible car is usually 
made. Tliis material is soft and pliable and molds 
itself nicely to tlie abdominal contour. It is easily cut 




Fig. i._Disk of 40-gauge 
fastener at either end. 
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imy when tire external portion of m 

quite large die«? 

clear plastic is cut from ■ p , si»p|*^ 

in figure 1. At eiUrer end is a Um . 

■r To one end the He, W 

,d and to tlie other end the Do t 

olasHc bag fits through pW' 

is turn over Uie circular portion 


501 Broadway. 



453 


W. 1B5, 3 

■graduate medical education in the UNi I ED Sl'AT’ES 

' ANNUAL REPORT AND DIRECTORY OF APPROVED INTERNSHIPS AND RESIDENCIES, AND RESUME 

OF THE REQUIREMENTS OF EXAMINING BOARDS IN THE MEDICAL SPECIALTIES 
::PREPARED BY THE COUNCIL ON MEDICAL EDUCATION ANT) HOSPITALS 
. OF THE AMERICAN MEDICAL ASSOCIATION 

: Arllujr N. Springall, M.D., John Hinman, M.D., and Willard V. Thompson, M.D. 


ANNUAL REPORT 

Tlie 31st Annual Report on Internships and Resi- 
,dencies consists of detailed information and statistical 
' data on all intern and resident training pronrams ap- 
: • • proved by the Council. Approval is limited to programs 
Hill hospitals located in the continental United States, 
the Canal Zone, Hawaii, and Puerto Rico. The report 
-iq composed of statistical tables on internships and 
„■ residencies with detailed e.vplanations and interpreta- 
'"tions; a statement regarding the National Intern 
Matching Program; a brief description of the Intem- 
- ship Review Committee and the various residency re¬ 
view committees and their activities; a brief paragranh 
0-1 foreign medical graduates; a statement of policy 
resarding straight internships; and a resume. 

Tlie Directory of Approved Internships and Resi¬ 
dencies is published immediate!)’ following the report. 
The hospitals which offer a'nuox’cd into n training 
programs are listed according to "eographical location. 
Information given consists of the hospital control, 
number of hospital beds, number of annual admissions, 
autopsy rate, length of intemchip. stipend, and num¬ 
ber and t)'pes of internships f ffered. Hospitals are also 
listed according to ty’pes of intern.ships offered. A list 
of internships in Canada approved by the Canadian 
•Medical Association is included. 

The residency section lists the hospitals approved 
for residency training according to specialties. In ad¬ 
dition to tlie statistical data presented, the names of 
the chiefs of serv'ices are listed, and additional infor¬ 
mation is included similar to that given in the intern- 
< ship section. A subsequent listing by state and city 
indicates the specialties for which each hospital is 
approved. 

The entire report is based on detailed information 
fiiniished by each hospital approved for intern and/or 
resident training. The statistical data in the tables 
■, represent the intern and resident situations as of Sept. 
1. 1956. These figures, therefore, may be in some in¬ 
stances at variance witli those presented in the Direc¬ 
tory of Approved Internships and Residencies, as the 
ator refer to appointments beginning July 1, 1958. 

Urn Council acknowledges with gratitude the co- 
b and assistance of tlie medical staffs and the 

/ ^'^'strators of hospitals listed. The publication of 

>s report was made possible by their furnishing the 

y‘ ^tcGovem and Mrs. Helen Neitzel were re- 

' much of the detail work in the preparation of the 

’ th ' \i internships and re.sidencies, and the staff of 

' Records System was responsible for tlie IBM 

''•>lKt,c.il fahulations. 


statistical data requested. The following organizations 
^collaborated with tbe Council in approving residency 
programs: 

Advisory Board for Medical Specialties 
American .\cademy of General Practice 
American Board of Anesthesiologi’ 

American Board of Dermatology 
American Board of Internal Medicine 
Suhspecialty Board on Allergy 
Siihspecialtj' Board on Carilioi’ascular Disease 
Suhspecialty Board on Gastroenterology 
Suhspecialty Board on Pulmonary Diseases 
American Board of Neurological Surgery' 

American Board of Obstetrics and Gynecology 
American Board of Ophthalmology 
American Board of Orthopedic Surgery 
American Board of Otolaryngology 
American Board of Pathology 
-American Bo.rrd of Pediatrics 
Suhspecialty Bo.ird on Allergy 
Americ.m Board of Physical Medicine, and Rehabilitation 
American Board of Plastic Surgery 
.Am-ricm Board oi Preven'ive Medicine 
.Americ in Board of Proctology' 

Americ m Board of Psychiatry and Neurology 
.Americ.m Board of Radiology' 

•American Board of Surgery 
American Board of Urology 
Board of Thoracic Surgery 
American College of Pliysicians 
.American College of Surgeons 

The .Annual Report and the lists of approved intern¬ 
ships and residencies are reprinted as the Directory of 
Approved Internships and Residencies. Copies of tbis 
reprint will be furnished npnn req-’est to the Council. 

The .Annual Report furnishes information on grad¬ 
uate medical education (internships and residencies) 
to those mtere.>tcd, including medical students, hos¬ 
pital administrators, medical educators, and otlier in- 
div-'cluafs anti ortianizalit ns. The primar)’ purpose rf 
the report is to provide necessary information to young 
physicians beginning their professional careers who 
desire to undertake further medical eductition and 
training. 

LNTERNSHIPS 

In table 1 there are listed the number of hospitals 
ofiFering approved internships and the number of in¬ 
ternships offered for the past 10-year period. For the 
intern year beginning July 1, 1956, 852 hospitals of¬ 
fered a total of 11,895 intern positions. These figures 
represent a decrease of 15 (2%) in the number of hos¬ 
pitals and an increase of 279 ( 2%) in the number of 
positions over the preceding year. This number of in¬ 
ternships available is the largest number ever offered. 
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Hcproscnled in these figures are the approved intern¬ 
ships in hospitals in the continental United States and 
in its territories and possessions, including one hospital 

in the Canal Zone, four in Hawaii, and eight in Puerto 
Rico. 

1 he disparity between the immher of American med¬ 
ical school graduates and the number of internships 
asailable is increasing. In 1956, there were 6,845 gradu- 

■i’Am.i; l.-Approvcd Hospitoh ond Internships, 1948-1957 
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For the intern year beginning July 1 iqw c-n 
pitals offered 1,101 approved intern training proJp^ 
mvolvmg 11,895 intern positions. While Z mZ 
of internships has increased slightly durinMher- 
par, the relative percentage of the three t, Jp 
internship remains appro.ximately the same. Tab’ 
3 represents tliese percentages for the types of inic- 
ships for the past five years. Variation duriiyi t" 
period lias been slight. “ 

On Sept. 1, 1956, 83% of the rotating intemsbK 
were filled. Mixed internship occupancy increased 
from 84% in 1955 to 91% in 1956. There was also s 

Table 3.-Rclatwe Percentage of Types of Intcrmliisj 
1953-1957 

Tyjie ol Inicnjsbm o.o.vo j.oai iw, i. • 
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. 1.2 1,4 12 1.2 

•‘'■‘rairlit . ss o.r 100 109 ns 

loo.oVc 100.070 ioo.or(, iwo^t ii'n 


ates of approved American medical schools- Therefore, 
there were appro.ximately 5,000 positions available 
during the year 1956-1957 which could not be filled 
by American graduate,s. An estimated 2,500 of this 
number were filled by graduates of foreign medical 
schools. During the past 10 years, the number of hos¬ 
pitals offering approved intern training programs has 
increased about 6%, while the number of internships 
offered has increased 31%. During the same period, the 
number of interns per hospital has increased from 
11.3 to 13.9. 

Internships, by Type of Service 

A breakdown of approved internships according to 
type of service is given in table 2. Rotating general and 
rotating with emphasis on a particular serxdce are 


Tahli: 2.-iVi/tnhcr of Internships, by Type of Service, 
1956-1957 


No. of Internships 



No. of 

’’ Filled 

Vacant 

Per- 


•Ipfirovod 

Sept. I, 

Sept. 1, 

ccntnsrc 

Type of Intcuii-lilp 

ProKrunis 

P.l.Vj 

liK'iO 

Filled 

HotutliiB Kenerul . 

.. HR* 

b,.'>93 

l.XHi 

83 

Other rotutliiK . 

at 

OS 

9 

SS 

Totals . 

810 

is.oui 

1.795 

S3 

MUed . 

■12 


10 

91 

StralBfit 

iiitcniul iiiedlclne .. 

SO 

aV)0 

(JS 

fi*2 

89 

SiirBcry . 

ti2 

327 


Pediatrics . 

40 

140 

•in 

3 

/ i 

Olistetrlcs-KynccoIoBy . 

4 

It) 


27 

42 

22 



219 



So 

Grand totals . 

1.101* 

9,893 

2,00’ 

S3 

•‘N'umhcr of Intern trainlnB proRraitis in 852 approved 

[ hospitals. 


ncluded in the category of rotating services. Straight 
nternships include straight service assignments to 
nedicine, surgery, pediatrics, pathology, and obstet- 
ics-gynecology. Mixed internships include thos 
vhere assignments are made to two or tlmee o 
our major services (medicine, surgery, obstetrics, and 

lediatrics). ' ’ — 


slight increase in tlie occupancy of the straight intern¬ 
ships from 83 to 85%. The over-all occupancy rate for 
internships on Sept. 1,1956—83%—was the same as for 
1955. 

Internships, by Type of Hospital Control 

The distribution of internships by type of hospital 
control is shown in table 4. Forty-bvo federal hospitals 
offered 643 positions, or 5.4%> of tlie total number of 


Table i.—Number of Internships, by Type of HospitaJ 

1956-1957 


Control , 

Federal 

U. S. Army. 

U. S. Navy. 

0. S, Puhllc Health Service, 
Veterans Administration ., 
Other federal . 

Totals . 


N'o. of Inteni'lif- 
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.Approved Sept. 1 , Sept. 1 . 
Hospitals 1 £G 6 lO-iO 
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State . 
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Totals . 


31 
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39 
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90 

48 

1,350 

ICC 

13 

237 

50 

131 

3,SS0 
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Xonfrovcrnmea^al 

312 

2,490 

741 


35S 

3,406 

752 


670 

3,6CS 

1,53 

Proprietary 

1 

4 

4 

Corporations unrestricted as 

. . 8 

45 

ft 


9 

49 

10 


652 

9,692 

2,0f2 


rncUides CO positions nssiBoed to the 0. S. Air Force. 



•nships. Intern 

ral governmental msntuuouc ^ for 

■670 nongovernmental j^ospitoh 

3 positions (62%). The nine propnetarj 

•ed 59 positions (less than !%)■ 
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As in presious years, the highest oecupancy rate 
■occurred in the federal hospitals, with an average of 
SSrc positions filled on Sept. 1,1956; individual federal 
ser\-ice figures varied from a low of 58% occupancy in 
;the Veterans Administration hospitals to 100% occu¬ 
pancy in the Army hospitals. The Army figure of 211 
positions filled includes 60 internships filled by in¬ 
terns assigned to the Air Force; no Air Force Hospitals 
conducted intern training programs during the year. 
Army hospitals being used for training Air Force in¬ 
terns. Oecupancy rate for tlie nonfederal govemmen- 



in this group. For the nongovernmental hospitals, the 
rate was 79%; and tliat for proprietarj' institutions 
was 83%. The over-all occupancy rate for all hospitals 
offering approved internships was SSVo. 


Table 5—Number of Internships, by Medical School 
Affiliation and Bed Capacity 1956-1957 


Classification 
NonafBliated 
Lcs.s than 2CO beds. 

2CIV299 . 

. 

.VO-over ... 

Total?'. 

Major teaching 
Les? than 200 beds. 

yo-200 . 

S0CM&9 . 

Sft^-orer . 

Totals . 

Minor teaching 
Less than 200 beds..;.. 

ixyis3 . 

axMQo . 

.y^over . 

Totals . 

firand total.* . 


No. of Internship? 


No. of 
Approved 
Hospital? 
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Sept. 1, 
i9.y5 

Vacant 
Sept. 1. 
19.V) 

Per¬ 

centage 

filled 

137 

020 
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78 

2.i2 
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ist; 

fo 
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W 

74 

11 

2.37 

47 

S3 

fi9 

m 

2:10 

7.5 

g.V2 

9.S93 
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The federal hospitals averaged 14.0 interns on duty 
per hospital; the nonfederal governmental figure was 
25.7; for nongovernmental hospitals, 8.8; and for 
proprietar}' hospitals, 5.5. Tlie average number of in¬ 
terns on duty per hospital was 11.6, as compared with 
11.1 in 1955. 

In 1954, 9,066 positions were filled (82%>); in 19.55, 
9,663 positions were filled (83%); and in 1956, 9,893 
positions were filled (83%). Internships have in¬ 
creased numerically during tlie past three years, while 
the occupancy rate has remained stable. 

Internships, by Medical School Affiliation and 
Bed Capacity 

In table 5, hospitals are classified into tliree cate¬ 
gories, based on the degree to which medical schools 
utilize these hospitals for undergraduate medical edu¬ 
cation. A major teaching hospital” is one that is con- 
ered by tlie medical school as being a major unit 
>n its undergraduate clinical clerkship program. The 
orni minor teaching hospital” refers to a hospital 


T.able 6.—Number of Internships, by Census Region and State, 
1956-1957 

No. of intenaship? 
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Vacant 
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Approved 

Sept. 1, 

Sept. 1, 

centace 

Census Region and State 

Hospitals 

19.50 

ICVxO 
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New England 

Connecticut . 

O-T 

1S3 

24 

85 

Maine . 

4 

20 

7 

74 
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S»' 
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47 

S8 

New Hampshire . 
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.* 
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17 
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72 
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85 

Ohio . 
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Iowa . 
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Kansas . 
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Sft 

Minnesota . 

15 
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34 

85 

Missouri . 

24 
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£0 

TO 

Nebraska ... 

9 

46- 

20 

04 

North Dakota . 

4 

11 

11 


South Dakota . 

3 

18 

5 
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Total. . 
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8S 
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21 
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Mississippi . 
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used to a limited extent for undergraduate training. 
“Nonafliliated hospitals” are those which are not 
designated by a medical school as participating in 
such a program. This classification is used in this re¬ 
port and in the list of approved intern.ships. 

Major teaching ho.siDitals (147) constituted 17% 
of those approved for internships, offered 4,335 intern¬ 
ships. and showed an occupancy rate of 89% on Sept. 
1, 1956. The 69 minor leaching ho.spitals were 8% of 
the total number of hospitals and were 75% filled on 
the same dale. Nonafliliated hospitals (636), 75% of 
the approved hospitals, filled 81% of their positions on 
Sept. 1,1956. 

The major teaching hospital group had the highest 
occupancy rate (89%), which was the same as the 
rale for 1955. Nonaffiliatcd hospitals increased the 
rale from 79% in 19o5 to 81% in 1956. 

.\s was pointed out in the Annual Report for 1955, 
there was evidenced a definite trend for the larger 
hospitals to have a higher pereentage of internships 
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range. 

filled. This observation is again borne 

fimires shown in table 5. For hospitals of -00 beds 
figures sno combined occupancy 

or less in all thr g P > beds the 

rate \\as u . positions were filled, 

beds indicated that 81% ot ti e i showed a 

and l,ospitals having more Uian 500 beds 

90% occupancy rate. 

Internships, by Census Region and State 

Table 6 shows a — 

STacant.' and tl.; percentage of intern¬ 
ships filled quoted in each instance. 


J.A.M.A., Ocl s, 

Hospitals in United States territories andpossfssb 
again showed the highest percentage of filled poatj, 
-97%. The New England region had the highest ooj 
pancy rate for the continental United States » 
which was an increase of 3% over last year’s fiaj 
The rate of 72% in the East South Central regions 
the lowest recorded this year. Individual states k\i 
90% occupancy or higher were New Hampske 
(100%), Rhode Island, New Jersey, New Yorljansis, 
District of Columbia, Louisiana, New Mexico (10(r<l, 
Oregon, Canal Zone (lOO^c), Hawaii (l(!0"c), ard 
Puerto Rico. Lowest rates were those for Montsu 
and North Dakota. 

New Mexico offered an approved internship for fc 
first time. Those states which do not have apptmil 
intern training programs at the present time areIdab 
Nevada, and Wyoming. 

Internship Stipends 

Stipends for interns have increased appreciab’ 
during tlie past several years. The average casi. 
stipend paid the intern in affiliated hospitals diir 
ing 1954 was SS7; in 1955 this figure increased t( 
$121; the stipend for 1956 increased still forth 
to reach a figure of $141, an increase of P ou 

1955. The nonaffiliated hospitals showed a simiLi 
increase. Figures for tlie past three years for noi 
affiliated hospitals are 1954, S136; 1955, S169, ar 

1956, $177. , A 

In the figure, the graph portrays the inlemsj 

stipends for 1956, comparison being made 
hveen the affiliated and the ■ nonaffiliated msW 
tions. Federal hospitals are e.xcluded from this grai 
The cur\'e showm for each type of lospi. 
unlike that for tbe previous year. Only on 
tal reported "No stipend paid -an afBlialei 

''seventy-three per cent of *e 

furnished full maintenance n™'' J,, 

maintenance, and » 

Ei^ly-five .per cent of 

offered full maintenance m additi I 

12% gave partial maintenance; and 3% 

maintenance furnished. (RUntP,! hospital a 

The stipend paid by the f a 

aged $36 per montli more 1 1956] 

ated hospital. The occupancy ‘ , hospitals 

tlie internships offered by alfili 

81% compared with a rate of 86%^ , 

hospitals. These data might be i ^ 

that the average intern is mo 
aspects of .the internships than he 

tlie list of approved anc 

maintenance. 
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Autopsy Rates 

The autopsy rate on hospital deatlis is regarded by 
Council as an inde.x of the scientific interest of 
'^Jie medical staff in medical education and in the 
'OTO<Tess of medicine. In table 7 the 20 federal hos- 
■pitals and the 20 nonfederal hospitals reporting the 
'\iighest rates for the past year are listed. These hos- 

■ pitals are to be commended for maintaining these 

■ rates at a high level. 

■ It is of interest to compare this listing with tliat of 

■ preslous years and to note that certain institutions have 
■consistently maintained a high rate. Of the federal hos: 


T^ble "t.-Internship Hospitals with Highest Autopsy Rates 
1956 

Federal Percent 

V. S. Sav.il Hospital, Corona. Calif. ».< 

V. S. Xaval Hospital, Bethesda, Md. PB 

Letteraian Army Hospital, San Francisco. !•'> 

U. S. Xaral Hospital, Great Hakes, Ill. 91 

Brooke Army Hospital. Fort Sam Houston, San .tntonio, Te.xas.. 91 

U. S. Xaval Hospital, San Diego, Calif. 90 

C. S. Xaval Hospital, Bremerton, Wash. 90 

Madigan .\rmy Hospital, Fort Letvis, Tacoma, Wash.... 90 

Fitzsimons -ktmy Hospital, Denver. fS 

U. S. Xaval Hospital, Oceanside, Calif. SS 

U. S. Xaval Hospital, Xetvport, R. I... 8S 

U. S. Xaval Hospital, Jacksonville, Fla. 8S 

U. S. Public Health Sendee Hospital, Xc'v Orleans. 87 

Walter Reed Army Hospital, ATashington, D. C. 87 

C. S. Xaval Hospital, Portsmouth, Ya. : . 87 

C. S. Xaval Hospital, Chelsea, Mass. 87 

Gorges Hospital, Balboa Heights, C. Z. 87 

Veterans Administration Hospital, Salt Lake City.i SB 

Valley Forge Army Hospital, Phoenirville. Pa. 8.7 

C. S. Xaval Hospital, Oakland. Calif. 82 


Xon federal 

I. Children’s Hospital, Los Angeles. 91 

!. Children’s Medical Center, Boston. SB 

3. Children’s Hospital, Buffalo. SO 

I. Milwaukee Children’s Hospital, Milwaukee. 8t 

5. Cniversity of Illinois Research and Educational Hospitals. Chicago S4 

6. University of California Hospitals (Herbert C. Moffltt 

Hospital), San Francisco. 8.7 

i. University of Minnesota Hospitals, Jlinneapolis. S.3 

S. Ochsner Foundation Hospital, Xew Orleans. 83 

9. Mary Hitchcock Memorial Hospital, Hanover, X. H. S'3 

W Sacred Heart General Hospital, Eugene. Ore. 8'3 

II. Colorado General Hospital, Denv er. S'! 

II. University Hospitals, Madison, Wis.; 81 

13 University of California Hospital, Los Angeles. SO 

11. University of Xebraska Hospital, Omaha. SO 

13. Aguadilla District Hospital, Aguadilla. P. R. SO 

15 St. Louis Children’s Hospital. St. Louis. 79 

17. Universitv Hosnitnl Ann ArUnn VT!n>, TV 


IS. A'irginia Mason Hospital, Seattle. 77 

B. Barnes Hospital. St. Louis. 70 

19. Lvanston Hospital, Evanston, Ill.1. 70 


pitals listed, seven are listed for the sixtli consecuti 
}eiir; of the nonfederal hospitals, six have maintain 
a place on the list for the past six y’ears. 

Of the 852 hospitals reporting, only 5 (less than 1® 
ju^ecl to meet the minimum autopsy requirements 
These institutions are being urged to increa 
e rate, as a subminimal rate for two consecuti 
fears may be the basis for svithdrawal of approval. 


Internship Review Committee 

^lembersliip on the Internship Review Committee is 
imposed of representatives from the Council on 
ec ical Education and Hospitals, the Association of 


American Medical Colleges, the American Hospital 
Association, the Federation of State Medical Roards 
of the United States, and tlie American Academy 
of General Practice. 

The Committee was formed in 1954 to review 
reports of surveys of intern training programs and 
make recommendation to the Council for appropriate 
action. The Committee also may make recommenda¬ 
tions to the Council for changes in the requirements 
for approval of an internship and for changes in pol¬ 
icy concerning the education of interns. 

Since the Committee was established, it has advo¬ 
cated that the Essentials of an Approved Internship 
be intei’preted wth reasonable flexibility. It has fol¬ 
lowed the policy of giving a hospital an opportunity' 
to correct deficiencies found on surv'ev' before approv¬ 
al is actually' withdravv’n; the hospital is adv’ised con¬ 
cerning the nature of the deficiencies and is encour¬ 
aged to correct them as quickly as possible. 

The objective toward vv’hich the Committee is work¬ 
ing is to maintain and improv'e the standards of medi¬ 
cal education at the internship level. 

National Intern Matching Program 

The National Intern Matching Program continues to 
serve as the central clearing agency for hospitals seek¬ 
ing interns and for medical students desiring intern¬ 
ships. For the past sLx years, hospitals approved for 
intern training by tlie Council on Medical Education 
and Hospitals and medical students seeking first y'ear 
internships hav’e used the NIMP as the official agency 
for intern procurement. The plan gives complete free¬ 
dom of choice to both hospitals and students and has 
received continued support from both groups. 

Hospitals approv'ed by the Council submit a Hos¬ 
pital Agreement to the Program in vv'hich they' agree 
to interv'iew only' students vv'ho participate in the 
program and to accept aU interns matched to them. 
Students submit similar agreements, stating they vv'ill 
apply' only to participating hospitals and vv'ill accept 
the hospital to which they are matched. Hospitals and 
students make contact vv'ith each other by' means of 
the NIMP Directory'. Hospitals receive a Directory' of 
all participating students, and students receive a hos¬ 
pital Directory' in vv'hich are listed all participating 
. hospitals and the ty'pe and number of internships each 
offers. Hospitals are free to interview as many' appli¬ 
cants as possible, using any means of evaluation they 
desire. 

The Matching Program has matched more than 
35,000 students with no reported error to date. The 
policies and general management of the program 
are governed by the organizations most interested 
in medical education at the intern lev'el. These organi¬ 
zations include, in addition to the Council on Medical 
Education and Hospitals, the American Hospital As¬ 
sociation, the Association of American Medical Col- 
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Residencies, by Type of Hospital Control 

A breokdown of residency appointment by type of 
hospital control is presented in table 9. Residency pro¬ 
grams were olfered in 119 federal hospitals, 314 other 


Taulk Q.—Number of Ravleucics, by Type of Ifaspital Control, 

lQ!y(i-1957 

Nfi, n( Itp'-UiMidP'! 


J'irsl 'S'r, 
Apiifilnliiirtilu 


Totnl 

Aiiiiolfitmcnt'' 
(AH VrA 


Control 

VrAerM 

U. S. Air I’orw . 

U. S. Amir... 

U. S. Xnvy . 

U. S. I’uWic HrnUli Si'rv., 
V^ternn? Atlininistrntlon. 
Olhrr trArml ... 


Totnli ... 


liovrroiiii'ntnl (Nonfcdcrnl) 

Stntf . 

(’ininty . 

City . 

Cily-ront'ty .. '* 

Totnl* . 

NonrotTmiiirniM Nonprofli 
cliiircli ojx'rnfi'it nnti 

rfiurrJi rointol . 

noniirodt . 

TotnI‘ . 

rroprii'tnry 

Iridltl'litnl . 

l>Rrtn('r-)i!ii . 

('ori'OMtlofi . 

Totitn .. 

(.'rnnii tolnl. 


= e 

k. ^ 

^ a 


e; 


A 


c 

St 




8 

1 8'> 

12 

4 

v: 

7« 

II2 

fa; (Cl 

:(i>8 

IfA f.‘. 

if 

7i» 

l(H 

:is 73 

2.'.7 

128 ('.7 


'M 

U 

13 Tfi 

133 

21 8-. 

N* 

*Vi7 

71fi 

Itt f.3 

2,3l't 

SIC. 73 


la 

O* 

... nil 

(v; 

3 

IH* 

7jr. 

l.ICA 

>'J) fi'i 

S.ltSO 

1.H'.0 7 2 

!.%T 

Av* t 


<<i-. 73 

3,871 

87:. 81 

♦ 1 


fi27 

nr. “i 

l.i-22 

Sir. 8( 

7*® 

tv; 

MM 

l-w. .«'■ 

•2,8(7 

401 8" 

U 


v:i 

31 f-lt 

282 

82 77 

nK 


3.181 

731 83 

.8.(113 

l.fil2 M 



t.:i;i( 

-Ut '.'i 

2.7M 

l.On 73 



o.rwK'i 

7rii .'n! 

8.70:1 

1,0.31 M 


'i.'tVi 

A.v'i 

M-Vi M 

11.WT 

2,012 81 


A 

a 

1 73 

K 

1 .8'! 




2 

i; 

2 7.‘. 



I a 

12 78 

Sfi 

2:. 77 


u 


I.-i 7'.' 

100 

28 70 

_ _ 

-- 


- — 

- 

, 

1.1!'' 

:.,v.u 

o.Ari'' 

2,1!'-’ "!> 

•23,012 



ijov 

CT 


vcrnmenlA (non(ecteal) hospitals. - 1 ' 

meat institutions, ami 2.5 proprietary liosp tals. The 
total mtmhcr of resicloncies was almost ’ 

hohvecn governmental and nongovernmental hospitals. 


Taih 


,o.-,Vmi.l>cr o/ Recedes, h M I9S6.J957 

A'o. of «(-ltloncic.“ 


First Yr. 
Aiiliolntinri'tsr 


Totiil 

Al>polnfin''>A^ 
(.\H Yr.) 


C5 


as tiinn *’'1'^® ••• 


1-103 .. 
).200 . 
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(l-ovcr 


V 
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c S 

Zi ^ 

1^ c. 

x-x 

S-: b5 

55 

- 1 

37 

2 

21 

<)'> 
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In 

... !0O 
r. 7! 

0 

42 
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10 S’l 
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(UHl 

14fl 81 

1.271 
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1,S(;7 

3(>T 70 

3.001 

i.oos 

2,-in' 

72(1 78 

ri,soi 

301 

1 037 

4,77.> 

1,103 8(1 

12.3&1 


71 .V. 

222 

r- 

40 

87 


, 1,100 

r..i3i 

!>,ir>8 


2,3,012 
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.= tr F r 
1 fill 
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SS 01 
300 SI 
771 10 
1,002 "0 
2,»01 01 
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ospitals. 


Oct. X 

Number of Residencies, by Hospital Bed Capaotw • 

E.\duding hospitals of less than 200 beds the kis. 
pitals offering residency training are, rougbly speafc 

divided into three-categories/200-299 bed wpicih 

300-499, and over 500 beds (table 10), with about^ 
hospitals in each group. Seventy-five hospitals iiS 
less tlian 100 bed capacity and 205 with capacities p! 
100-199 beds offer approved programs. Approiim-iteli 
92% of the positions offered are in hospitals of 200 o; 
more bed capacity, and approximately 52% are in hrs- 
pitals with 500 or more beds. 

On the basis of such data as are available, it appea,^! 
that tile number of residencies is generally proportion¬ 
ate to the size of the hospital. However, these data do 
not eliminate the possibility that an individual hos¬ 
pital or individual service may have a disproprition- 
ately large resident staff. 

RfiSUMfi 


Tin's 31st Annual Report presents factual data cb 
approved internships and residencies, primarily to 
assist medical students, interns, and residents in de¬ 
termining where they wish to continue their mediwl 
education. Tlie report includes an analysis of statistical 
tables and graphs, in addition to information regard¬ 
ing the National Intern Matching Program, the Intern¬ 
ship and Residency Review Committees, and a di'- 
cussion of the straight internship. Following the report, 
complete lists of approved intern and residency tram 

ing programs are published. 

A total of 6,635 training programs at the graduat 
level (internships and residencies ) were offered i 

1,372 hospitals on Sept. 1, 1956. Of this numb r 

hospitals, 156 offered approved intern 

51S offered approved resident training “ b ‘ , 

“tI™ no appreciable cliange in Uieperc- 

of internsliipa fiW-S3% for f 
p,evlo„a year, ' 

slTeiTgiirc of for te *,* 

The status of straight ‘ straight 

The Council will confinue to jpove S 

There are no Residency _ J 

specialties. Graduate trainmg has 

fields. ■ this Annual hrpail 

The Council 

the hope that it ^ medical - 

and organizations mterestea 

the graduate level. 
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APPROVED INTERNSHIPS 

Council on Medical Education and Hospitals of the American Medical Association 
535 North Dearborn Street, Chicago 10 

Resdsed to September 1, 1957 
HOSPITALS, 854, INTERNSHIPS, 12,404 


The following general homitals, investigated and approved bv the Council on Medical Education and Hospitals, are considered 
in position to furnish aceeptabfe intern training in accordance with standards adopted by the American Medical Association. Three 
h-pcs of internships are approved by the Council—rotating, mired, and straight: 

' 1. A rotating internship is defined as one that prorades supervised e.\perience in internal medicine, surgery, pediatrics, obstetrics, 

and their related subspecialties, together with experience in laboratory and radiologic diagnosis. 

2. A mixed internship is defined as one that provides supervised e.xperience in two or more, but not in all, of the clinical 


3. A straight internship is defined as one that provides supervised e.\perience in a single department, although it may include 
' limited opportunitx- for work in a related subspecialtv-. Straight internships are now approved in internal medicine, surgery, 
pediatrics, patliology, and obstetrics-gjoecology. 

HospitSs approved for internships that are used by medical schools for undergraduate clinical clerkships on inpatient services 
have been identified in the following lists by the symbols X and x. Ho^itals have been identified with symbol X when a medical 
school has indicated that the hospital is a major unit in the school’s teaching program. Hospitals have been identified with the symbol 
X when a medical school has indicated that the hospital is used to a limited extent in the school’s teaching program. Certain intern¬ 
ships in hospitals designated as teaching hospitals may' not provide for assignments to teaching services. Other internships may 
' proride for only a portion of the intemslrip period being spent on teaching services. Prospective interns desiring specific information 
concerning internship assignments to teaching services in a hospital are advised to communicate with the dean of the medical school 
- with whidi the hospital is affiliated. Medical school affiliations are indicated by footnotes 10 to 89 placed immediately after the 
‘ symbol X or x. The list of medical schools appears on page 482. The plus (*) sign indicates additional approval for residencies in 
specialties, as shown in tlie Couneil’s list of Approved Residencies and Fellowships. The beginning stipends for Federal hospitals have 
not been listed; they are established in accordance with government pay tables. When applying for internships in Air Force, Army, 
. Navy or Public Health Service hospitals, applications should be directed to the medical departments of the Air Force, Army, Navy, 
■ or the United States Public Health Service and not to the individual hospitals. .Although applications are made to the service rather 
■- than to the individual hospitals, aU of the services ask students to bst three hospitals in order of preference. Every possible effort 
is made to place successful candidates in accordance with their desires. Because of the needs of the service it should be understood 
that students may, in some instances, be assigned to other hospitals than those for which they have indicated a preference. 

Hospitals listed below (pages 461 to 481) make first year internship appointments through the National Intern Matching Pro¬ 
gram" Inc. The number and type of internships as listed represent appointments for the intern year 1958-1959. 


FEDERAL 


Name ol Hocpital and Location 

UNITED STATES ARHY-Hospltals, 9; 

I.<tterman Xuay Hospital +i-s-a. 

Prc'ido, San FrancifCO 

FiltMraons Xrmv Hospital +>-*. 

Denver 6 

Walter Reed .\rmr Hospital +v-‘-xlM0. 

(Arnix Medical Center) 

I- ,9^“’ St., N.W., VVashington 12, D.C. 

L. S. Army Hospital +». 

Fort Benning, Ga. 

V 


. fhoeniivine. Pa.. .. 

William Beaumont Army Ho'pltal +< 

Hayes .Ave.. El Paso. Texas 

nroofce Army Hospital +v-3-«_ 

Brooke Army Medical Center. 

vioai tt , tu Houston, San .Antonio, Texas 
-uartman Army Hospital ♦•-xE6.. 

fort Lewis. Tacoma 9, Wash.. 

Tnpler Army Hospital . 

Moanalua Gardens, Honolulu," T. H.. 


. . 

LadJand Afr Force Base 
Texas 

^ A**" ^orcc Internships are 
obov?* nmonp the 'Anny ho'ipitals listed 


At . 

P. s. Na^aTS'otlUn-; 

1-. S^x"a?al Holpiui MH-'. 

I". ^Vcaii-t;. 

Jacl'sonviue n. Tia. . 

b. Naval Hospital 

Pensacola, Fla, . 

Naval Hosoitnl ♦i-a-i • 

^^at Lakes, ID, . 



X 


Z 

c 

u 

>*n 

c=9 


t£ 

C /-K 

u 

•z 

"ill 


a 

“S5 

*4: 

a&c 

5 




z & 


tz t 










rnshlps, 164 

Fed 

900 

10,934 

Req 

96 

12 

No 


Fed 

1.250 

9,146 

Kcq 

SS 

12 

N’o 

... 

Fed 

1,250 

13,737 

Req 

57 

12 

100 

... 

Fed 

oco 

12,373 

Req 

51 

32 

N’o 


Fed 

1,000 

6,323 

Req 

55 

12 

101 


Fed 

650 

12,516 

Req 

76 

32 

N'o 

... 

Fed 

1,093 

14,325 

Req 

91 

12 

N'O 

... 

Fed 

600 

11,357 

Req 

£<^ 

12 

N’O 

... 

Fed 

1,200 

21,466 

Req 

75 

12 

No 

... 

; Internships, 84 

Fed 1,000 

10,697 

Req 

75 

12 

No 

... 

mships, 176 

Fed 

1,325 

14,374 

Req 

52 

12 

No 

... 

Fed 

1,109 

11,^ 

Req 

55 

12 

No 


Fed 

2,250 

25,345 

Req 

90 

12 

No 


Fed 

451 

6,015 

Req 

55 

12 

No 


Fed 

644 

6,4-23 

Req 

56 

12 

No 


Fed 

SCO 

12437 

Req 

91 

12 

No 



Number and Type 
of Internships 


Code 

Number 


IW Rotating General COill 
Office of the Sargeon General, 
Department of the Army, 
Washington 25, D.C. 

Attn. Chief Personnel Division 


SI Rotating General 
Directorate of Staffing 
and Edneation, Office of 
the Surgeon General. 
Headquarters, U. S. Air Force, 
Washington 25, D. C. 


ITf; Rotating General 
Bureau of Medicine and Surgery, 
Xavy Department. 
Washington 25, D. C. 


K(ilic»lVssocl«Vii?n •‘•'risk (») In this llstlnp do not participate In the 

AhirtvIaUnn, Hospital Association, the Association of American 

■cviauons and other references will he found on panes «« and 483. 


Hational Intern Hatching Program, sponsored by the American 
Meaicai Colleges, and other cooperating organirations. 





















m 


A1’1>H0VJ‘D INTERNSHIPS 


J'A.M.A., Oct s,' 


FEDERAL—Contlnufd 


Nnnii' ot JJo«|iltnI iind I.ociillcm 

UNITED STATES NAVY-ContInued 
r. S. Nnvnl Ho-jpUnl *'-* 


Rockville I’lke, Uctticsdn 14. Md, 

f. S. Xnvid HoM'Itnl +»-<*x3M0. 

('lieUen .'>d. Mu'-*!. 

r. S. Xnvnl no'^pltnl .;.' 

I.lndcn Ulvd., St. Alt>nn= i'.. X. A . 
f. S. N'nviil HoM'ltnl ,VI", 

ITIli nnd I’littl-ioii Ave., riilindeliddn 4.i 

f. S. N'nvni Ho'pltnl .. 

.Ini nnd t^^pn'^'! Sl«.. Newport. R. 1. 
r. .S. N'nvni Hoipltnl . 
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Service 

. Fed 

1,()00 

13,591 

Rcq 

<« 

12 

No 

. Fed 

aViO 

7.f>21 

Reel 

87 

12 

No 

. Fed 


10,970 

Req 

81 

12 

No 

. Fed 

i,o:»o 

11,100 

Req 

0.3 

12 

No 

. Fed 

:v2r> 

0.987 

Rcq 

88 

12 

No 

.. Fed 

2.V) 

r..ov» 

Req 

01 

12 

No 

.. Fed 


22 ,<712 

Rcq 

87 

12 

No 

.. Fed 

32.'* 

<7,112 

Req 

W 

12 

No 


Ill 

uO.O 


N umber and Type 
of InternsWp! 


CNi 

llM% 


200 Rotating Genttal ((g 
Bureau of Mrficine asiilSinn 
Navy Departmtut 
Washington 11, D C 


Bremerton. AVn‘'li. 

UNITED STATES PUBLIC HEALTH SERVICE-Ho.pIt.le 7: 

s;..n !r*' Hn*.llltnl . ^ *" * 

1 ". 


Ted 


r S. rnldlc Ileiilth Sen Ire lIo>-pltnj 

i:,tli A\e. nnd l.nke St.. Snn 1 rnnclsco 

r S. I'hd'di’c llenltli Service HoM'ltnl . 

210 SInte St.. New Orleans 1.'' 

V S. Public Henltli .Son'Ic.' R"-I|ltnl 

Wyninn Pnrk Or. nnd nist St.. l'«'>lmore 1! 

r S Public Henltli .Sendee Ho«pItnl ♦' •. 

77 AVnrren St.. Boston .t:. 
r S. Public Henlth Sen Ire Hospltnl ♦' » 

Bny St. nnd Vnnderbllt Ate., Stnpleton . I.. 

f. .s. Public ilenltb Sen Ire Ho-idt«' ♦’'*. • 

Untnpton Bbd.. Norfolk S, \ n. ,, ,. 

r. .S. Public Ilenltb .Service Ho-pltnl+’ -xW.. ic 

ll.'il 14111 Ate. S.. Senttle 41 


420 


Rcci 


12 


102 


Pcil 
red 
red 
Pci I 

red 

cd 


DEPARTMENT OF HEALTH 
riee.linelf': lUwpltnl ♦‘-'-X2I 


red 


i.tb nnd Itrymit St... N. W.. WnOilnvton 2.-.. 

V, ^ .. . _... I'cd 


.dot 

.•VA 

248 

800 

217 

3Xt 

FARE 

470 

411 


4.718 

Req 
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12 

lOS 

81 Rotating General ('.!, 
2 3Ii.v. Med. Siirg. ni;! 
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77 

12 
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Public Health Sen ice Bo-p.tiV 
Public Health Servlee, 
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12 
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Department ol Health, 
Education and ITellare 
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12 

No 

Washington 'I'l, D C 
Attn Chairman fommltite 

1,22.7 
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74 

• n 

12 

107 

on Reddent* an'I Intern' 

4,218 

Req 


12 

lOfi 

•• 


8«lnf Elirnbetbv Hospitnl *v’"iVo' 

•isii NIrliols Ate.. S. 1... W n-blngton -u. i>. v . 

VETERANS ADMINISTRATION-Ho.pIUls, 

Veternit. AdmlnlMintlon rldR. 

.V«il K. Till St,. I.oOK lb‘»c''Fed 
Vftemni Adnilnbtrnt (>n llo'pH"' AnKeIes'2.7 

Wll.bire nnd Snti telle Bit b. . lm _ dusi , 

„ r,.i 

•''75;v.dr.t^';r'r.. .. 


red 

red 


1.281 

3fO 

4S8 

307 

104 
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8,575 

2; internships, JO 
Rcq <■-3 

12 

No 

171FM 

1.327 

Req 

NJ 

12 

107 

2,75 

10,073 

Rc<i 

81 

12 

IDS 


11,138 

None 

82 

12 

109 

... 

4,152 

Req 

72 

12 

110 

... 

0,118 

None 

80 

12 

111 


4,792 

None 

80 

12 

112 

... 
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12 
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IS Rotating Gcni'rnl 
12 Rotating General 


•’4 Rotating General 
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ALABAMA-Hoipltnli. 9: InternshlpJ. m 

' . eiiiircl. 

m Vlnwri t'.** Ho^'pHnla.. t “ 

■ erni !)tii t't. S.. IiIniilnKlinni i« 

SoiiMi Hlgblntid. Infinnnry . 

1127 S. 12tli Vllnle +'-‘-XI0 Stntc 

fidter-Uv IloM’ltn' »"'* ” 

^ (do .S Udli St.. HinnInKlinm 3 

. NPt'orp 

I lot'll Nolniid . . .. 

V O Box iVts. i nlrlleld (’hiireb 

,I„lv\Nuiie Of .lesu« Hoapltiil ' .. 

’xtornene Park. Cind;-d_en __ _ . , -yi •„ 
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ARIZONA—Hospitals, 5^ Internships 59 

County 
Chureb 


Cood Snin 
1033 K. • 

'"“SV llnrnngo M.. Pmnmv 


ml 

. 

St. Tuc-on . NPCoiP 


tuxi 

240 

•200 

l.'« 

OGO 

.307 

140 

2121 

•247 

Sit 

4‘25 

.32.7 

300 

220 


13,105 

12.017 

S.tKlO 

0.008 

2j,4.7!> 

10,40.7 

(1,0.77 

7.073 

1.3..701 

10.878 

0.390 

10.5S1 

14,127 

9,792 


Req 

Rcq 

Rcq 

Rcq 

Rcq 
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Req 

Req 

None 

Req 

Req 

Req 
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33 
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12 

12 

12 

12 

12 
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200FM 
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250PM 
lOOFM 

200FM 
200PM 
>'0 200-250FM 

>7o 200FM 
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No 

115 

115 

IIG 

No 

No 


10 Rotating Gener.d 
9 Rotating General 
8 Rotating General 
0 Rotating General 


<isn 

(ifU 

Fill 

si'll 


30 Rotating GegJ 

l-> Straight Mei rine 
3 Straight Peiliatrie | 
" ting General 


13 Rotating 
4 Rotating General 


1,7 Rotating 


Geiier.'i 


117 

No 

117 

118 
118 


loOFM 

ijOFM 

150-200FM 

lOOFM 

lOOFM 


7 Rotating Gener.il 
: Gcner.il 


17 Rotating ' 
V2 Rotating 


General 
f General 


17 Rotating 
9 Rotating 
S Rotating General 


General 


St. Jlory P 


ARKANSAS—Hospitals, Internships.. Chuicli 

Arkiin^«^^,^^“Pj^)j‘'g®‘jdt\^^^^ . Church 

••• 

unlvo^ny, lIohpHo gt., Little Rock 
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approved internships 


463 


165 , No- 5 


' Xaine of Hospital and location 

CALIFOBNIA-Hospitals, A3: Internships, 814 

irral Hospital of Riverside County . 

!«1 Maynoha Ave., -^Imeton 

mci Jfemoria] Hospital -n-a . 

ffOl Dwight t\ ay, Berkeley 4 

1 Joacrotn General Hospital -e'. 

French Camp „ 4.,., 

acral Hospital of Fresno County •. 

' 4175 E. Ventura Ave., Fresno 2 

-ilalc Sanitariiun and Hospital . 

I isroE.WIlson Ate., Glendale fi 
■ .ma linda Sanitarium and Hospital +i-a-xlZ.. 
loma Linda 

Mary's Long Beach Hospital +’. 

' yo E. 10th St., Long Bench 13 

aside Memorial Hospital +'->. 

1101 Chestnut Ave , Long Beach 13 

ilitomia Hospital . 

HU S. Hope St., Los .Angeles La 

-dars of Lebanon Hospital +v-a. 

4S33 Fountain Ave.. Los Angeles 29 

indrcns Hospital -n-XM. 

Mil Sunset Bird., Los Angeles 2i 

p-pital of the Good Samaritan . 

I2U Shatto St., Lo« Angeles 17 

t'os Angeles County Hospital +v-XI2-l4-5el3. 

m X. Slate St., Los Angeles 33 
‘ rcihylerian Hospital—Olmsted Jtemorial 
•7 1322 X. Vermont Ave., Los Angeles 27 

ncen of .Angels Hospital . 

'c 2301 Bellevue .Ave,, Los .Angeles 20 

■'inta Fe Coast Lines Hospital +. 

V no S St. Louis St.. Lo.s Angeles 23 

niversity of California Hospital +^"a-XI3 -- 

irs33 Le Conte .Ave., Los Angeles 24 


rhite Jlemorial Hospital ♦i-a-xl2. 

1720 Brooklyn Ave., Lo« .Angeles 33 

lighland-.Alaiueda County Hospital ♦r-«-a. 

5701 lUh Ave., Oakland 6 

lai'er Foundation Hospital . 

2=0 IV. MacArthnr Blvd,. Oakland II 

. irance County General Hospital =-*•=. 

, 12071 Santa Ana Blvd., Orange 

lotlls P. and Howard Huntington - 

Memorial Hospital +»->. 

ICO Congress St., Pasadena 2 . 

,7Jacramento County Hospital -n-s. 

2315 Stockton Bird., Sacramento 17 
.VTSsn Bernardino County Charity Hospital •t-xI2 
7SO E. Gllhert St., San Bernardino 

" Ifercy Hospital ♦»-’. 

. Hlllcrest Dr., San Diego 3 

580 Diego County General Hospital . 

.Ji-Front St., San Diego 3 

-Children's Hospital +'-8-xl6. 

3700 Calitomla St., San Francisco 18 

--FranHra Hospital «->. 

_ Hlh and Xoe Sts., San Francisco 14 

French Hospital +=-3... 

4131 Geary Blvd., San Francisco IS 
KsPer Foundation Hospital +v-8. 

- .. ^'“ty Blvd., San Francisco 15 

Mary s Help Hospital +'->. 

' .. '*? Guerrero St.. San Francisco 3 

- Mount Zion Hospital +4-3.... 

- c. )'''?P'‘''5adero St.. San Francisco Ys. 

St. Luke s Hospital +v-3. 

- c. '2''*’^“'"’'^“’ St., San FranVisei) 10. 

1 St .Mary's Hospital +>-3. 

1 Hayes St.. San FrancisTO 17. 

. irancicco Hospital+i-<~s-X15-16 . 

Potrero Ave.. San Trancisco 10. 

- Stanford L'niversity Scrrlce. 

Office of the Dean 

Hnivetslty School of Jlcdicine 
■ hacraraento St.. San Francisco 15 

- nl ?s-'7 ^Homla Service. 

Dr f'ldore Edelinan 

I'rnncisco Hospital 

. Pacific General Hospital +4-3. 

HW Fell St., San Francisco 17 
Stanford Fnlvcrsity Hospitals +I-3.X 15 

Aiay and Webster sts., San Francisco" 13 ' 

■t'arna&cus; and First Aves., San 
Franci«co 

B. Saunders. Dean 

ot Calilomia School 
Medicine, San Francisco 22 

'' ‘ l4,?n''; County Hospital +4-3-S. 

e J ' Ciatos Rd.. San Jose 2S 

‘ Hospital +4-3. 

Barbara 

- Ho^pUaJ ♦. 

‘ v*"^? Monica 

'■ J^onica Hocpiial i-a 

- Hati^ J.”*' S'""" Monica. 

. 1 S[ Hospital +-s.xt3. 

. __“-'H. Carson St.. Torrance 
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5 

0 
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County 

353 

4,364 

Req 

SS 

12 

XPCorp 

201 

S.0S3 

Req 

67 

12 

County 

TOO 

7,210 

Req 

57 

12 

County 

CGO 

10,009 

Req 

43 

12 

Church 

292 

11,229 

Req 

69 

12 

Church 


6,925 

Req 

75 

12 

Church 

250 

16.327 

Req 

33 

12 

XPCorp 

374 

17^40 

Req 

34 

12 

Church 

305 

14,364 

Req 

42 

12 

XPCorp 

406 

le^ng 

Req 

56 

12 

XPCorp 

226 

ECTI 

Req 

94 

12 

Church 

472 

15,619 

Req 

40 

12 

County 

3,132 

66,619 

Req 

35 

12 

Church 

300 

11,721 

Req 

29 

12 

Church 

476 

19,059 

Req 

44 

12 

XPCorp 

190 

5.1^4 

Req 

74 

12 

State 

320 

4,649 

Req 

60 

12 

Church 

244 

8,631 

Req 

59 

12 

County 

4S3 

14,203 

Req 

5S 

12 

XPCorp 

300 

n,4S7 

Rpq 

75 

12 

County 

570 

5.624 

Req 

47 

12 

XPCorp 

oco 

11,305 

Req 

74 

12 

County 

732 

11.318 

Req 

59 

12 

County 

419 

6,696 

Req 

5S 

12 

Church 

322 

17,290 

Req 

50 

12 

County 

753 

6,S32 

Req 

46 

12 

XPCorp 

235 

S,2G9 

Req 

CO 

12 

XPCorp 

250 

6.706 

Req 

35 

12 

XPCorp 

205 

6,114 

Req 

37 

12 

XPCorp 

216 

9,31^1 

Req 

74 

12 

Church 

ISO 

7,642 

Req 

45 

12 

XPCorp 

292 

U,350 

Req 

66 

12 

Church 

229 

9,662 

Req 

50 

12 

Church 

sn 

11,931 

Req 

66 

12 

CyCo 

1,132 

20,463 

Req 

4G 

12 


XPCorp 

450 

9,675 

Req 

70 

12 

XPCorp 

351 

U,936 

Req 

76 

12 

State 

470 

12,645 

Req 

S3 

12 


County 

4SS 

6A65 

Req 

70 

12 

KPCorp 

220 

8.002 

Req 

63 

12 

Church 

275 

12,596 

Req 

56 

12 

Church 

236 

12,920 

Req 

49 

12 

County 

6SS 

11,506 

Req 

52 

12 


? 

.i-.c 



^ e> 


Number and Type 

Code 



of Internships NumheP 

121 

205PM 

10 Rotating General 

65011 

Xo 

lOOPM 

6 Rotating General 

020U 

Xo 

175FM 

15 Rotating General 

mil 

Xo 

195PM 

20 Rotating General 

reiii 

Xo 

SOOPM 

12 Rotating General 

CrZSll 

Xo 

192PM 

10 Rotating General 

02411 

Xo 

125-150FM 

6 Rotating General 

02611 

122 

IGOPM 

15 Rotating General 

02711 

123 

125FM 

g Rotating General 

tr2911 

122 

lOOFM 

15 Rotating General 

OSOll 

Xo 

75FM 

2 Straight Pediatrics 

03134 

124 

175F5I 

8 Rotating General 

03211 

Xo 

160 

142 Rotating General 

03311 



S Straight Medicine 

03332 

Xo 

140FM 

10 Rotating General 

03511 

125 

150FM 

16 Rotating General 

com 

124 

150FM 

9 Rotating General 

03S11 

Xo 

160 

12 Straight Medicine 

95632 



9 Straight Surgery 

S5633 



6 Straight Pediatrics 

95634 



2 Straight Pathology 

95636 

Xo 

205PM 

16 Rotating General 

04011 

126 

lOOFM 

34 Rotating General 

04111 

Xo 

ISO 

16 Rotating General 

04211 

Xo 

2S5 

20 Rotating General 

01311 

127 

187PM 

9 Rotating General 

04411 

Xo 

120FM 

24 Rotating General 

01611 

Xo 

130PM 

14 Rotating General 

04711 

Xo 

150FM 

12 Rotating General 

OlSll 

12s 

150FM 

15 Rotating General 

01911 

Xo 

lOOFM 

6 Rotating General 

05011 

Xo 

150FM 

16‘Rotatlng General ■ 

- 05111 

Xo 

lOOFM 

10 Rotating General 

05211 

Xo 

190 

16 Rotating General 

16911 

Xo 

lOOFM 

6 Rotating General 

05311 

Xo 

lOOFM 

13 Rotating General 

05411 

Xo 

lOOFM 

8 Rotating General 

05611 

Xo 

100-150FM 

15 Rotating General 

05711 

129 

140 





29 Rotating General 

0591J 



SO Rotating General 

0.5S11 

230 

12oFM 

23 Rotating General 

CKOll 

Xo 

25FM 

7 Straight Medicine 

06132 



7 Straight Surgery 

C6133 



1 Straight Pediatrics 

C6134 

131 

169 

20 Rotating General 

C61H 



12 Straight Medicine 

€0132 



12 Straight Surgery 

01133 



5 Straight Pediatrics 

C6134 



3 Straight Pathology 

C61S6 

Xo 

ISoFM 

IG Rotating General 

C6311 

132 

175FM 

10 Rotating General 

06411 

Xo 

150PM 

6 Rotating General 

C65U 

133 

125FM 

S Rotating General 

00611 

Xo 

100 

34 Rotating General 

C0711 


Xedilal AHoVitVion ® tW*'HHns dj not participate In the National Intern Matching Program, sponsored by the 

Xfihrevl,tlons°Snd';^h*?'Sc‘^^^^I‘‘he^o^ Medical Colleges, and other cooperating organizations. 


American 











































Al’rHOVED INTEHNSIIIPS 


Niiiiip of Jlopiiltnl Hiul locution 

COLORADO-Hospltnls ||; Internslilps, 137 

fflooknor-J’cnroso Ilospltnl +'-». 

X. Tpjon >V(.. Coiorndo Spring:.'.. 

f'Piirrnl Ho^o Momorlnl Hospltnl ♦'-» . 

lavi Cli'rmonl St,, i><'nvpr‘’(i . 

Mrrcy Ho«pItn) .“. 

Itlin Mllwntiki'o Ht,, ivnvVr d". 

f’orlpr Siinlliirliiiii nnd Uotpitnl +'-» 

‘-’.V-V. S. Downlnir St,. Dpiivor 10 . 

I n't-iiylcrlnn Hocidtnl . 

T.'lh Avp. nnd Cllplii si.. T)ciVvVr Vs". 

M. .Intliony Ho'^plfnl ♦<-». 

W. liitli nnd (jidtiniin St!<., DpiivVr' V . 


MU K, lidli .\vp.. Dpiurr.'t 
rnl\pr-lly of ('<diirndo .Mrdlrnl (■ciitiT 

('(dorndii itViirrnl tlouiittnl •♦'-xi?. 

f.t''' K. !'tl\ A\'p., IV'tivpr UP 

ft-iiMT liptipriil HiMTiltid ♦>-n-i.xi7. 

\V. dtli Avp. mill Clirrokt'p St.. Dfiivor i 
"fill County tii’tirrnl llniiiitiil 
IMd li.ll) St., lirtvli'v 


‘.■<.7 (irmil St.. Hrldpppnrl to 


•.'"■Jo .Mnin ,st.. Ilrtdupport (• 

ltri«iol HoM'llnl '-s. 

.Vriu'/f Kif,. Hrf'tol 

Dnnlniry llo'i>Unl . 

!>'p l.o(-n-t .\ip,. Ii:iidiiir.\ 

MrlHiii Ilo*.jillnI *.i. 

.‘^ryiiHiiir .\\f. mid DixKInn St.. Hcrliv 

}3(»-pltn) ♦'-a. 

IVrryrIdKP f!d.. tircptmlrli 

llnrtlord Ho«iiltnl . 

.Ml Scytnoiir St., linrtford I.'i 
Unrttnrd Mnnlcltml Hoi-iillnt nnd 

llnnltU Conti'r . 

ItoK'oniti St.. linrtford 

Mount SInnI Ho‘iillnI . 

.lOi Illiip Hill' ,\vr,. linrtford I'J 

.S|. I'rnnrl' Ho'tdtnl . 

Ill "’oodlnnd St.. Hnrtford .'i 

.MnnrliP«IPr .'frinorint Ho'pllnl . 

"1 Hnynr'* St.. .Mnnclic'tfr 

.Mi-rldm Ho'idtnl . 

I'l Cook Am.. Mcrldpii 

.M!ddli’>rx Mnniorlnl Ho'pitnl . 

■Jy Crr'C'lit St.. .Mlddlnlonii 

Non Hrilnin (iriicrnl Ho<|iltnl . 

!r’ Crnnd St.. .V>«' Hrltnfii 
CrnfT-.NViv Hnvrn Coiuiiiiinlty 

Ho'idtnl ♦«->-<.xi» . 

'."i Honnrd .Avr.. Srn Hnvrn I 


II.Vi Cliniirl St.. .\rw Hnvrn II 

I.nivrrnrr nnd Mrinorlnl Ho'pltnl'*'’’. 

.Montmik Aar.. Nr« I.ondon 

.Voronik Ho'pHnl . 

•J1 Strvcti' St.. NoravnlV 

Wllllnm \V. I)nrkn« Ho.'pItnl ». 

.'Kii "’n'lilnKton St.. Xonalcli 

SIninforil Ho«|dtnl ♦‘■a. 

T.m W. Ilronil St.. .Stiinilord 

St. MnrvV Ho'idtnl ♦>-»-<. 

.'.li rninklln St., Wnirrimry o 

Wnlrrlnirv Ho“plfnl -c-i. 

i;t Koldrins St.. Wnlrrliiiry S 

DELAWARE- Hospltnls, 3: Internihlps, 34 

I'rlnwnrr Ho-'liltnl ... 

.V»I Hill St., WilinlnKtoli I 

.Mrinorlnl Ho'Pltnl +'-»-‘-xCB... 

I.Vii .S’. Vnii Iturrn St.. WIlmliiKton (> 


Crntinl DNprn'iiry nnd Knirrymcy Hnspltnl. 
Wii'IdiiKton 


Doetorp Uospitnl .. 

181.') Kyp Ht. N.W., "'upldiipton fi 

(inr/lrld Mrinorlnl Hospitnl. 

WiiPliliiKton 


(Irorpr WiiPlilupton univcrMiy 

!H)) S.'trd St. N."’., Wn.phlnirton 7 



V 

* 


-- 

-~ 




z 

c 



««« 









•3 



SgS 

es 

D.C 

•a 

c 


c 

c 


ZS 3*5 

O.'T 

>'• 

Ck 

5 S 

? GJ 
<C.4 

tx tc c 
c 0 C 

r-t >,»/ 


c 

ttac 

HxS 

Cldiirh 

210 


lieii 

71 

12 

Xo- 

1.70FM 

NPCorp 

2-V) 

11 ..kS? 

Iteq 


12 

Xo 

2 .’i 0 FM 

CInirrIi 

2.70 

10,211 

Rrt| 

47 

12 - 

Xo 

1.7()PM 

Ciiitrrli 

2 to 

8,4 IS 

Hrq 

47 

12 

1 . 3.7 

].'aiP.M 

Clnirrli 

198 

8.SI8 

Uci| 

71 

12 

13(1 

1.7nF.\I 

Ctiiirrli 

‘J.vt 

12.9711 

Itrri 

111 

12 

Xo 

l.TOF.M 

CImirli 

.372 

17.2!gl 

Hri| 

tit 

12 

1.37 

3.')0F.\| 

Cliilirli 

4:tt; 

10,297 

ltr(i 

(W 

12 

13(1 

21.7I>.M 

St II to 

274 

0.431 

Xoiic 

82 

32 

Xo 

7aiF.M 

CyCd 

1*2 

7.279 

ni*t| 

.79 

12 

1.31 

lO'.P.M 

Coiiiily 



Rrq 

71 

12 

Xo 

3tK'F.\I 

220 








Nl’Cori) 

;t^7 

H .971 

Ili'i) 

4gS 

32 

Xo 

liioFM 

Clinrrti 


10.193 

KofI 

40 

12 

Xo 

2.VI 

NrCtirp 

ltd) 

7,(r24 

Rrq 

41 

32 

No 

l.TOF.M 

M'Corp 

171 

(>,773 

Kni 

72 

12 

Xo 

riaiF.M 

Nl'Corp 

l.Vl 

7.<W 

Req 

47 

32 

ISS 

am'it 

.Nl’Ceirii 

24.7 

7H>8 

Jtrq 

71 

32 

3.39 

■ WVM 

Xl’Corp 

724 


Rt'fi 

07 

24 

Xo 

.VIF.M 

City 

2P.» 


Rrq 

51 

32 

Xo 

120FM 

Nl’Corp 

117 

.'vMl 

Rcq 

.71 

32 

Xo 

2()nFM 

Ctiirrrli 


2l>..’Si)I 

ltd} 

47 

12 

Xo 

lOOdi’.F.M 

Xl’t.’orii 

lott 

8,(-29 

Rrq 

49 

32 

340 

'»«PM 

.VI’C<irt> 

217 

8.030 

Rrq 

47 

12 

Xo 

l.'iOFM 

.Nl’Corii 

It'S 

7,49S 

.... 

:>o 

12 

Xo 

l.TOFM 

.M’Corp 


10,714 

Rcq 

173 

12 

Xo 

nirFM 

XrC’otp 

Wll 

20,103 

Req 

(!( 

32 

141 

2.TFM 

Clmrrli 

a7() 

12.077 

Rrq 

3.7 

32 

.Vo 

12.7-2n.TF.M 

SVCorp 

22t 

10,210 

Req 

43 

12 

Xo 

2(I0F.M 

NrC'orp 

aid 

11,793 

Req 

59 

12 

Xo 

IGOFM 

M’Corp 

147 

0.4.78 

Req 

45 

12 

Xo 

200 FM 

.M’Corp 

25>7 

10,402 

Rrq 

59 

12 

Xo 

loor.v 

Clitirrli 

347 

13.453 

Rp(| 

3S 

32 

Xo 

2 (»iFM 

Xl’Corp 

SGI 

15.327 

Rcq 

Tm 

32 

Xo 

2 oor.M 

Xl’Corp 

.377 

ia,m 

Rrq 

72 

32 

Xo 

190FM 

Xf’Coip 

27S 


Rcq 

00 

12 

Xo 

1.70FM 

XPCorp 

1^7 

7,193 

Rrq 

49 

12 

Xo 

mt'ii 

iternshfps, 

149 







Srr WiisIdnBton Ho'pitnl Center 





City 

l,l)!>3 

28.0.3S 

Req 

52 

12 

Xo 

20 s 

Corii 

237 

.9,49,7 

Rcq 

fi7 

32 

142 

loOP.M 

Srr WnsliIitBtou Hospitnl Center 





Cluircli 

30.1 

13.409 

Req 

64 

12 

X’o 

75F.M 

XPCorp 

410 

16,180 

Rcq 

tiS 

12 

307 

325PM 

OhnrrU 

350 

11,590 

Req 

49 

12 

Xo 

250 


J-A..M,A,, O.i, i 


Number end Tvi>. . 
Of Internships” 


St- 

5*9' 

r-’ 


•3 Rotiitiiii; Gcoere) 

9 Rotnting Oenfrji 

9 Rotating General 

10 Rotating General 
10 Rotating General 
9 Rotating General 

lil Rotating Genera! 
12 Rotaling General 


Ki Rotating General i;- 
12 Cornrnunipr Untaliss c 
IG Rotating Genera! c:. 

1(1 (’oiminmitT Ilnialmr (i 
J Rotating (.ieneral e.' 


S Rotating General 
2 .Straight Medicine 
2 Straight Surgery 
1.") Itotating General 

.'i Rotating Gener.ll 

7 Rotating General 

a Itotnling General 

y Rotating General 

IS Rotating General 

9 Rotating General 
II Rotating General 
].') Rotating General 
4 Rotating General 

4 Rotating General 
(i l{otating General 

5 Roludng General 


(■•' 

(In 

ir,- 

I' 


I'.i' 

.wi 

IMI 

S"l 

W" 

sail 

('ll 

a.’K 

(all 

K!l 


IS Slralgli! .Me)lie!ne 
].-) Straight Surgery 
7 .Siraiglit Pediatrie. * 
(1 Straight Pathology 
12 Rotating General ' '■ 


.1 Rotating General 
(I Rotating General 
3 Rotating General 
If) Rotating General 
7 Itotating General 
9 Rotating General 


C Rotating General 


47 Rotating General 
0 Rotating General 


i>'.d 
('■"! 
0 ill 

I'." 

I'll 

p t 




0 MI-trd.fMed -StiKj'j , 5 ,..:. 
IS Rotating (Med. •' '.. gr. 
n Rotating (Sd'l- 
2 Rotatlntr (P«'9- •“ g;yi 

IS notating General 


^ '^"n«7vnrnuni**St. N.k’. W nVldnKtonlV' _— . m Ih. W.tlor ^tem MaUhlnrmTanlHtloM- 

.. "O", 
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jl. 165, No. 5 


APPRO\CT INTERNSHIPS 


Same of Hospital and location 

district of COLUHBIA-Conilnued 

’'(Central Dispensa'ry and Emerpencr Hospital 
. and Garfeld -Memorial Hospital) 

1st St. anrt Michignn Avc., NAV., 

, WasWapton 11 ^ ^ 

- rtn»1 TTncnifol _ 


'nshinirtoo Sanitarjum onu nosi'uai - -. 

’ ‘ Tao'Cairoll Ave., IVashinston 12 

' FLORIDA-Hospltals, 12; Internships, 198 

Epti^l Memorial Hofpital . 

•*' 5rn Miami R<1*.7 


• wi .fefierjon St., Jacksonville S 

t. Luke’s Hospital +. 

5th St. Boulevard, Jacksonville 8 


'■ Barrs apJ St. Johns Ave., Jacksonville 4 

ack'oa Memorial Hospital +i-*-X22. 

liro X.W. loth Ave., Miami S»» 
lount Sinai Hospital of Greater Miami 
4.W Alton Rd.. Miami Beach 40 

t. Francis Hospital . 

syi W. (Krd St., Miami Beach 41 

iraage Memorial Hospital . 

1416 S. Kuhl Ave., Orlando 

Sacred Heart Hospital +'•*. 

mio N*. I2th Ave., Pensacola 

lonnd Park Hospital +'. 

Tth St. nod Gth Ave. S., St. Petersburp 5 


Davis Islands, Tampa G 

Jt. Mary’s Hospital... 

'/o 4Gth St.. West Palm Beach 

GEORGtA'-Hospitals, 12; Internships. 204 

Ithen? General Hospital '... 

<97 Cohh St., Athens 

•St. Mary’s Hospital i-®.. 

W N, Mlllcdpe Ave., Athens 
Crawford \V. Lone Memorial Hospital 
3.1 Linden Ave. X.E., Atlanta 3 

Georrfa Baptist Hospital ♦'-*. 

SfO Bonlevard M.E.. Atlunta 12 

Grady Memorial Hospital +i-a-«-X23. 

c'J Butler St. S.E., Atlanta 3 


551 Capitol Ave. S.IV., Atlanta 

. Joseph’s Infirmary . 

C»ulvy St. K.E., Atlanta 3 

liversjty Hospital +®-X24.. 

rnlverslty PL. .Augusta 

Hlical Center ♦'-*. 

700 19th St.. Columbus 
aory University Hospital +®-®-X' 
Emory Cniver.«ity 


T‘3 Hemlock St., Macon 
Memorial Hospital of Chatham, County 
63rd St. and Waters Ave., Savannah 

ILLINOIS—Hospitals, 52; Internships, 782 
JlacXeal Memorial Hospital +i-» 

^49 S. Oak Park Avc., Berwyn 

at. Francis Hospital .. 

l^MS S. Gregory St.. Blue Island. 

•ticcncRn Hospital . 

s:>0 W. Irving Park Rd.,‘chiVago 13. 

•lugustana Hospital 

Dii'kPn? Ave., Chicaeo H. 

tmeovo ))e?Iej- Memorial Hospital +»'a-X26.., 
S''Perior St.. Chicago H 
Columhus Hospital +a_ 

1 r A- 

Cool: Coimt.v Hospital ■ > ' ■ . ' ' 

ISi'i )v. Harrison St 


•’■(>) X. Ashland Ave., Chicago 2C ' 
hnclevood Hospital +> 

C«n s. Green St., Chicago "!’. 

Evangelical Hospital a-a . 

-M 21 S. Morgan St., c'hie'a'go s”’" 


ij., L-l 

mfpitpi of St. Anthony de Padua ♦i-® 
Chicago 23 
^o^Pital ’♦•1-5-X29. 

Ihiam MChicago s’t 
S'. Hospital ♦i-a. 

T Ave.. Chicago I'l. 

•lackson Park Hospiral 

Ureifi Chi’cag'o’w” 

Hospital ♦'-s-x27... 

Lutheran ^ omc and Hospito 

Merev St.. C-hieago 22 



a: 

£ 

c >s- 

c 

c 

tc 

Cc-? - 

- 

tc 

C .e-v 



o 

».• 


IcT: 

l=i 

21 c 

S 

err 

eg 

III 


5 § s 

t£“*^ 

Number and Type 

Code 

O 



Cx 


«i-S 



of Internships Number 

XPCorp 

593 

20,851 

Req 

60 

12 

144 

SOOFII 

so Rotating General 

soon 

Church 

240 

8,110 

Req 

42 

12 

144 

225PM 

10 Rotating General 

251U 

Church 

SOO 

8,513 

Req 

5S 

12 

145 

300 

12 Rotating General 

97011 

County 

335 

S,4G4 

Req 

54 

12 

Xo 

125FM 

IS Rotating General 

10111 

NPCorp 

215 

10,159 

Req 

39 

12 

145 

275 

5 Rotating General 

10211 

Church 

325 

15,154 

Req 

46 

12 

No 

200FM 

IS Rotating General 

1C>311 

County 

S5D 

20,704 

Req 

4S 

12 

No 

50FM. 

CO Rotating General 

C Straight Medicine 

16411 

1W32 

NPCorp 

2.55 

94)24 

Req 

69 

12 

146 

130FJI 

IS Rotating General 

10511 

Church 

240 

7,200 

Req 

66 

12 

146 

leOFM 

S Rotatin? General 

IWll 

XPCorp 

390 

13.724 

Req 

46 

12 

No 

SOO 

T2 Rotating General 

10711 

Church 

ISO 

6.537 

Req 

33 

12 

No 

200FM 

3 Rotating General 

lOSll 

City 

379 

11,900 

Req 

29 

12 

147 

200PiI 

12 Rotating General 

911U 

City 

300 

14,071 

Req 

42 

12 

14S 

200FM 

22 Rotating General 

10911 

Church 

200 

7,790 

Req 

32 

12 

No 

20OPM 

4 Rotating General 

91411 

County 

150 

4,309 

Req 

34 

12 

No 

2r5PM 

6 Rotating General 

' £5011 

Church 

100 

4.C9G 

Req 

35 

12 

149 

200FM 

4 Rotating General 


XPCorp 

451 

21.750 

Req 

13 

12 

110 

275 

IS Rotating General 

mil 

Church 

475 

22.102 

Req 

49 

12 

No 

2S0FM 

20 Rotating General 

11211 

County 

670 

19,994 

Req 

52 

12 

No 

lOFM 

20 Rotating General 

• 11311 





16 Straight Medicine 

11332 









12 Straight Sorcery 

11333 









4 Straight Pediatrics 

11334 

XPCorp 

132 

G.424 

Xone 

50 

12 

110 

225PM 

10 Rotating General 

11411 

Church 

300 

13,316 

Req 

55 

12 

No 

255P.M 

12 Rotating General 

11511 

City 

421 

13.090 

Req 

32 

12 

No 

150PM 

24 Rotating General 

11611 

City 

226 

10,573 

Req 

40 

12 

No 

200FM 

22 Rotating General 

11811 

XPCorp 

309 

11,845 

Beq 

60 

12 

No 

165PM 

S Straight Medicine 

11932 







6 Straight Surgery 

11933 









2 Straight Pathology 

11930 

CvCo 

517 

15.165 

Req 

30 

12 

No 

200FM 

20 Rotating General 

12011 

Dlst 

299 


Req. 

62 

12 

No 

250FM 

10 Rotating General 

97111 

NPCorp 

275 

12,379 

Req 

30 

12 

No 

100-150FM 

12 Rotating General 

12111 

Church 

160 

6.765 

Req 

41 

12 

No 

175F2I 

6 Rotating General 

. 93211 

XPCorp 

152 

5,310 

Req 

45 

12 

No 

50FM 

5 Rotating General 

12311 

Church 

320 

94^32 

Req 

50 

12 

No 

ICOFM 

12 Rotating General 

12411 

Church 

5GS 

17,054 

None 

64 

12 

130 

50FM 

32 Rotating General 

16211 

Church 

350 

11,311 

.... 

53 

12 

151 

75FM 

20 Rotating General 

12011 

County 

34200 

72,356 

Req 

29 

12 

No 

70FM 

124 Rotating General 

12711 

2?PCorp 

2SS 

11,320 

Beq 

37 

12 

No 

lOOFM 

12 Rotating General 

12811 

XPCorp 

IW 

6,753 

Keq 

4S 

12 

No 

150F5I 

6 Rotating General 

12911 

Church 

195 

S4i2S 

Keq 

40 

12 

No 

loOFM 

7 Rotating General 

13011 

XPCorp 

200 

7,743 

Keq 

50 

12 

150 

200F3I 

9 Rotating General 

- 13211 

Church 

212 

7,S76 

Req 

SO 

12 

No 

200FM 

8 Rotating General 

13511 

NPCorp 

300 

7,866 

Req 

59 

12 

132 

1S9FM 

12 Rotating General 

13011 

NPCorp 

3G9 

12,307 

Req 

50 

12 

No 

75-lOOFM 

12 Rotating General 

137U 

Corp 

140 

4,403 ' 

None 

3S 

12 

No 

150FJI 

8 Rotating General 

13811 

Church 

150 

5,629 

Req 

51 

12 

152 

150FM 

8 Rotating General 

13911 

Church 

ISO 

6,622 

Req 

35 

12 

No 

lytFM 

5 Rotating General . 

noil 

Church 

350 

9,450 

Req 

4S 

12 

No 

200F31 

15 Rotating General 

14111 


^"S. Prairie Ave CwVago * 16 ***. '-nuren «eq 4* i:: 200 iM 15 Rotating General 14111 

*f<fical'’AsVociafil?n''®Jj‘* i'**'' (') In this listing do not partleipata in the National Intern Hatching Program, sponsored by the American 

Ahhrtviatinii. Hospital Association, the Association of American Medical Colleges, and other cooperating organizations 

ana other references will be found on pages 482 and 483. 










































4CG 


APPROVED INTERNSHIPS 


Oct, Sj( 


Niiiiic <il mill J.ornllon 

JLLINOIS-Contlmicd 

Miclincl Koovc Ildupltiil ♦’-•'-X25-2G. NPUorji 

”S!1) S. JvllK (’Iilciiro ](’> 


Moniit Sliiiil IloMtIfnI ♦'-•'-X25. NrCorii 

er.v) '\v. jr.th I'j,. riiiciico a . 

Konvonlmi-Aiiifrlfim Ito'-pltu! +>■“... KPCorp 

30H N. J’rmu'i'co Avi'., Ohiciipo 

I’n'siivnnt Mi'inurliil Ho>-iiltnl +>-*'-X2G..... M’Corp 

»« i;. Siipcrior St., ('WniKO 33 

Pro'<l' 5 't(’rlnii JiO'iiltiil ♦'-X20... ChiireJi 

ITAt \V. rtiniTro-'. I'kMy., t’lilvintti ta 

Provliii'iit IJo'-pltiil . M’Corii 

(t'li K. St.. Cliirm’o 1.'. 

IJtui'iiittooil llO'Siiltnl ..... M Con* 

I'.iil Wilson A\i’., ('lilfiiKO 10 , 

Hc'iirri'Ptlnii iln^iiUiit ''... I hnvcii 

74 ;i.'. W. Tnli'oll AVI-.. Clilrmro ai 
liO'i'liiiiil t'oiniminitv *. M Lorii 

45 W, mill St.. CliUiii-o 'J' 

.St. Ilrninril’s- Ho-iiltnl . 

|W!7 S. }Inrv(ir.| A\r.. fhli-mjo ‘Jl . 

St. r.U.-tiln-tli Ho^l'ltiil +•■'. Llmrdi 

H:tt X. tnoa-mont Avo. (’hlrnm* ’12. 

St. .losopli lIoM'lti'l +*-''-x27. Clmrili 

-.ins* .N. Hnrllnr St., t'lili-ntto 14 vvi-..m. 

St. t.uki'-i lloviilinl +*-».X23. MLori* 

It::-! .S'. Midik-iin Am'.. '"I'Io'WO •• 

St Mnrv ot Xtiyorotli IlO'tiltnl . vtiiirtli 

lI'Jo'N. I.onvitt St., t'liicm-'o •” vvi-on. 

South CUlcuuo ('otmmmity Hospltnl *-. MLorj 

•iCAi i:. rcinl St., ttlili-nro 17 vi>Mnrii 

South Slmn- HoM'ltiil -*'-='... M Corp 

S. I.iU’Iln Avr.. rhlciitro I. 

Swi-iiMi t’ovnimit HoM'ltnl .i. Clmrth 

.-.lir. S. t'nllfonilii AVI-.. Chlcm-o 'i- 
I'niM'T'itl ot Chknuo (■lltlll-^ ■>»-"-*-X28.. 

{Ui K. .'.'iili St., t'hlr.ii’n a7 
Unhcr-Itv <>} IllliioK 'I'l'’ c,,.,e 

KiliH-.-itiotitiJ Uo'pUnl-i +*-‘-X29. 

.s |0 S. Wonil St.. I.'hlrmro 12 Churvb 

up: X. KVilWi- Ato.. fhlomro 51 vpt’ort. 

Womlhivin Uo-plt.il .. 

i>»4> Drt-xol .\M*., < , Nl’Corp 

ni'i'atiir jttiil .Mncoii < outily llo'-pltnl . 

X. Kiltvitril .St.. IVfotur dlmrth 

St. Munr y llo'-pltnl ^ .V'“i'.. 

Jiv, >,|ii St.* !'»*•! -St. Loiij^- vpi’oro 

Mi-morio! Uospitol of Pu rnno Comity M ''^i 

lyi At on ltd.. 

IXan'-ton iro-.pIfiil . 

-AV.0 UiilKo Avc.. J.vmi-ton fimrch 

St. Vriitifi-t Ho-pltnl * .. 

Hliliri- AVI'., Kvnii'-ton 
littli' t’ompmiy of -Mnry Ho'-i'Uol • 

•L.t W V.th St., nvcwrc-n Vnrk 12 

t)iil;''rittk “‘"•^“'M.V’vVnk'i'Virk 
.'.’.'i Wl«i-(in-!n ,Avi’.. yok i O'k 

\Vi-*t .SiiPurhnn Iloi-pltnl ♦ .<•••••. 

.',ia X. Aii'-lln ■'iM.'.Mnnmiloi-' +’. Chiiri-h 

Mi-tlio.lld noM'Itnl of 

-221 X. Oli-Ii Onk Avr.. 3 covin . Church 

St. Frnnrli. Ho'ipltol 


1 

07 

-o 

c* 

m 

"S 

O -r; 

E'=" 

c-2d 

4^ 

o 

CJ 

«> 

SS W 

o 

toi 

r-’S 

0.0 
o g 

og-S? 

555 

tOtfi® 

*3 

ta 

d ^ 

■sss 

.2 cj d 


d 

o 

O 

o 

d... d 

3 S'd 
l-gPi*'. 

ti C 
Cx 

" & 
d c 
<Ai 

H p 0 

►qpxC 


Ssc 

Number anil Tiot 
of InternsMps 

xpcon* 

81) 

lo.aii 

Heq 

61 

12 

No 

100PM 

38 Rotating General • 









1 Straight lledifie ■ 

2 Straight Sareeq l'. 




. 



No 

50.100FM 

1 Straight Podiatriiv V 

XPCorp 

373 

12.«K) 

Rcq 

51 

12 

12 Rotating General i- _ 

XPCori) 

371 

0.524 

Rcq 

31 

12 

No 

200PJI 

G Rotating Gecete! ;c 

XPCorp 

203 

8,.592 

None 

71 

32 

350 

23PJI 

12 Rotating Gca»r«l 

Church 

433 

11,930 

Rcq 

71 

12 

No 

300PM 

2C Rotating General \- 

XPCorji 

203 

6,769 

Req 

.51 

12 

No 

17,5PM 

9 Rotating General t.c 
1 Straiglit Siitjtq 

XPCon* 

207 

S,‘2-27 

.... 

73 

12 

Xo 

lOOFM 

7 Rotating Gcccrsl i-- 

Cluucii 

1S8 

8,091 

Rcq 

01 

12 

No 

350FM 

9 Rotating General 

XPCorp 

101 

4,101 

Rcq 

33 

12 

Xo 

175FM 

.5 Rotating General ;, 

I'liurch 

IMl 

n.lTO 

Xonc 

32 

12 

No 

330-200FM 

5 Rotating General ir 

Cliurcli 

273 

10,169 

Xoiic 

32 

12 

No 

200FM 

10 Rotating General l 

Clmrcii 

197 

6,500 

Rcq 

55 

12 

Xo 

OOOFM 

8 Rotating General 1 

XPCorp 

.5*27 

14,000 

Rcq 

73 

12 

Xo 

lOOFM 

32 Rotating General I 

Ciuircit 

•203 

8,614 

Rcq 

30 

12 

Xo 

200PM 

30 Rotating General 1 

XPCorii 

i50 

10;21.5 

Heq 

3) 

32 

Xo 

150FM 

8 Rotating General : 

XPCorp 

17i5 

6.762 

Rcq 

30 

32 

Xo 

350FM 

7 Rotating Gcnerai 

Cliurcli 

■225 

6,501 

Rcq 

3) 

12 

No 

330FM 

8 Rotating General 


io,rg;‘» 

Rcq 


1*7 

No 

1.50PM 

30 Rotating General 

, XPCori* 

03t 

ij 

J m 

3 Straight Peiliatric- 


XPCorii 


Church 

Chutcli 

XrCort* 


.A-.o' x.’c/t-n Oak Xl’Corl* 

. Church 

. xrcon* 


C12 

172 

i:io 

aw 

320 

Iftl 

a2.> 

X>'l 

407 

■242 

32‘l 

347 

610 

2.37 

210 

200 


ll,3-2:> 

7.207 
5,025 
11,715 
11,173 
10,448 
ll,3t« 

I. '.,0S1 

10,725 

8,743 

12,295 

13.207 
1!>,163 

II, 521 
9,073 
9,170 


Rcq 

Rcq 

Ucq 

Kcq 

Rcq 


54 

SO 

C'l 

39 


12 

12 

12 

12 

12 

12 


Xo 

Xo 

Xo 

Xo 

Xo 

Xo 


Church 

Church 


ItiK-kfonl Mciiioriitl lUmiiltal ... 

Kockton .\vc... Ilockfont 

St. Alifhoiiy UO'I’I*”’ „ i.i'rU’ . 

1401 r.. Stnto St., llockloril 

Sucili'h-Aincririiii llo-pitnl ... 

13 !i; Chlirl'-s St., Rockford 

INDIANA-Hojpltals. 17; Internships. 202 

St. Cathcrluo . 

* I'lr St.» C hfpn^o ^ ^ 

. 

CXI .Mary SC. . Church 

^'-^l;ii^'w.KtonAt^:KV«n;Viiic^ . 

. Chutch 

. 

rio \V’l!crrrsc."rort Wayne 2 . Church 

.« 

.. 

St. .5Iarsarct 'Hmnuiond Comity 

= ^Jv'MSu'entcr t*-*-X30. 

1100 kv">!!ch!k«ojj'■' '. Ohurch 

. 

Ki. viucimVa p|;"^\y.;']ndhinopolls 7 church 

Hospitals Am«^ 


sia 

'27t> 

354 

•250 

212 

•271 

•242 

252 

350 

069 

.WJ 

OtMi 

300 

235 

254 


13,344 

12.404 

8,939 

8 , •295 
9,743 

9, <!-25 
12,i5"20 
31.410 
34..5.35 
12,-202 
11,617 

N 

27,2.5li 

1-2,720 

30,649 

11,640 


Rcq 

76 

12 

Xo 

Rcq 

62 

12 

Xo 

Rcq 

.3(1 

12 

Xo 

Rcq 

44 

12 

Xo 

Req 

.51 

12 

Xo 

Rcq 

49 

12 

Xo 

Rcq ■ 

53 

12 

Xo 

Rcq 

6S 

12 

Xo 

.... 

14 

32 

Xo 

Rcq 

6.3 

32 

Xo 


47 

12 

Xo 

Rcq 

29 

12 

Xo 

Req 

43 

12 

Xo 

Req 

88 

12 

Xo 

Rcq 

84 

12 

No 

Req 

33 

12 

No 

Req 

« 

12 

Xo 

Rcq 

17 

12 

Xo 

Xonc 

SO 

12 

Xo 

Rcq 

. 

12 

Xo 

Xonc 

09 

12 

153 

Req 

43 

12 

XO 

Req 

41 

12 

Xo 

Rcq 

29 

12 

Xo 

Req 

43 

12 

Xo 


50FJI 

100PM 

lOOPM 

•225FM 

150FM 

•200FM 

“00 


SO Rotating General 
7 Rotating General 
0 Rotating General 
S Rotating General 
32 Rotating General 
9 Rotating General 
35 Rotating General 


n' 


350FM 

l-> Rotating General 

I-’I 

1.50FM 

24 Rotating General 

r:: 

3.KIFM 

10 Rotating General 

i:v 

200FM 

12 Rotating Genera! 

ir 

325PM . 

If. Rotating General 

i:.'” 

“OOFM 

18 Rotating General 

iv 

li50FM 

8 Rotating General 

i*r 

150F.y 

0 Rotating General 

iTM 

1,->0FM 

(1 Rotating Gcnru.l 

r,' 

200FM 

7 Rotating General 

I'lU 

SPOP.M 

4 Rotating Genera! 

ivj 

Vli 

250FM 

8 Rotating General 

K’- 

“OOFM 

0 Rotating General 

200-250? M 

8 Rotating General 

C*3'1 

200.250FM 

U Rotating General 
in irofutlng Genera! 



«5FM 

“OOFM 

SOOPM 

150PM 

115PM 

215PM 

210PJ1 

“OOFM 

250PM 


S Rotating General 
32 Rotating 
42 Rotating Genenii 

isSlia 


20 Rotating 


34 Rotntin: 

4 Rotating 

5 Rotating 


a General 


Genersi 

General 


















































ol. 165, No. O 


APPROVED INTERNSHIPS 


467 


Name 


of Hospitnl anti Location 


IMDIANA-Contlnued 

''cir.orist Hospital . 

' cm N*. Main St.. South Bend 1 

Joseph’s Hospital . 

trti’x. >’otre Dame Avc.. South HemI 22 

^ lOWA-Hospitals, 9; Internships. M 

erev Hospital . . . 

cth Ave. S.E., Cedar Rapuls 

‘t Luke's Methodist Hospital . 

I l(rM A Are., N.E.. Cedar Rapids 

'ercy Hospital ^•^X47... 

4:’0 K. Wasblnpton Ave., Council Bluffs 

• Toadlaa-ns. Polk County Hospital . 

; iSth and Hickman Rd., Bes Moines 14 

iTra Lutheran Hospital . 

71/5 ParoeU Are., Des Moines 36 
)TS Methodist Hospital . 

- li!00 Pleasant St, De? Moines 14 

Cetcy Hospital .. 

- 4tb and Ascension Sts., Des Alolnes 14 

. iercr Hospital ... 

•' 211 X. Van Bnren St, Iowa City 
tateCnlrei^ity of Iowa Hospitals ♦'-»-*«X3(.. 
.Vewton Rd., Iowa City 

■ KANSAS—Hospitals, 6; Internships, 95 

‘ ethany Hospital ... 

01X. 12th St., Kansas City 7 

. t. .Marparet’s Hospital ♦. 

Sth St. and Vermont Ave., Kansas City S • 
'nirersity of Kansas Medical Center 
33th and Rainbow Bkd., Kansas City 3 


92S X. Emporia Ave., IVichita 5 

•'Vesley Hospital +1-3.:. 

5^) X. Hillside Ave., AVieWta C 

: iVichi(8-St. Joseph Hospital . 

won Grand Are., Wichita 17 

KENTUCKY—Hospitals, 9j Internships, 106 

• •jf. Elizabeth Hospital +*•*. 

^ 21st and Eastern Are., Covington 

■"3ood Samaritan Hospital .. 

310 S. Limestone St., Lexington 

• -jt. Joseph Hospital **-«..... 

, WIW. 2Dd St., Lexington 

' KfntackT Baptist Hospital *. 

SIO Barret Ave., Louisville 4 

'’ LotilffWe General Hospital . 

•: 523 E. Chestnut St., Louisville 2 

; -Norton Memorial Infirmary +^-*. 

231 \V. Oak St., Louisville 3 

: :St. .tnthony Ho.'pital +1-*. 

131.^ St. Anthony PL, LouisviUe*4. 

irSt. Joseph Infirmary +'“3. 

■JXi Eastern Pk-wy., LouisviUe 17 

'' ‘ Elizabeth Hospital ». 

1367 S. 12th St., Louisville 10 

LOUISIANA—Hospitals, 9; Internships, 236 

of Louisia'na +i-*-<-X34-35.... 
Ji>3i Tulane Ave., Xew Orleans 12 

i' Hotel Lieu +s-a. 

'Dilunc Ave., Xew Orleans io 
: • Mercy Hospital ». 

, • pi-ivy!,'Xew Orleans'iii 

fonndatlon Hosnital +r-». 

' 1. ’ Hwy., Xew Orleans'21 

Baptist Hospital . 

Are., Xew Orleans 15 
louro Inflrmary +r-“-X35 - 

' iw'? St., Xew"6rt'e'in's'i'5'. 

lonWerate Memorial Medical Center . 

■■ T S'Shway. Shreveport 

^ Sanllarinm '.. . 

■ T V e B''''B'»na Ave., Shreveport V 

Sanitaritira ». 

Margaret Pl, Shreveport 15 

NAINE-Hospltals. 4; Internships, Z9 

. 

i Hospital +»->. 

V, ,, -,St., I,ewiston 

Ho.spital ■-«. 

®^nttu,c St., Lewiston 
> Medical Center +r->.. 

,, ^jJ^ ramhall St,, Portland 4. 


Association r'*" »s‘'elsk (-) In this Ilstlno do not partlclpafe In the 
Abhrevlatinnt .in"*.!?''’*' ‘®'’ Hospital Association, the Association of American 
vianons and other references will be found on pages 4K and 4!3. 
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6=2 


fi 

111 
= c.c 

s S 
^ C 

S c'i- 
4. a 
tc — c 

Number and Type 

Code 

- 



Ox 


:z£:c 


SXw 

of Internships Number 

XPCorp 


9,927 

Beq 

47 

12 

Xo 

250FM 

T Rotating General 

19311 

Church 

175 

7,709 

Beq 

40 

12 

1.74 

2 . 7 OFM 

S Rotating General 

19411 

Church 

222 

8,094 

Rpq 

45 

- 12 

Xo 

20ftFM 

6 Rotating General 

l‘*TH 

Church 

30»J 

12,880 

Req 

51 

12 

Xo' 

iV>FM 

10 Rotating General 

19711 

Church 

IS? 

fi,524 

Req 

30 

12 

Xo 

. 200FM 

4 Rotating General 

i9>n 

County 

237 

4,540 

Req 

57 

12 

Xo 

150F5I 

.1-3 Rotating General 

lOfUl 

Church 

200 

8,220 

Req 

35 

12 

Xo 

175FM 

8 Rotating Genera! 

2ocai 

Church 

39fi 

36.244 

Beq 

62 

12 

Xo 

17.7F.M 

10 Rotating General 

2<MH 

Church 

200 

10,427 

Req 

39 

12 

155 

175FM 

10 Rotating General 

20211 

Church 

190 

6,043 

.... 

35 

12 

Xo 

1.70FM 

4 Rotating General 

86111 

State 

900 

21.045 

Beq 

7*’ 

12 

Xo 

125FM 

2n,Rotating General 


Church 

i:,a 

7.005 

None 

42 

12 

Xo 

150FM 

S Rotating General 

2a7H 

Church 

215 

5,534 

.... 

45 

12 

Xo 

225FM 

0 Rotating General 

20713 

State 

54G 

14,607 


72 

12 

Xo 

40PM 

12 Rotating Genera! 

20511 

Church 

505 

20,735 


34 

32 

Xo 

2i7FM 

. 1 Straight Medicine 

1 Stroight Surgery 

3 Straight Pediatric? 

1 Straight Pathology 
5 Mixed 

(Med.-Surg.'Ped.l 

J Mixed (Path.*Me<I.) 

1 31jxed (Path.'Siirg.) 
24 Rotating General 

20532 
205.33 
20?34 
' 2o<.3f5 

2<«5*»3 

20S27 

205.Vt 

20711 

Church 

37.1 

15,723 

Beq 

33 

12 

].V> 

220 FM 

hi Rotating General 

2301] 

Church 

’375 

14.2.75 

Req 

42 

12 

1.77 

200FM 

16 Rotating General 

21111 

Chtirch 

Si'A 

12.*i51 

Beq 

34 

' 12 

Xo 

200F5I ■ 

'12 Rotating General , 

21211 

Church 

307 

9,472 

Beq 

32 

12 

Xo 

hVlFM 

12 Rotating General 

,21411 

Church 

2*3 

S.9G0 

Beq 

.34 

12 

No 

200FM 

8 Rotating General 

21.711 

Church 

345 

15,402 

Beq 

20 

12 

l.'vS 

200FM 

. 10 Rotating General 

• 21611 

CyCo 

3SG 

10,021 

Beq 

51 

1-2 

1.79 

TOFM 

22 Rotating General 

2inT 

XPCorp 

291 

11,739 


46 

1*2 

im 

2WFM 

4 Straight iledicine 

8 Straight Pefliatrir? 

• 0 Rotating General 

217:42 

21734 

21811 

Church 

210 

10,723 

Req 

.32 

1-2 

161 

200FM 

5 Rotating General 

21911 

Church 

43ti 

19.999 

Req 

.36 

12 

Xo 

200FM 

15 Rotating General 

22011 

Church 

17.7 

9,007 

Req 

.33 

12 


200F.M 

4 Rotating' General 

22111 

State 

2,S74 

01,807 

Req 

0.7 

12 

Xo 

75FM 

131) Rotating General 

22411 

Church 

292 

13311 

Req 


12 

Xo 

150FM 

12 Rotating General 

22511 

Church 

191 

10,4 IS 

Req 

42 

12 

Xo 

n5F3I 

9 Rotating General 

22611 

XPCorp 

244 

7,424 

.... 

S3 

1-2 

Xo 

125FM 

4 Straight Medicine 

f*ryS2 

Church 

419 

20,481 

Beq 

.71 

12 

Xo 

175 

20 Rotating General 

22511 

XPCorp 

4.77 

21,313 

Beq 

.77 

12 

Xo 

lOOFM 

20 Rotating General 

22911 

State 

1,000 

22.573 

Req 

40 

12 

Xo 

lOOFM 

06 Rotating General 

23211 

Corp 

130 

5377 

Req 

71 

12 

162 

225FM 

3 Rotating General 

23/)ll 

Church 

107 

G,SCS 

None 

31 

1-2 

Xo 

250 

*2 Rot. (Surg. Major) 

2.3113 

XPCorp 

297 

9,509 

Req 

47 

12 

Xo 

7.7F3I 

8 Rotating General - 

23:411 

XPCorp 

220 

7,413 

Beq 

51 

12 

Xo 

19jF3r 

6 Rotating General 


Church 

150 

4,021 

Req 

29 

12 

Xo 

12.7FM 

3 Rotating General 

2 :v.ii 

XPCorp 

400 

10,1^ 

Req 

43 

12 

Xo 

lOOFM 

12 Rotating General 

23611 


AaHonal fnfem Matching Program, sponsored by the American 
medical Colleges, and other cooperating organirations. 







































4GS 




•''’'""p of Hospli,,! 



maryland-h . 

. 

iwiltiinoro LM . 


CUy 


. 

.. 

•Jf'Miltiil for U-oiorn'+il'"’'’'""'''' ‘~:i . ^'PCorp 


■'"'i *'■’' 

” <-'-l«nv. H„i,i,„oro^ ®. *VI>- 


J'l’Corp 
'Corp 


1,150 


108 

1£3 

17i5 

151 

087 


12,0(0 


<,S5( 
5,83 ( 
5,700 
0,900 
23.010 


a 

Cr 

C? 

&£ 

•M 



N c 

ec-w 

0 

fl 60 

'D 



5 «£ 


SC 

oS 


tct«a 

000 

C) ^ w 

mrC 

.s.§ 

B £r 

Req 

00 

12 

163 


f^xZ 


Req 

Rcq 

Rcq 

Req 

Rcq 


37 

03 

5S 

Cj 

r,s 


12 

12 

12 

12 

12 


I.lltOer,,,, Hospi,„, 

r"S 3 :vsHlrr^f^sv. 

Merry Uo.pK,,,' St,. Unlii,;;,;;;-;;; 

l’rovi,|,.pt'^l/,\''y,j'yjjJ'^ ii;,it'/,. Clmrch 

Hospitni’Vi..? 11 ■■■ -^ll^f’rp 

St. . t-h,.rcl. 

Slniil I'l'Ifiiiiorr’i't. Cfiiirr}? 

"• . xpcorp 


No 

lot 

104 
No 

105 


50FJI 


223F.M 

I75F.M 

200Fil 

200FM 

25F.M 


ftilvor-lty . 

.''-«>'?kiii„;Ar;-i. «'<•«' 

StiRiirliiiii Hd'lilliiJ ♦i-a 

. 

RpvrrJy '"lernsfilps, 365 

. 

MS HiirtNon .\yp.. ti,w.,.,. **35-19-11). t'Ry 


lot 

300 

300 

137 

217 

2.14) 

312 

18t 
312 
tJ)t 


i ,,k,] 

~A20 

11,421 

1,378 

8,304 

8,(iv> 

12,705 


0,418 
10,,*,,55 
14,707 


Req 

Rcq 

Req 

Rcq 

Rcq 

Rpi) 

Req 


Rcq 

Rcq 


39 

01 

48 

39 

53 

49 


12 

12 

12 

12 

12 

12 


104 

No 

No 

No 

104 

104 


200F5I 

200F.\I 

225PM 

175FM 

250PM 

200F.M 


200 

2.35 

208 


0,087 

11.524 

10,800 


Req 

Rcq 

Req 


5.0 

12 

Xo 

I00F.M 

32 

12 

Xo 

140PAI' 

44 

12 

Xo 

200PM 

54 

12 

Xo 

50PM 

.50 

12 

ICC 

100PM 

SO 

12 

Xo 

150PA1 

25 

12 

Xo 

200FM 


Number and 

“f '"CbSr' ,cj 

2 Jlixed (Pm V a } ir 

f KotatiDj; Genj I 

SI!"*"*’ 

' llolatinc General jV 

12 Rotating General 

15 Rotating General 

9 Rotating General .j 

9 Rotating Genera! 

8 Rotating General 

^0 Otneral 

o 1,5®!^?, llrdiflna ; 

f Surgery ; 

1 Straight Pedialflts 
S Rotating General • 

10 Rotating General «■ 

10 Rotating General 
u S raight Medlelne ^ 

- Straight Surgery jx 

3 Straight Pediatries V 

4 Allied (Surg,-0b.. 

o „ ®r“-) Si 

3 Rotating General 

14 Rotating General 71 , 

10 Rotating Genera) K"” 


si8n«rHM;n:v^;: ; 


t itr/iey Hdsiiltnl ♦ 

•Mfrf, T",—»... . *.. 


ISO 

324 

1.570 


0.040 - Itcf, 

11,810 }{pq 

lV‘,'ir'l'?{- -Mu'i'uulTufu 

;'Sf! giSi&u,. 


04 


.■r( 


12 

12 

12 


No 

107 

No 


lOOFM 

42FM 

92FM 


t’lilldrrn 


2i«nidrci,c,(cr n;,;',;;-'51 ■ 


1 

III 

V 


('liiiroli 


. 1, ‘ t> 0 ‘'tdn‘>1 . > nimii 

-Mcillriil Ccritnr ♦>-a-iX 30 

5 t,>.- 'Aw., fios-toii 45 . NRC’orp 

. NPCorp 

. 

. NPCorp 

Ncir RiiGlnn(( Ho.m./t,,! +3 - ^o.-.toti 11 

raUSiRa.jS'.'ieiia'" ■ . 

lirorirton llo.spitiil >-a ' 

.‘‘'"''/•crKrcSt.. Hroohtonii. 

Ciiiiilirldgo City Ho.‘i(dtiil +'-a.x40 

149.3 (inmt,ridge St.. Oiimbridge Vi. ^*^1’ 

AJoiint Ai/ioirri no.-idtnl +"-al.x 39 

.1,30 Mount Aulmrn St„ CninliridgV ns. NPOorp 

'I'nicsdiilc llo.ipttiil +i-a ^“'""nage 38 

1820 lligliliind Are., Fi'i'll Rh-cr. 

Union Jio.'.iiltnl r-a.... ‘"‘'ur 

II I®*'! S(., FiIlYRlVer. 

Jlolyoltc no.eptfnl r-a-<., 

575 llcedi St., Holyoke’.. 

Hinvmice General Hospital +4-“.. 

T ^ R'lwrcnce . .— 

HoiveJ) General Hospital +4-a.. _ 

295 A'anuim Avc., Lowell ... NPOorp 


SiirKlciiI Tiift.s 
Surgical Hoslon Unj,- 
Surgical Hiirviird 

Ltniy. 

-91 9,534 rtpq 


S'I 
E'r 


414 

9J7 


8,231 

21,789 


Rcq 

Req 


38 

SO 

02 


12 

12 

12 


NPCorp 

nil! 

0,907 

Rcq 

58 

12 

• • NPCori) 

208 

0,2,30 

Req 

or 

1*> 

• • NPUorp 

1.50 

4,104 

Rcq 

S3 

12 

• • NPCorp 

\ 

280 

0,130 

Req 

73 

12 

• C'lmrcli 

400 

12,989 

Req 

49 

12 

. NPCorp 

191 

T,2S7 

Rcq 

40 

12 

. City 

240 

0,447 

Req 

52 

12 

. NPOorp 

248 

7,790 

Rcq 

56 

12 

NPCorp 

152 

4,402 

Rcq 

5*7 

12 

NPCorp 

1S4 

6,027 

Req 

29 

12 

NPOorp 

194 

0,205 

Rcq 

41 

12 

NPCorp 

188 

. 7,010 

Req 

02 

12 

NPOorp 

210 

0,410 

Req 

41 

12 


ICS 

109 

170 

No 


125PM 

Fil 

25PM 

75PM 


171 

172 

173 
No 
No 
No 

174 

175 


83PM 

50PM 

23PM 

IlOFM 

250PM 

I40PM 

100PM 

lOOFM 


No m-loOFM 
No 100PM 

No 100PM 

No lOO-laOPM 


0 Rotating General 

10 Straight Medicine 
0 Straight Surgery 

10 Straight Medicine 
10 Straight Medicine 
10 Straight Medicine 
8 Straight Surgery 
8 Straight Surgery 
0 Straight Surgery 

4 Straight Pediatrics ■, 

5 Straight Patbolegy r? 

12 Rotating General 

5 Straight Pediatries i,', 
2 Straight Patholnyy S">' 
12 Straight Medicine S"'.' 
8 Straight Surgery 212 
7 Straight Pediatrics S:’4 
2 Straight Patholn 0 ?5'' 
10 Straight Medicine 2'~ 

0 Straight Surgery 1-- 
1 Straight Pathology 
10 Straight Medlelae 13. 

8 Straight Surgery Ty 

4 Rotating General I',"! 

- IS Straight Medicine 755 

0 Straight Surgery 
14 Rotutiug General i' ‘ 

4 Rotating' General 7 • 

12 Rotating General 7’- 

0 Rotating Genera! 7 ■• 

8 Rotating General Fl 

6 Rotating'General •'’* 

2 Rotating General ■ 

2 Allied (Aled.-Surg.) w; 

4 Rotating Genera! -‘■ 


___ 295 Vanrum Avc., Lowell . 210 0,410 Heq « ye No lOO-laOPM 2 Rotating Genera! 

A«od^ "^*''’"'9 

ntlons and other references will be found on pane* 4K and 4K American Medical Colleges, and other cooperating organliatlont. 
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469 




165, No. 5 


« V- 


Xaine 


oI Hospital ana Location 


I , MikSSAGHUSETTS-Contlnued 

John’s Hospital .. 

St., Lowell 

' Joseph’s Hospital *... 

' <30 ilerriinaclw St., Lowell 
'in Hospital ♦'“*. 

- oii Boston St., Lynn 

) ' Luke’s Hospital . 

- K'l PaceSt..>cw Bedford 

. wtoa-Wellesley Hospital . 

‘ lyiil Washington St., Newton Lower Halls C2 

' Luke’s Hospital . 

‘ - $75 East St., PittsfleM 

Incy City Hospital . 

‘ : 111 Whitwell St., Quincy CO 

l?ra Hospital +*. 

SI Hiphland Ave., Salem 

.'-•rcT Hospital . 

C Carew St,. Springfield 4 
!--ri 2 cfleld Hospital . 

• 739 Chestnut St.. Springfield 7 

' esson Memorial Hospital . 

- HO High St.. Springfield 3 
' altham Hospltar’'^x40. 

♦ Hope .Ave., Wolthani 

imorial Hospital ♦i-a**. 

119 Belmont St.. Worcester 5 

■ Vincent Hospital . 

23 Winthrop St., Worcester 10 

orcester City Hospital ♦'-a-*.,. 

71 Jacques Ave., Worcester 9 

MICHIGAN—Hospitals, 3B: Internships, 63& 

‘. Joseph Mercy Hospital +'-®-x4l.T.. 

5 . S-MN. Ingalls St., Ann Arbor 

".diversity Hospital . 

' 1313 E, Ann St., Ann Arbor 


t'ontrol 

t 

o — 

* £ 

^ c73 
SSS 
T,C< 

c 

tr ® 

— 

Cx 

te 

>»? 

C.C 

O g 

jz gS 

M tc 5 
c o ® 

t, 

— a 

H f 

u 

5 g'H 

ST.-W 

Number and Type Code 

of Internships Number 

Church 

1S3 

7,025 

Rcq 

41 

. 12 

Xo 

lOOFM 

4 Rotating General 

27611 

Church 

190 

7,232 

Rea 

30 

12 

Xo 

125FM 

4 Rotating General 

27711 

XPCorp 

oq--* 

9.890 

Rcq 

59 

12 

Xo 

lOOFM 

10 Rotating General 

t7sn 

XPCorp 

33S 

n,cs7 

Req 


12 

Xo 

150FM 

10 Rotating General 

*27911 

XPCorp 

23.3 

7.81S 

Roq 

51 

12 

Xo 

1G5FM 

0 Rotating General 

2son 

Church 

l.-)0 

4,914 

Req 

40 

12 

Xo 

150FM 

3 Rotating General 

2S21I 

City 

2.V3 

9,919 

Req 

4? 

12 

Xo 

137FM 

12 Rotating General 

*28311 

NPCorji 

243 

7.9SC 

Req 

35 

12 

Xo 

200*250FM 

i; Rotating General 

2&111 

Church 

340 

12.209 

Req 

29 

12 

Xo 

200F5[ 

G Rotating General 

2S511 

XPCorp 

302 

10,727 

Req 

52 

12 

170 

75FM 

8 Rotating General 

28011 

XPCorp 

173 

G,SS7 

Xone 

39 

12 

170 

lOOFM 

4 Rotating General 

28711 

XPCorp 

147 

5.042 

Req 

47 

12 

Xo 

200FM 

4 Rotating General 

2SS11 

XPCorp 

2!>0 

9,‘r»S 

Req 

C3 

12 

Xo 

1PO-140F-M 

S Rotating (General 

28911 

Church 

:>.-»7 

1432 

Req 

40 

12 

Xo 

150FM 

10 Rotating General 

•29011 

City 

440 

10,8fO 

Req 

4G 

12 

Xo 

115F-M 

IS Rotating General 

29111 

Cluircli 

441 

12.425 

Req 

50 

12 

Xo 

230FM 

14 Rotating (rcneral 

29211 

State 

1.0.31 

20.57S 

.... 

77 

12 

177 

125 

3 Rot. (Anes. Major) 

2 Rot. (Derm. Major) 

29377 

2937.'r 


eila Y. Post Montgomery Hospital . 

•*: 9 Emmett St.. Hattie Creek 

ferry Hospital . 

_9X> Agapd St., Benton Harbor 

'akwood Hospital ♦*. 

ISlOl Oalnvood Blvd., Dearborn 8 

*etrolt Memorial Hospital ♦'-*. 

1120 St. Antoine St., Detroit 2C 

.vangclical Deaconess Hospital _ 

3215 E. Jefferson Ave., Detroit 7 

• -trace Hospital ♦i-»-x42. 

41® John R. St.. Detroit 1 . 

larper Hospital . 

SJ25 Bmsh St., Detroit 1 . 

Imry Ford Hospital +1-3. 

■% 2TtO W. Grand Blvd., Detroit 2 
•^aount Cannel Mercy Hospital , 

■*> Dr.. Detroit 3.3 

-.^rovldencc Hospital . 

23fO W. Grand Blvd.. Detroit 8 

,-,icceiTmg Hospital +^X 42 . 

ISX St. Antoine St.. Detroit . 

John Hospital . 

' ~10l Moross Rd., Detroit sb 

>t. Joseph Mercy Hospital . 

■' Gf**nd Blvd., Detroit 11 

_ "•inal Hospital . 

-• n Dr.’, pVtVo'iVki. 

.Aloman s Hospital ♦'-». 

'iv.lMf.- Avc.VDetroit 1 . 

''Soi^c Inflnnary+t-> 

'Hurley Hospital 

■; T-'' Bwolc st’-i riint 2 . 

' mi's Hospital +> 

■ ><1 3 . 

- ". 1 . Joseph Hospital 

. 

i RipVdsc- 

. 

- SarimyV (V'nera) Hospital +>. 

''oiess^HolpitalM-s^*'’'’'’''’'’'* ^ 

■■ 1321 fJnll 0/4 


.1 ’'“'atnazoo k" 

trogoa Methodist Hospital +K.. 
i'- ?'■. Kalaoiazoo S 


12 Rot. (Gen. Prac. Maj.) 293S1 
S Rot. (Med. Major) 2931*2 

2 Rot. (Neuro. Major) 29374 

3 Rot. (Ob'Gyn. Major) 293ir» 
1 Rot. (Ophth. Major) 29379 

1 Rot. (OtoL Major) 2937? 

2 Rot. (Path. Major) 

3 Rot. (Ped. Major) 

2 Rot. (Phys. 3Ied. A* 

Rehab. Major) 

14 Rot. (Sure. Major) 


293?d 

29314 


293Sn 

20313 


. . 

f" asterisk (*) In this listing.do not participate in the 
4hbrtYUtlon5°anrt^rt**»,^"^*‘^/*” Hospital Association, the Association of American 
axions and other references will be found on pages 482 and 483. 


Church 

1S7 

S.IKM 

Req 

3C 

12 

Xo 

2y>FM 

5 Rotating General 

29411 

XPCorp 

1«1 

G.321 

Req 

51 

12 

Xo 

•225F.M 

6 Rotntfng (reneml 

96011 

XPCorp 

*232 

12.*22(i 

Req 

56 

12 

17$ 

200FM 

10 Rotating General 

94G11 

XPCorp 

322 

10,710 

Req 

47 

22 

179 

■250FM 

12 Rotating General 

29611 

Church 

1S5 

7,934 

Req 

44 

12 

ISO 

•242PM 

5 Rotating General 

29711 

XPCorp 

741 

2S,77S 

Rc'i 

45 

12 

179 

250FM 

*24 Rotating General 

29511 

XPCon* 

«10 

23.329 

Req 

47 

12 

179 

200 

.•V. Rotating General 

.29911 

XPCorp 

806 

•24 .*291 


70 

32 

Xo 

200 

44 Rotating Genera! 

30011 

Church 

.VXI 

24.221 

Req 

49 

12 

Xo 

2.ytFM 

24 Rotating General 

30211 

Church 

4(>0 

14,341 

Reel 

52 

12 

181 

25nPM 

12 Rotating General 

3a3ii 

City 

70f.» 

22,GT0 

Req 

5S 

12 

1S2 

•240PM 

W Rotating General 

'2J1511 

XPCorp 

■272 

12.*20G 

Req 

5S 

12 

, Xo 

2iiF.M 

12 Rotating General 

91511 

Church 

22.5 

9.315 

Rc<i 

49 

12 

183 

2l'»5F5I 

7 Rotating General 

30411 

XPConx 

■230 

9,.549 

Req 

57 

12 

179 

•2-A5PM 

15 Rotating General 

92611 

XPCorp 

384 

12,.3CS 

Rc*i 

46 

12 

179 

4.50 

15 Rotating General 

30511 

County 

3,454 

8.702 

Req 

32 

12 

154 

251 F.M 

36 Rotating General 

su(;n 

City 

COO 

22,775 

Xone 

61 

12 

Xo 

250P31 

35 Rotating General 

30711 

XPCorp 

2.Vi 

11,396 

Rtei 

.59 

12 

Xo 

250PM 

12 Rotating General 

sc/;n 

Church 

300 

15,410 

Req 

.58 

12 

1S5 

27oPM 

14 Rotating General 

.30811 

X’PCon* 

318 

12.271: 

Req 

68 

12 

IS^J 

2i5FM 

16 Rotating General 

3r»0n 

XPCori' 

419 

1G,C09 

Req 

54 

1*2 

Xo 

275PM 

16 Rotating General 

.•non 

Church 

.341 

i5jsq 

Req 

48 

1*2 

Xo 

225FM 

14 Rotating General 

3U11 

Church 

157 

7.02t> 

Req 

47 

12 

187 

3I5FM 

6 Rotating General 

90f;li 

City 

331 

11.000 

Req 

58 

12 

183 

275FM 

14 Rotating General 

31211 

XPCorp 

2u7 

o.iai 

.... 

42 

1*2 

Xo 

2.50FM 

6 Rotating General 

31311 

Church 

*2:><* 

9,*286 

Reel 

5«! 

12 

Xo 

240P.5I 

G Rotating General 

.31411 

XPCon* 

*296 

14.533 

Req 

.58 

12 

1S8 

350 

16 Rotating General 

31511 

Church 

275 

12.415 

Req 

62 

12 

Xo 

300F5I 

12 Rotating General 

31 (HI 


NaHonal Intern Matching Program, sponsored by the American 
medical colleges, and other cooperating organizations. 
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AITROVED INTERNSHIPS 


J-A.M.A., Oct! 



U 

OJ 

•O 

cj 

0 *- 
1-2 ^ 

S d*5 

s 

a?. 

111 

til 

i-jPdC 

■W O 

U 

C /-V 

H 

j: <y n 

tfSXC 



Slime of Ho..i>ltnl iviul Loeiilioii 

C 

p 

5 s;*r 

Cw 

P CJ 

SS to 

■r c 
<:c 

Number ane Tyne 
of InternsMgs 

MlCHfGAH-ConUnucil 











.Mliiliiml Uoaplliil ... 

SPCorp 

161) 

7.220 

Ren 

r,o 

12 

Xo 

250F.M 

6 Rotating GtEcra! 


l(Ki5 Oreliiiril Dr., Miilinml 




Ren 


12 

189 

SOOPil 



routine (loiieriil Ho..pltiil . 

I'lty 

198 

12,821 

51 

13 Rotating Gcs'rjl 

r? 

461 IV. Huron St., Pontine 18 




Ren 


12 

Ko 

250F,M 

12 Rotating Genera! 


Church 

.310 

1.5,163 

IG 


!ii¥t WooiltMinl .\te.. Pontine 19 

Willinui Remiumtil Hosiillnl +'-a... 

SPCorp 

'jns 

11,753 

Ren 

m 

12 

279 

250P.M 

12 Rotating General 

4 Ju 

c^ 

:n;ni tv 1.3 .Mile IM., Roynl Oiik 

Sneitmu tioiiernl Ho-|iltnl ♦'-a. 

.SPCorp 

•228 

9,81.3 

Ren 

r.> 

12 

100 

297 

0 Rotating General 

T: 

1117 S. lliirrl-oii St., Sngltiini 

Clmrch 

212 

7.222 

jfen 

66 

12 

Xo 

2.50F.M 

8 Rotating General 


TU'i Cooix'r St.. Siigltintv 

St. .M try'*. Hovpltiil ♦. 

Cliiirclt 

175 

8.098 

Ren 

,51 

12 

Xo 

310PM 

G Rotating Genera! 

? ~ 

v-si S. .letforvon .\ti'. SniriiiiiH 
.Tniiii’' Ih'ekiT .Miin-ou Ho-iilliil '. 

SPCoip 

:.M)S 

7j:mi 

.... 


12 

So 

275PM 

C Rotating General 

4" 

(llh St.. Tnitct'e City 











MINNESOTA- Hospitnis, IS; Intcrnrhlps, 229 
St. LuV,*.'' Ilovpiliil +'-a. 

NPCtin* 

iWi 

14.167 

Ren 

7,3 

12 

191 

125FM 

IS Rotating General 

t 

915 f.. l.-t St., Imlittll 11 

Cliureli 

my 

11.210 

Rcq 

fiS 

12 

191 

75FM 

12 Rotating General 

t 

129 K. I’.ril St.. Duluth 11 

.S'-l.urv Metliinli'-t HO'-pitnl ♦'■a. 

Church 

h.^ 

7.2(Kt 

Ren 

.v: 

12 

So 

I.IOFM 

8 Rotating Genera! 

5 

• Ip. 11. 15th St., .Mlniirnpolis 1 
.lllntienpol!.. Cenernt Hii'-iiltiil +'-''-X43. 

City 

191 

7,162 

Rcq 

r>n 

12 

Xo 

.50FM 

39 Rotating General 

s 

619 S .'ith St,, .liliuieiipiili- 1.5 

.SPCorp 

221 

0,710 

Rcq 

,52 

12 

192 

100F.M 

12 Rotating General 



7;!T r.. -“nil Si.. .Miniii'iii.oll- J 

y<irtli«(''li'rii llo'.iiltiil . Mi-tri 

.•'ll' y.. "Till St., .Mintimi'i'll'; ~ 


;ii! 


ll.OIS 


12 


So 


IT.IFM 



,. Chuti'h 

•274 

10,916 


ni 

12 

193 

195PM 

!'M s 7ttl St., .Miiuienpiill' t 

,. Chureli 

316 

15.172 

Ren 

72 

12 

192 

hlOFM 

S. I'U) SI , MliKicHiKih' <1 

.. SPCorp 

120 

18,177 

None- 

12 

12 

143 

1.50FM 

•114 S. ‘•th St , .Mtiuienpnllv t 

ClilM'r-itv of .Miiuie'Otit lto«pttiil- ♦ -’-'-XOl. 
It'’ Ciiloti St . S.K.. .Mliilieiilioll' H 

.. State 

rci* 

13,229 

Rcq 

83 

12 

194 

.5nF.M 


.. CvCti 

8'4) 

8,.502 

Ren 

62 

12 

So 

7.5FM 

Aiir^cr Ho*‘|Uuu -ahj. 

JciTcr-‘ui I’mil i 

.. 4 ’luvteh 

!72 

9.247 

Ren 

46 

12 

195 

200FM 

,V '1 Cnpttol lllvil.. St I’n I'1 

.. SPthirp 

31.0 

12.2®2 

Ron 

.V« 

12 

196 

lOOFM 

l‘h*ir««‘'' 1* .'lin'T UO'l'lUu 

V2.5 W. t’olli'g"’ ,\ve.. St. 1 mil 

69 \t. livitiiiuge St., St. Paul ‘2 

Clmrrlt 

SPCorp 

2^( 

•20S 

12.-2.87 

6,717 

Ren 

Ron 

5'J 

47 

12 

12 

Xo 

197 

lOOFM 

150FM 

S;. .:“V4“.V‘>. 

>7 N Smith .we.. St. Pniil 2 

MISSISSIPPI Hospitnis. 3 ; Internship'. 

40 

... Chureli 

3U 

W.770 

Ron 

27 

12 

So 

lOOFM 

4 j|..vlk-ippl Itiiptl't Ho-pltnl 

II9I .S. Stiite St., .Lu’h'Oll 

... Stnte 

;rri 

5,()0S 

Rcq 

57 

1-2 

So 

200 

Cnlaer'ltv llo^pHnl .. 

-yv S. .Stnte St.. .Ineh-oti 
_ __ Mfiiiurinl ^. 

... Church 

11-2 

I,<l.t5 

Ren 

so 

12 

198 

IOOFM 



MISSOURI -HoipUaU. 2V. IntcrnUilns. 

<'<uvuty Uo-tilt!il . 

City 
Sl’Corv) 
SrCorp 

'''’"‘■I'mi'H ol'ini'l'st.. Knii'ii*’ City 8 C’lmroli 

'ipl'l!' Unpol"' WvU;:Km;-:n^'n>y 

Kt .Mnrv''^ Ho'iiltiil .. 

1(11 .Moiiiorl'il I’’' • 'Via' ‘ . Clmrclt 

Triuitv I.iitlicriill no^I'ltiU ' "■.ViV.i's. 

fVii tVynndotlo St.. s Clinroli 

Mu=oiiri .MctiiodM . 

■ gtli iiii'l J'"'''*"" . Cliurcli 

. SPCorp 

’’■"'ll;;;: m;wi.vstvi:oi.i^'5o 


(•«> S. Klntt-lilttl''' 

Clttiroh 

!mi"s.^sc'.v«t('ii(i Afc., St. i.otii^ i.i . cutwit 

;e;i!r.irro:.«»i-» . 


('liri 


City 


Kvimn. ,, , 

(ilTiO (lltViittPi • (4,,i +1-II^ 

”%"l . Nrcorp 

in ”tC“ wt'Inviiy ■iVlv.i.V StV Louts' 10 . 

. 


•lO' 

418 

329 

2.'.S 

.321 

4.'.9 

.310 

203 

.300 

ir)2 

919 

133 

.3,10 

383 

G54 

293 

307 

486 


Church 


250 


I. o:-9 

7.191 
10,421 

7,817 

1.3,010 

14.7.V1 

12,012 

0,283 

8.874 

0,109 

27.191 

5,002 

12,692 

8.40T 

17,131 

9,774 

7,434 

II, 068 

8,990 


Ron 

Ren 

Ron 

Ron 

Ren 

Ron 

None 

Ren 

Ren 

Ren 

Ron 

Ren 

Ren 

Ron 

Ren 

Rcq 

Ken 

Ron 

Ken 


‘>639 .IIIUUII .^‘Vt ..Ital +1-3 

St.,_SLj^ouiaJ-’tloroVAmerlcan 

Hospitals Amerrcan^Ho'spItal Ass«''»^^°"'a*ges 482 and 483. 

."nd'oU^^^^ references will be found on p 0 


(.2 

59 

5S 

57 

Oj 

07 

05 

53 

32 

41 

76 

38 

43 
.39 

44 

40 
43 

41 

28 


12 

12 

12 

V2 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 


So 

So 

So 

199 

So 

199 

199 

199 

So 

So 

So 

So 

So 

So 

So 

So 

So 

So 

200 


10 Rotating Gcoer*’ 

12 Mixed 

12 Ro«‘Wtt»”or) I 
SU^'. ^V ' 

——^ 


i.tOFM 

150FM 

150FM 

175FM 

2C0FM 

200FM 

22jFM 

200FM 

175FM 

200FM 

lOFM 

175FM 

150FM 

loOFM 

1G2 

75FM 

loOFM 

125FM 

lOOFM 


S Rotating General 
1 Straight Medieine 
1 Straight Surgery 
1 Straight Pcdiatrir- 
10 Rotating General 

10 Rotating General 

g Rotating Genera! 

12 Rotating General 
S Straight Medieine 

10 Straight Surgery 
10 Straight Wiatrit! 
26 Rotating General 

0 Rotating Genctal 

13 Rotating General 
12 Rotating General 

4 Rotating General 

12 Rotating General 
24 Rotating General 
4 Rotating General 

10 Rotating General 
30 Rotating General 
IG Rotating Gcneial 
10 Rotating General 

If, Rotating General 

3 Straight Snrgen 
IS Rotating General 

12 Rotating Genctal 


? Rotating 


General 


sr. 

jc 

?<• 


4 Rotating General > 
General 


4 Rotating 

10 Str. ; 

14 Str. 

Strni 
Sttai: 
Rotating 

■1 Rotating 


12 


10 Rotating 
40 Rotating 


Genera! 

General 

General 
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U 165, No- 5 


X-Bje of Hospital and Location 

dlSSOURI-Continucd 
, Jota’s HoFpitol . 


St. Loui? 10 


• . louf? ChiWrv? £ 

&■« S. KingshiShwor B'vd 

• . loni? City Hospital +a-=-X4W6 

]31j Lafayette Ave., St. Louis 4 
C, Lute's Hospital 

SS'> Pflraar Bird., .St. Louis 12 
Mary's Group of Hospitals +'.x. 
* S. Graml Blvd., St. Lorn? 4 


MONTANA-Hospltals 3; Internships, 10 

'ilte Conimtintf.v Jleniorial Ho5i)Jti!l +'-*. 

4 '^lS. Clark St.. Butte 

Jam?; Ho?p:tnl *. 

surer ond Idaho St?., Butte 

oatana Peacone^? Hospital ... 

IIOPGtiJ -Arc.. X., Great Falls 

NEBRASKA-Hospltals. 9; Internships, 79 

•ran Jlemorial Hospital '-^x48. 

’ 4*4? Sumner St., Lincoln C 

rcoln General Hospital ♦^-x48. 

315 S. ITth St., Lincoln 2 

.. Ftoaheth Hospital +'*X47. 

1145 South St.. Lincoln 2 

shop Clarkson Memorial Hospital +'^x48. 

I^wcT Ave. at 44th St.. Omaha 5 
, - --T«co„}, TTnsnUnl+^'3-X47 


3512 Cuming St., Omaha 31 

■. Catherine's Hospital ^X47.... 

Fore.^t Ave and 9th St,, Omaha S 

nlrersity of Nebraska Hospital +''*-X48. 

42nd St. and Dewey Ave., Omaha o 

NEW HAMPSHIRE—Hospitals. I; Interns 
• fsry Hitchcock Memorial Hospital +i-^X49.. 

2 Mayonrd St„ Hanover 

NEW JERSEY-HospItals, 41; Internships, 

tlantie City Hospital . 

2U S.'Ohio Ate., Atlantic City 

Jayonne Hospital and Dispensary ***. 

12 £. 3uth St., Bayonne 

■ooper Hospital +'-».X69x-7l. 

Cth an<l Stevens Sts., Camden 3 
'nr Lady of Lourdes Hospital 
Ifrti HaddoD Ave.. Camden 3 

Test Je^^ey Hospital . 

^ Mt. Ephraim and Atlantic Aves., Camden 4 

•ast Orange General Hospital *... 

Central and S. Miinn Aves., East Orange 

-Ale-xian Brothers Hospital *. 

CAi E. Jersey St., Elizabeth 1 
ujrabeth General Hospital and Dispensary 
E. Jersey St., Elizabeth 4 

M, Elizabeth Hospital *“«. 

. S. Dro«(i St.. Elizabeth 2 

•^CElewood Hospital +i-8. 

^ Engle St.. Englewood 

datteasaek Hospital ♦!-*. 

•» ^ Hospital PI., Hackensack 

». .Mary's Hospital i-s. 

5lh St. and Willow Ave., Hoboken. 

'-hnst Hospital +'-3. 

- Do Palisade Ave., Jersev City C. 

-ierey City Hospital 

5n Baldwin Ave,, Jersey City i. 


nuspilJU T*-a-«. 

Branch 

■>iou3tainsfde Hospital + 1 - 3-4 . 

Hospital +'->. 

ritlH -V'^- Jlcrristown 

iit.ia Mcnorml Hospital . 

. Bics .Ave., Xeptune 
1 ,^ Hiirtland JIedic. 1 l Center ■”-« 

Israel Hospital +»->-•. 

Setrorlc 12 
Hospital +t-3... 

HWieal Center 
- 2 

' •s.'-'vJ.'v Hospital +'... 

''''jiiuJJ ?? ^’enark 2 
" lilo, Hospital i-J. 

• Si- Pe(er-"'r‘''* Brunswielc 

• Hospital -»-». 

° .Are., Xew Bnmswick 


•H 

•3 

l-l 

£ 


||I 

“ c; 


Number and Type Code 

of Internships Humber 

Church 

3.i9 

11,50.3 

Req 

47 

12 

20} 

ijnPJI 

IS RotatiP? General 

S6211 

MPCorp 

142 

4.ay> 

Req 

79 

12 

202 

IftFM 

S Straight Pediatric? 

86934 

City 

i.ajo 

34,781 

Req 

61 

12 

Xo 

149PM 

60 Rotating General 

36311 

Church 

209 

7.181 

Req 

62 

12 

201 

20ftF-M 

12 Rotating General 

36411 


711 

19,907 


61 


201 

85FM 

16 Rotating General 

36513 

KPCorp 

142 

5,147 

Req 

35 

12 

Xo 

l.ViF-M 

S Straight Medicine 

8 Straight Surgery 

2 Straight Pediatric? 

2 EotatiDp General 

S>1533 
- 36534 

94711 

Church 


5,4?2 

Req 

3? 

12 

Xo 

1.50FM 

4 Rotating General — 

3*7611 

Church 

19S 

0.43G 

Req 

41 

12 

Xo 

lyiPM 

4 Rotating General 

36711 

Church 

120 

4.53S 

Req 

56 

12 

Xo 

300F3I 

4 Rotating General 


XPCorp 

173 

5,944 

Req 

57 

12 

Xo 

200FM 

4 Rotating General 

.36.011 

Church 

2G(» 

9,733 

Req 

34 

12 

Xo 

3O0P-M 

6 Rotating General 

37011 

Church 

25G 

S,4S0 

Req 

47 

12 

203 

150PM 

11 Rotating General 

3nii 

Church 

5S5 

16.524 

Req 

47 

12 

Xo 

1;VIFM 

1C Rotating General 

37211 

Church 

1L> 

4.S.5T 

Req 

5.> 

12 

204 

30J> 

S Rotating General 

37311 

Church 

2a7 

8,142 

Req 

58 

12 

2f>5 

sno 

ID Rotating General 

3T411 

Church 

200 

6.3$0 

Req 

43 

12 

206 

2i''ftFM 

S Rotating General 

37511 

State 

l&l 

3,CC1 

Req 

SO 

12 

2ft7 

l-ViP.M 

12 Rotntini: General 

37611 

ps. 16 

XPCorp 

•2CT 

S.OiS 

.... 

82 

12 

Xo 

inopM 

16 Rotating General 

37711 

459 

XPCorp 

247 

8,599 

Req 

54 

12 

207 

lyiFM 

12 Rotating General 

37811 

XPCorp 

203 

6.9>3 

Req 

45 

12 

Xo 

liloFJf 

8 Rotating General 

37911 

XPCorp 

422 

14,411 

Req 

7ft 

12 

Xo 

200FM 

12 Rotating General 

3S4>11 

Church 

278 

9,490 

Req 

5.3 

12 

Xo 

2Mir.M 

10 Rotating General 

93311 

XPCorp 

270 

9,2G7 

Req 

3<t 

12 

Xo 

175FM 

10 Rotating General 

38111 

XPCorp 

109 

6.117 

Req 

35 

12 

Xo 

12.7FM 

4 Rotating General 

38211 

Church 


4,690 

Req 

M 

12 

205 

300F.M 

11 Rotating General 


XPCorp 

243 

10.576 

Req 

32 

1-2 

Xo 

12.5FM 

12 Rotating General 

38411 

Church 

21S 

C.C23 

Req 

23 

1-2 

Xo 

KXIF.M 

9 Rotating General 

38511 

N’PCorp 

270 

7,716 

Req 

42 

12 

Xo 

ICOFM 

6 Rotating General 

38'MI 

XPCorp 

337 

13,103 

Req 

4.5 

12 

Xo 

12.5FM 

12 Rotating General 

38T1I 

Church 

37o 

7,848 

Req 

3/; 

12 

Xo 

lOOFM 

33 Rotating General 

35511 

Church 

330 

8.935 

Req 

29 

12 

Xo 

lOOF.M 

12 Rotating General 

35011 

City 

1,019 

17.32S 

Req 

31 

12 

209 

67FM 

38 Rotating General 

39011 

Church 

215 

5.038 

Req 

251 

12 


ltiftF.M 

12 Straight Medicine 

5 Straight Surgery 

2 Straight Pediatric? 

1 Straight Pathology 
5 Rotating General 

30^«2 

39033 

3Jyi34 

3903-5 

30111 

NPCori> 

1 

350 

12,4.")9 

Req 

59 

12 

Xo 

imF-M 

S Rotating General 

30211 

. NFCorp 

327 

10,326 

Req 

5'5 

12 

Xo 

2L1IFM 

11 Rotating General 

3r*:511 

XPCorp 

230 

8,811 

Req 

62 

12 

Xo 

175F.M 

8 Rol.iting General 

39412 

. NPCorp 

200 

9.4CI 

Req 

32 

12 

Xo 

150FM 

8 Rotating General 

3C»5n 

. City 

84'. 

13,403 

Req 

32 

12 

Xo 

I13FM 

.39 Rotating General 

30511 

. ^NPCorp 

421 

14,910 

Req 

41 

12 

210 

7.'.F5I 

13 Rotating General 

SOTll 

. XPCorp 

252 

11,160 

Req 

33 

12 

2II 

ICViF-M 

C Rotating General 

87211 

. XPCorp 

234 

7,800 

Reg 

37 

12 

Xo 

ICOF.M 

8 Rotating General 

30611 

. Church 

403 

13,550 

Req 

49 

12 

Xo 

125FM 

12 Rotating General 

scon 

. XPCorp 

298 

7,437 

Req 

37 

12 

Xo 

mni 

10 Rotating General 

97011 

. Church 

204 

8,945 

Req 

55 

12 

Xo 

13-)F5I 

10 Rotating General 

4'VUl 


'Mical As.oci-iiinn iu . asicrisa yi in inis iisung no noi parsicipaic in me narionai iniern naicning program, sponsored oy the t 

■■ AbbrtvIaiVnn. Hospital Association, the Association of American Medical Colleges, and other cooperating organizations. 

, ..'•uons and other references will be found on pages 482 and 453. 











































APrnOVED INTERNSHIPS 


J-A.M.A,.0ct 


• Nuiiii' (if Hdsiiltiil mill f.oeiitlon 
NEW JEnSEV-Contlnucd 


!!•'■ S. Iavcx Avi'., Oriiiico 
Ti'ii I’dtinly Ho'-jiltnl +’■ 

Ai'c.. I’Hi/imiJ*- 

fii'ui'riA Uoi-jiUn\ . 

;!Vl lliiiilin iinl, 


211 I'l'IinlDiMo)) Vi)'-'!iU' 

Niitlimi I’lul Mltliiiu llurnrrt Mpiunrliil 


(•'Ji lirdiiihiiiy, l’nl('r'=(>ii I 
Vnlrr'-on (loiii'nil llociiltivl 
.">> Murki'f St., I’ntpr-ciii :t 


St .r<i-('iiti . ;•••• 

T(i" Miiln SI.. Viitorvon '.1 ' 

Tortli Atntx'v ('loiiorul Ho^vltul . M Cor] 

.'Oi NV\( 'itnini-'tlcl; Am\. IV-rtli Amlmy 


I’lirV ntid Untuli'll'lt Uil.. I’lntnUpW 

SiniU'r-t't Itn-nUal . 

Ui’lilll Avo,. Somf'r':\ lllc 

OM-r|(i(iV. n()--ii|t!>l . 

I'C. Moitl'- Siiuwlt 

lliilv N'lmic Ho'lilliil ♦'■■■'. 

Tl'" ’IVatifck IM.. Toiincol,- 

.Mi'rror Ho-Iiltnl . 

ttu ItclU'viU' Avc.. Trcutdii S 

St. J'tnlirl': Ho'-littnl *’■’. 

iji) JjHWJJloi) .Su\. Trenton " 

WllDiiii) Mi'Kiiili'V Meiimrliil Uir'idtiu 
:.vi Ilriiii-«ir>> A\r.. Trenton .>< 


lli'insiUtlo t’ontity-lnilinn Uo'liUul • 
I.omii^ Itiwl.. N.K.. Alliininer.nif' 


.New Seotliiml Ave.. Atlmny ." 


Memorinl Ho-i'Hnl . 

lilt N. IViut St.. Att'iiny 
St IVter'v Uo-ii!tiil 


.Vi Viiliner A\e.. flronwilic " 

uetii.Ki uo-i'Uni . 

jinilen Him, nnil f!or><inwi,' 1 
itrooV.ivn 12 

llrool,lyn llo-l'ilnl *'’l.V,V'I. 


(•oner I-I.'ind .••••■• 

Sliore mill tieonn I’Wwy., UrooVlyii 

Ciimlierlaiiil t!o'l>»»l ♦'-’“-’‘S'. 

;v> Aiilmrn I’l, ItrooVlvn .• 


(-.o.miolnt if'iM-ttnl 


.teuWi HoM'lli'l 
Kliine County 

\:a Avo., f5r<Kiki>n *i 


l.oin; Wmnl foUeye UoMillnl ♦ *=7. 

:ilf) Jleiiry .st.. Hrookl.tn 1 

, , , , . Clmrcli 

f.iitlieriin Ho'-liHm ‘..■••Vie. 

■” .UtliUi'' SI., IlrooKll n^l;; CluircU 

J.ntrien.n .Meillml I,’''"’" . 

IVKHtll .ive.. lllodUyn -i; NPCorp 

MnliiKmiile- H(»I>lt»l . 

fJi-' Kitli Ave., Ilrooldm 1. Clmrcli 

MetlimlM . 

.V'C. (Uli Si., IlrnoUlyn l-i 


. NRC’orp 

.239 

in.S2l 

Rcfl 

tt 

12 

Xo 

1-2.7FM 

. Cnuiity 

022 

3,sm 

Rcf| 

34 

12 

2V0 

lOOFlI 

. MPCorji 

2.'iO 

10,0.72 

Roa 

.39 

12 

No 

lOOFM 

. Church 

102 

0.743 

ROfl 

31 

12 

No 

7:.FM 

. .VPC(ir|i 

117 

.7,?<iS 

Rcq 

47 

12 

Xo 

IfiOPM 

,, NPCorp 

.317 

lO.Otfl 

Rp(l 

.38 

12 

Xo 

117F.M 

.. Cliurch 

fl2 

12,3,39 

Ron 

31 

12 

Xo 

lOOFM 

,. NPCorp 

3.72 

1.7.402 

.... 

.31 

12 

Xo 

lOOF.R 

.. NPCorp 

490 

11,3').3 

l!cf) 

31 

12 

No V1.7-iriOPM 

,. NPCorp 

21.7 

8.432 

Rcf| 

39 

12 

No 

l.TOFM 

.. Nl’Corp 

2.71 

9.123 

Rcq 

•v; 

12 

No 

127FM 

.. Clmrcli 

IKt 

8.300 

Roq 

ti 

12 

No 

ViOFM 

.. Nl’Cotp 

2.71 

9,oA3 

Rcq 

47 

12 

No 

l.'iOFM 

.. Clmrcli 

3.77 

11.714 

Rcq 

74) 

V2 

No 

170FM 

... NPCorp 

ISt 

0.02,9 

Rcq 

39 

12 

No 

ISiFM 

1 . 9 

... County 

21.7 

.7,277 

Rcq 

no 

12 

No 

2 . 70 FM 

t,BI3 

..VPCorp 

(.2>i 

•20.011 

Rcq 

02 

12 

No 

13.Vir4lPM 

... NPCorp 

137 

.3.017 

Rcq 

41 

12 

No 

130FM 

... Church 

29! 

S.^29'2 

Rcq 

.V3 

12 

212 

200 F.M 

. . City 

402 

11,00-2 

Rcq 

47 

1-2-24 

Xo 

127F.M 

... Nl’Corp 

•201 

.7,80i7 

Rcq 

44 

12 

Xo 

200F.M 

.. Nl’Corp 

293 

9.7-2S 

Rcq 

41 

12 

Xo 

lOOF.M 

Nl’Corp 

33? 

9.-2n 

. % » 4 

49 

12 

No 

IfJiFM 

.... City 

rt07 

0.23-2 

Rcq 

37 

12 

No 

TIFM 

.... city 

307 

7.-280 

Rcq 

47 

12 

Xo 

71FM 

City 

2?I 

0.89-2 

Rcq 

•28 

12 

Xo 

71F,M 

li 

.... Nl’Corp 

1911 

1.7 ,.737 

Rcq 

4-2 

12 

No 

.TOFM 

.... City 

3,-221 

00..7'kl 

Rcq 

3.7 

12 

No 

71F.1I 

NPCorp 

401 

11,7.79 

Rcq 

43 

12 

No 

131PM 


, ,,, . NPConi 

. 

, , , . eiuireti 

«♦ Pntljpriiic'** ,,*'**.’.***'**** 

■ p-'i Bll^ll^vk•!t . k'liurcli 

Kt .lohn-.i; r-pkeoiml ,3 •• 

' iwi Herkimer St., HiooKlin 


Numbtr and Dpi p* 
of Infetnihlps’^ 

S Rotating Gt.>'fral ' 
20 Rotatinc C.fcen} v 
e Rotating Gtrmi f, 

4 Rot.ating Gfntrs! j 

C Rotating Gtnnil i- 

12 Rotating Ocniui 
10 Rotating fienital p- 

14 Rotating tlenersl e- 

10 Rotating GimuI 

5 Rotating Gicerjl <v 

12 Rotating Gcnttal t- 

S Rotating Pfaftal 1 

9 Rotating Geneisl t' 

10 Rotating General i 

j Rotating General 1 : 

9 Rotating General '1 


•24 Rotating General I'l'' 

h Straight .Meiiitinc tie 

12 Straight Surgery rtT 

10 Rotnting General 11' 

9 Rotating General I • 

:.•) Rotnting General !'• 

S Rotnting General ' 

IS Rotnting General t 

14 Rotnting Genetal 1 ' 

•29 Rotating General <- 

7 Rotating General 'C. 

•2 Straight Medicine 1 ^^ 

2 Straight Surgery, 

2 Straight Pciliattic' -- 

T2 Rotating Genetal 

2S Rotating General L 

4 Straight Med'™' 

4 Straight redm'ff jl 

114 Rotating General 

•2C Straight ^eilleire k, 

30 Straight p-- 

0 ctr/jjpht la. 

3 Straight “ 

3G Rotating General 

2 Straight Mcdiciae ^ 

1 Straight Surgery 

5 Rotating General 

10 Rotating Genera! * 

04 Rotating Geg’ ]> 

7 Straig.ht Muh®, r 

l-r Rotating General 

1 ttrfm '■ 

f»p;dwtrfc< 

■KSlf ? 

10 Rotating General 

9 Rotating Geg' 

1 Straight Me®“' g 


Clmrcli 


. Church 

• ;,4 n-mry S'.. I'uioklyn 1 


s Rotating uen''"' 

2 BO • > jiajor; 

Ic/'M.loS 

5 Roh (0h-G5“ 

^ajor) np^ixi\ 

S RotatJnK 


‘’"“iMf St"'.'"'""'' .xpcorp 258 s.o(o , - - 


XPCorp 


g Rotating 


g Gene"! 


me 
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APPRO^'ED INTERNSHIPS 473 


Xnme of Hospital and Location 

NEW YORK-Continued 
n-f(l Hospitais of the Sisters of Charity 
(Asters of Charity and Emerffency Hospitals) 
"jlSlMain St.. Buffalo » 

.iftalo General Hospital +i-ii-‘-X5I. 

' IW Hieh St.. Buffalo S 

lildren's Hospital +'-’-‘-X5l... 

;I5 Bryant St.. Biiffalo 22 


•SLonf?? tiofpitni ^ . 

■ yi3 Riley St.. Buffalo S . vc, 

dMrd J. Mej'er Memorial Hospital 
Grider St.. BiifTalo !•'» 


erpT Ho'piiai .. 

yj) AW'Ott Rd.. BufTalo *20 . 


3 Gates nrrlp. Buffalo 0 
>tcr5 of Chants' Hospital.. 
- Buffalo H 


Atwell Rd.. Cooperstown 

Imhurst General Hospital + 1 - 3-4 . 

• TMil Broadway, Elmhurst 73 
(Replacing N’ew Tori: City Hospital) 
mot Ogden Memorial Hospital 
Roe Ave.. Elmira 


omE. Market St.. Elmira 
iisNinc Hospital and Dispensary 
44-H Parsons Bird.. Flushing i 

immunity Hospital . 

St. Andrews Lane, Glen Cove 

ens Falls Hospital +'"3.... 

ion Park St.. Glenc Falls 


Bethpape Tpke. and Carman Are., Hemp, 
stead 


fOth Arc. and Van Wyclr Expwy., Jamaica is 

iary Immaculate Hospital +i-3-*. 

Ij2-n ?0th Are., Jamaica 32 

ueen.s General Hospital + 1 - 3-1 . 

K-fi5 IWth St.. Jamaica 3*2 

harles S. Wilson Memorial Hospital +'*’. 

33 Harrison St,. Johnson City 

ur Lady of Victory Hospital +3. 

?no Rldpe Rd.. Lackawanna IS 

t. John’s Long Island City Hospital **-3. 

2.V01 Jackson .ive., Lon? Island Citv 1 

8s<au Hospital +i-».:. 

.1st St.. Mineoln 

orthem Westchester Hospital . 

E. Main St.. Mount Kisco 

rourt Vernon Hospital + 1-3 . 

U X. 7tb Are.. Mount Vernon 

1. Lufce’.s Hospital . 

To Dubois St.. Xewhur"h 

one Dland Jewich Hospital +i-3-<...... 

2 rn-CK) 70th Are.. Xen* Hyde Park* 
ew Rochelle Hospital +i-3-<. 
in Guion PI.. Xcw Rochelle ‘ \ 


_. - -....1 t..., ..CH .UiA JU 

I, E.rrt Medfcal Dirfsion— 

Cniumhin fJniversitv 

j. I)r Biciinjon W. Richard*. 

Rirst Purcical Division— 
i-Oiumhia rniversity +r -3 

Dr. Kenneth M. Lcivis Sr. 

. Peeond Medical Division— 
f ornell University +1-5 

.. Dr. Thomas p. .Aimy. 

’ , hssond .‘ttirvieal Division— 

. Cornell Cniversitv +i-s 

. Holmiln. 

Thinl Medical Division— 

, "''o of Jfrrt- +*-’. 

S. Tillett 

Thin! Surcieal Divi.sion- 

n V? "f Med. +>-’. 

.' Mnlholland 

vl of Phtholony- 

- of Med. +i-». 

', »nRu=chner 

■’ of Pedinfrie.s- 

^ Col of Med. + 1 -’. 

■ • vP Holt. .Tr. 

' - w'v ’,'”,'.“'.0' Hivi.sion- 
' Post-Graduate Medical 

. 

'C ^PAmI+F-S'.';- Ho.st-Graduate Jledical 
ir'BtOM HI- Torlc S 


‘ York Eastchester Rd.. Xcw 



K 











c -s 

t. 

0 


®S; 


= ^ 



c 

t.. 


Sc^ 
H— H 

TJ ? 

•S'"? 

If 

s c.-. 

—i 

c 

H S n 

tc AC 

Number and Type 

Code 




Ck 



<31 


of Internships 

Number 

Church 

607 

22,424 

Req 

31 

12 

Xo 

223F1I 

IS Rotating general 

44111 

XPCorp 

GIG 

17.53S 

Beq 

63 

12 

213 

150-200FM 

IS Rotating General 

43611 





3 Straight Medicine 

4S632 









3 Straight Surgery 

4S633 

XPCorp 

260 

11,700 

Req 

86 

12 

Xo 

lOOFM 

6 Straight Pediatrics 

96534 

XPCorp 

2S5 

10,139 

Beq 

3S 

12 

214 

250FM 

14 Rotating General 

43ni 

County 

9S9 

12,354 

Keq 

41 

12 

Xo 

233PM 

24 Rotating General 

43511 

Church 

360 

12.862 

Req 

41 

12 

Xo 

200-22.5FM 

20 Rotating General 

43911 

XPCorp 

663 

19,303 

Req 

43 

12 

213 

260 

15 Rotating General 

44011 

See Allied Hospitals of the Sisters of Charity 

' 





XPCorp 

112 

3,3S2 

Req 

63 

12 

Xo 

110P3I ' 

9 Rotating General 

44211 






1 Straight Alediclne 

44232 

city 

823 

11,631 

Req 

25 

12 

Xo 

VIFM 

36 Rotating General 

49111 

XPCorp 

213 

7.770 

Req 

46 

12 

Xo 

200FM 

4 Rotating General 

44311 

Church 

220 

S.S79 

- Req 

38 

12 

Xo 

300PM 

4 Rotating General 

44411 

XPCorp 

313 

12,267 

Req 

45 

12 

Xo 

150FM 

12 Rotating General 

44511 

XPCorp 

1S3 

7,9a5 

Req 

43 

12 

Xo 

200FM 

S Rotating General 

' 44611 

XPCorp 

240 

11.4SS 

Req 

35 

12 

Xo 

200FAI 

6 Rotating General 

44711 

County 

600 

14.348 

Req 

47 

12 

Xo 

150FM 

34 Rotating General 

44S11 

XPCorp 

265 

9,017 

Req 

35 

12 

Xo 

IsjPM 

12 Rotating General 

44911 

Church 

295 

9,263 

Beq 

36 

12 

Xo 

150FM 

8 Rotating General 

45011 

City 

l.AS'l 

13,899 

Req 

37 

12 

Xo 

TIF.M 

34 Rotating General 

45m 

XPCorp 

450 

13,437 

Req 

SC 

12 

Xo 

200 PM 

12 Rotating General 

45211 

Church 

260 

9,112 

Req 

2S 

12 

Xo 

loOFM 

9 Rotating General • 

45311 

Church 

<>» * 

6.101 

Req 

29 

12 

Xo 

lOOFM 

16 Rotating General 

45411 

XPCorp 

311 

13,754 

Req 

43 

12 

Xo 

150FM 

0 Rotating General 

taSll 

XPCorp 

145 

5.199 

Req 

40 

12 

Xo 

lOOFM 

J Rotating General 

45611 

XPCorp 

265 

6,500 

Req 

45 

12 

Xo 

IPOFM 

12 Rotating General 

45ni 

XPCorp 

104 

7.402 

Keq 

27 

12 

Xo 

200FiI 

S Rotating General 

45S11 

XPCorp 

249 

8,340 

Req 

CO 

12 

Xo 

oOFM 

14 Rotating General 

96311 

XPCorp 

337 

10,463 

Keq 

36 

12 

Xo 

200FM 

10 Rotating General 

459il 

City 

2.GSi 

45J»05 

Keq 

Req 

Req 

40 

12 

12 

12 

• 0 0 

HFM 

HFAI 

HFAI 

12 Mixed (Med.-Cbest- 
Surg. or Path.) 

4 Rot. (Surg. Major) 
2 Straight Surgery 

4G0G7 

46113 

46133 





Keq 

12 

215 

TlFil 

24 Straight Medicine 

2 Alixed (Med.-Path.) 

45232 

46*227 








Req 


12 


71FAI 

7 Straight Surgery 

12 Straight Afedicine 

46333 

46432 




Req 


12 

Xo 

TlFAl 




Req 


12 

Xo 

HF-M 

4 Mixed (Med.-Surg.) 

6 Straight Surgery 

4 Mixed (Surg.-Med.) 

46424 





46524 


.... 


.... 

" 

12 

Xo 

HFM 

1 Straight Pathology 

93036 




Req 


12 


HFAI 

T1F3I 

71FAI 

10 Straight Pediatrics 

11 Straight Aledlcine 

8 Straight Surgery 

rm 





12 

12 

216 

Xo 

46532 

46733 




Req 






XPCorp 

2S0 

5J73 

Heq 

27 

12 

Xo 

70FAI 

14 Rotating General 

46011 

XPCorp 

35S 

8,957 

Req 

45 

12 

Xo 

110PM 

16 Rotating General 

47011 

XPCorp 

329 

6,727 

Req 

31 

12 

Xo 

50FM 

9 Rotating General 

4nn 

City 

731 

6 , 42 s 

Req 

54 

12 

Xo 

71FM 

16 Straight Medicine 

931.32 









12 Straight Surgery 

93133 









10 Straight Pediatrics 

93134 


Association ♦k asterisk (•) In this listing do not participate In the National Intern Matching Program, soonsored bv the American 

Abbreviations and otheJ"Se«nc«°«m^^^^^ American Medical Colleges, and other cooperating orsanlwlions. 























































<<■2 APl'KOVED INTERNSHIPS 




Xiiiiii- of Ho'.pitiil mill l.ociidon 

NEW JERSEY—Conllnucd 

Oriinvp Mi'inoHnl Ilov|)ltnl +^-». XPCorn 

)>'' K. !;s<.(-x Avo., (friitipp 

H.'a'Pti >imw (.-ounty Hov„it„i +t..i. 

h. Iflilrruood Avc., 

riiv'lnc Ci'iioriil llospltn) . Xf 

•Tid Ilmili'Vnrd, I'ji'.kidc 

SI. Miiryv Tlo-|>!l!d ♦’-»... < 

. v'lt r'pnutiK'ton Avi'.. Vii'.<idc. 

Xiitlinii I'tid .lllrliitn Unnirrt .Mi'jiinrJjd 

Unvi.itiil +1-.1. .\I>(V,rn 

r.'ii) Hroiidodj', rdtcr-oti 4 

I'iitpNon (Si'iioriil llotnUiil . Xl’l'ori* 

.Vi-" Miirkci St., Titli'r-Jon H 

SI, .lo-riih Hnvi.ilji) +>-". Clmrph 

T(':t Midi) St.. Voti'r-oii 3 

IVrdi .\ml>riy OpiirDd Ho'-jiilid . \I>( 

Xiii Kow llninswlck Avp.. IVrlh Aiol-ov 

jnihliTitirri: Ho-tdlid . \ 

I'lirV A\p. :ind Riiiidolidi lid., Idiilnripld ’ 

Sloiti'r^iM Uo-l'ItHl *■’... S't’I'n 

RolilU Solin'i'-villp 

(Ivcrtoof; Ifo-idinl . Nl’('on> 

I!'.'! .MorrK .\Vf.. Siiiniiill 

llolv Ndiiic Hroiiltid . I’lmrcli 

TI.'' 'IVjincc); lid., Ti'iiiiiTk 

Minn-r . XJU 

lid lli'Ilovtio .\vo.. 'rrciitoD 

St. rrntifls Hn'Iiilnl . 

'•'ll Hntntlloii .\vo.. Tri'titori l‘ 

Wlllliim ,^t(•Kltl^(’v Mt'iiiorliil H<»'iillid . 

r.vi llniiivwfck .\vp.. Trpnu'ii !• 

NEW MEXICO'-Hospitnlj, I; Intcrnsldps, 5 

lirruiilillo (’oiirifydtidiHH t{o.|il(id +>■■’ . <"<iuuly 

I.oimi'- lilvil., X.V;,, .\lii\i(|>ipri|iip 

NEW YORK-HospltMs, 105; Inltrpshlpi, I.8IJ 

Allniny Ito-idtid ♦i-’-'XSO. 

New .Siolli'dd Avp,, .Vlluiny ,« 

.Mi'iootlid llo-iilinl . NlM'orii 

I»!l X. IVjirl Si., .Mlijitiy 7 

St. IVtpr"'- +’■’. I'ltiirch 

r.ii'.’ Nph .Sfolliiiid Avi'., .511)1111)' > 

lilmdonotoii t'iiy llo'iiUid . 

.'lltcli'dl !(Hd I'lirk \V(»., lliiirliiiiiiloii 

7,!i«rcii(T Ho>-ii1Ih 1 . M’t'orc 

•Vi riiliiipr A\i'.. Uroti.vvilii' *■ 

Ut'lU-Ul llo'-iiltnl ... Xl’l.'orp 

f.Indi'D Itlvd. mill liockinMiy I’kt'y.. 

Hronllyri 12 

Hroofctyn ifo-.jiitiil ♦*-‘'-X57. Xl’t'orp 

ril Of Kiilli llrodklyri 1 

Conoy I'lmid Hoi-iiUid . CUy 

Sliori' iind Oivmi I’kiiy., lirookl.vii 

I'uiiilx'rlntiil Ilo-jillid . 

:!*' .yiiliiirn I't.. liroottyii .■) 


tlri'cnpolrif HO'pIlid +'-3->. Cliy 

Klntt'-lmid mid SkUlinmi .\vi'- . llrooUlvn il 

.Icni-!i HoM’IIkI S’l'Covp 

.V‘r> I'ro''j)'’ct I’k. lirooklyii A' 

t'ouiily Ho'ldtid ♦’-•■'-'•X57. k’lly 

IM t’liirk'nn .\vi>.. liruoklyn :i 


l.ouy I-lmid ColIiTi' ifovidtid ■f'-’XSr. Xl’Corp 

.'iifi llriiry SI., Hrook'Iyn 1 

T.iitliPrmi Iloi'lillid . k'lmicli 

•ii .Tuidtis St.. Hrooklyii 12 

I,uttii'rmi Modlfiil t'l'iiti'f ♦I'-i.. Ciitircli 

iri'20 nil Avo., itrnokiyn 20 

Midiiionldp^ Ho'iiltiil ••■’'“•X57. XrCorp 

IMf’ Kith .Vfi'., flriKik'lvn III 

.Mi'lliodlid Hn-i‘lliil ♦'-’-x57. Clmri-h 

.wi; ('dll St., iirooklyti ifi 


rro-KPot Hi'it'dit' iio'iiitid . xpcon) 

77,') Wiiililiik’ton Avc., llroofclyii Iks 

St. t'Htlicrliic’s Ho'.Iiltiil . Cliuu'li 

w;! 15u-li\tU'k Ave.. Brooklyn « , , , 

St .lolin'e Kplucopiil Hosidtiil . i.liiiroli 

■ ISO llcrkliiicr St.. Biooklyn Kt 


*c 

tr 

« 

0 ~ 

t-ijS 
“ ct: 

G 

Q 

“S 

•na.a7a 
a. .... 




XPCnrp 

a3.<4 

10,.V24 

(''oiiiily 

022 

.t.'m 

XT’Cfirp 

2.'i« 


< 'III. roll 

192 

G,7IS 

•Nl’t’orp 

117 

.7,GGS 

Nl’Cdrp 

at" 

l(l,«lft 

I'hiirrh 

112 

12,.^t'» 

N’I’(’ori) 

.^•.2 

1.7,192 

N'Pt’orp 

-Kai 

ii.a',.G 

Nt’Cnrp 

21.'. 

s.t:i2 

Ni’Coni 

•J.'.l 

9.129 

t’liiiri'li 

kegl 

.4.S0G 

XlU'ritp 

2:.i 

'.i.iai 

t'lmridi 

S-.7 

n,7it 

N'proni 

l,«l 

0.024 

foiiiity 

'2t.'. 

7..2.‘>T 

tJ 



N'lM'orp 

I'll!) 

•2i>,<d t 

NiM'orp 

197 

tt.r.t* 

flmrcti 

'29! 

s.'292 

fUy 

4(r2 

Il.<4r2 

M’tVirii 

2»l 


Xl’t.'orp 

29't 

{1,72,4 

XPk'otp 

;k'i> 

9,211 

Ctly 

)4.7 

0.'2;!2 

t'Bv 

odT 

7.'2.'4l 

t'lty 

241 

0.492 

S’PCorp 

(tt'i 

I.7,.'41,7 

k-By 

:t,22i 



St. .Miuy’s IKi'iittiil 

12114 St. Mink). Ave.. liioofttyii 1:1 

.Si. I’clcr'.D Ho'-i'ili'' '"■*. 

;tkii Ili'iiiy St,. Brooklyn 1 


Cliimdi 

C’liuri'li 


a 

0 

c 

u 

ChO 

O' 


tt 

72 P 


x: cja 

SJ 

■w 0 

•Gr 2 

•“"E 

0 s 

UtlC 

3 *^ 

aSc 


C CO 

V. 

UC.C 

Cx 

*7 P. 


^.■y. 


Hcrj 

41 

12 

yo 

12.'.FJt 

Urr/ 

.91 

12 

209 

300F.Af 

llod 


12 

Xo 

IWFA! 

IlOIJ 

.91 

lb 

.\e) 

7,-,F.lI 

Hcq 

17 

12 

Xo 

3G0P.M 

Hcg 

.94 

ID 

Xe? 

IS'.F.R 

}!rq 

.91 

12 

.Vo 

liOF-M 

.... 

.9) 

12 

Xo 

IfOF.lf 

Uc)| 

St 

12 

Xo 

12.7-1.7fir.M 

I!.'.| 

S') 

32 

Xo 

l.'/.F.M 

I! I'd 

:a 

12 

Xo 

12.-.F.M 

Ifcri 

41 

12 

Xo 

l.'.0FM 

l!rn 

4.7 

12 

Xo 

l.'/.F.M 

Rcq 


12 

Xo 

l.')0FM 

Hi'd 

.99 

12 

Xo 

lKiF.\l 

Rcc{ 

1:11 

12 

Xo 

'i'giFJf 

Rcij 

02 

12 

Xo 

U'..ir4)P.\J 

nc<| 

41 

12 

Xo 

IWiFM 

Brri 

.7.9 

12 

212 

2roFM 

U('i| 

47 

l'2-'24 

Xo 

i2.'.rM 

licet 

44 

12 

Xo 

e.*iF.M 

Ri'H 

41 

12 

Xo 

](g)FM 

• • • • 

49 

12 

Xo 

R'flFM 

ItCl| 

.97 

12 

Xo 

TlFJf 

Koq 

4.7 

12 

Xo 

TIF.y 

Reel 

2j 

12 

Xo 

TlFM 

Kcfj 

42 

12 

Xo 

.WAI 

itcei 

3.7 

12 

Xo 

71F.AI 


Numbir 


n.lty IJoM.lt.lI . 

Icli) St. .lotni'' PI.) I{rook'l.vn i.i vijr)„r.) 

SVvi'kolT Hrik'ht): HoMiltni *]'''■■- . XI Corp 

;171 Slot'klioli n Ht., Biooklyn .h ___ 

Hospitals deslonajetl j2trHVH7spItaVVssoHatlon*'"be'*XsMlnlfpn''o7”Ainwi«X 


491 

n,i779 

Req 

43 

12 

Xo 

13IP.1I 

l.'gl 

o,i;9» 

Itcq 

37 

12 

Xo 

2lOF.lI 


li,.97l 

licet 

r>:) 

12 

Xq 

70P.1I 


1.9..'gd 

Hcq 

34 

12 

Xo 

.'lOF-l! 

.•i74 

10.701 

Ilcq 

39 

12 

Xo 

i.'aiF.il 

170 

,7.49S 


• 

27 

12 

Xo 

2(0PM 

2S*Z 


Rcq 

2‘J 

12 

Xo 

JilFAX 

2.71 

7.402 

Rcq 

oQ 

Vi 

Xo 

J(»F.ll 

2ST 

:.,7'2G 

Rcq 

40 

12 

Xe> 

lllF-M 

20(1 

3,0.92 

Rcq 

34 

Vi 

Xo 

lOOF-M 

210 

0,3.71 

Rcq 

28 

12 

Xo 

lOOF-M 

2.'.8 

8,5T8 

Req 

27 

12 

Xo 

Mate! 

lOOF.M 

ling prog 


“yw and Tvi, , 
of 


5 Rolstinj Ces;si 

•' ffolaling 
J Rotfltinc Getiirsl 


K 

K 

m 

i 

i 

Kf 
m 
»' 


«s 

m. 


0 Rofatini; G(ki} 

I'J Rotatim. 

10 Rotating Germ! 

» Rohitini; Gfct’Bl 

10 Rolatirjj* Gern.! 

* Bolalinp Gfcftil 

12 Botatios fifcfral 

5 Bototina necml 

S Botfllina GesersI dd , 

in Bot,atin.r Gpriral ng, 

.) Kotstjjjy CfOTsi ig ' 

1 : 

9 Rotiitini’ Gftftsl tl^; 


24 Rotatint' Geairal nc, 

.') Straifht MeibtSai tt . 

I'2 Straiyhf Futgei; n. 

10 Botiiting nesettl e, 

9 Rotntinf Geotial «" 

1 ) Hot.ltiDp Gessral f. 

,« Bolaljnp Ofjfial !l 

IS Rotating Gfotul l! 

14 Rototini' Gfaetal ti 

•29 Rotnliop Gaent i 

7 Rotiittop Gtwrai ^ 

2 .strflipbl MeOitbt * 

2 Straight Saigtry • 

2 .straight Pflldro f 
12 Rotating General t 

25 Rotating General i 

4 .Straight .iWieine J 

4 Straight reOiatrlt' * 

114 Rotating Gtatnl < 

21) Straight )Iedie.« * 

10 Stiiiight Snrgtp, ' 

i Straight ! 

1 straight Paiha.on 
10 Rotating General ' 

■’ Straight .iWitine 5 

1 straight Surgerr J 

5 Rotating General - 


10 Rotating Genera! 

•>4 Rotating Genera! 
Sttaigbt 

12 Rotating Gencf*' 

2 Straight ReOithe 
! .Straight 
1 straight PeOWit* 

3 Rotating Ge^"; i 
I Rot. (.VcJ- « , 
1 Rot. (Surg-( 

}0 Rotating Gen'd' . 

0 Rotating Ces«;^ ^ 
\ Straight .yeihe" ( 

3 Straight ' 

1 Straight Pedi«^|- , 
S Rotating Geg-'- 

4 Rotating Gene^j | 

2 Rot. (IBA S.' ! 
2 Rot. (Soff'l i-) ' 
2 Rot. 

•> Rot. (Oh.-Gyn I 
■ Maior) „,i 

5 Rotating Ge.) 

S Boliiting GO''*''*' 








































APPROVED INTERNSHIPS 
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x«me of Ho?pitnl and Location 
HEW YORK-ContInued 

Rl Vinceat's Hospital . 

Bard Avc., Staten laland in 

Staten Island Hospital +r-a . . 

p.I CastU’ton Avc.. Staten Island 1 

General Ho.spital +’-a;X59... 

IPi E. Castle St., s.vracnsc •> - 

St. .loscph's Hospital -n-XaS...^.. 

?ro?pPCi .''vracjij'f r> 

•<:tste Cnirer.'itv of New York Upstate Medical 
^ Center Ho«i»itaN il’iiiver.dty Hospital of the 
Good ShepluT'l. CroHse-In'inir and Memorial 

Horpitai?' ♦1-S-X53 . 

Irvinir .We.. Syracuse P» 


'Leonspl *. 

41 ntlh St.. Troy 

- St. Mary Ho-pital ^. 

ST OakT'Ootl Ave., Troy .. 

Samaritan Hospital .-. 

People? nii'l Hurdvlt Aver*., Troy 

Grasdaniis Ho>pitaI . 

Valhalla 


^Vhite Plabi* Hos'ltal . 

41 E. Po-st Hd., White'PlaiiH 

St. .Tnhn’< River?kle Ho.spital . 

*V) A*hhuTton Amn, Yonker? 

Yoatcr? General Hospital . 

1?7 A'hhurton Ave.. Yonkers 

NORTH CAROLINA—Hospitals, 12; Interns! 
3Iemi*ri:il MN-sjon Hospital 

of Western North Carolina *. 

HiItmor>} Ave.. A'*hevillo 

North Carolina Memorial Hospital . 

Piltshoro Rd., Chapel Hill 


Charlotte Memorial Hospital 
Il'»Scott Ave.. Charlottes 

Duke Hoapital . 

Durham 


Lincoln Hospital +'-■*. 

IJJ-H Fayette\llle .St., Durhutii 

Witt* Hospital . 

Cluh Blvd., Durham 

Mo>« H. Cone Memorial Hospital . 

I-'io N. £h(i st„ Gree:i-*hor*i 

Rex H«>*i»it:il . 

St. Mur)*V St.. RalvWh 

Jame.4 M'alker Jlomorlal Hospital . 

_ l')tU and Rankin St*:., wnminirton 

City M-^morial Hospital ♦!-». 

1 Hospital St., Winstoa-.Salein 4 
Late liittin? Reynold? Memorial Hospital 
1101 E. Tth St., Winston-Salem 4 
.North Carolina Baptist Hospital +^-3-X62.... 
S. Hawthorne Rd.. NVin.-^ton-Salem 7 


St. .John’s Hospital *-» 

2''‘^^/ithAveS..Fan;o . 

at. Lake 3 Hospital . 

‘-7 Rroadway, Fanro .-* 

Grand Fork'S Doaronc*;*; Hospital i-* . 

TrivV Porks 

Trinity Hosiotal ' ... 

11 Ith Avc. S W.. .Minot. 

OHIO-Hospitals, 52; Internships, 75i 
Alron City Ho.|iit;d 

•'’"i''-'' St-. Akroii P. 

•svroa O'-nernl Hn.nital +i 

St. Th "'i’''-'"' A'l'.. Akron'i. 

au ihoma? Ho^idtal 

Bsrl,I.'- -"^ronVo. 

Ilsrl,.rtnn citi/,.„. Hospital +>-=. 

tulta.TS '‘“i''<-rton 
Auuman Hospital 

. 

Hospital +1-3. 

^ St. and Re.adinir Rd., Cincinnati 


Chnn Hospital 
- ■MX'i Anhnrn Ave 
General 

^■-U Bnnict Avc 

asterisk f) in this listing do not participate In the 
Alihr»vi 9 tu«.j Hospital Association, the Association ol American 

oons and other references will be found on pages 4f2 and 483. 


*3 

*] 

P 

*5 

® -,*'3 
o eS 

c 

g. 

tc 

- 

T.~ 

C r 

= Hi 

^ ~ 5 

*r 

1£ 

tf — — 

Number and Type Code 

o 


. 



.i-is 



of Internships Number 

Church 

255 

9,349 

Req 

40 

12 

No 

K-1FM 

S Rototinp General 

51411 

XPCorp 

215 

7.742 

Req 

30 

12 

No 

li»F3I 

S Botaiintr General 

.51.>11 

N'PCorp 

122 

5.S07 

Req 

3** 

12 

No 

167 

3 3li.xed (Med.-Surp.* 
Oh.-Gvn.) 

51722 

Church 

304 

12,125 

Req 

43 

12 

No 

167P5I 

12 Rotatinir General 

51SI1 

NPCorp 

605 

25,917 

Req 

45 

12 

No 

2t:-5 

10 Rotating General 

51611 






6 .Straiirht Medicine* . 

■- oi 6.’j2 









.■> Straiaht Siinren' 

5163.3 









3 StraiKht Pediatrics 

.51»rl4 









4 Mi.ved (JIe<I.-Sun:.) 

.51624 

NPCorp 

IK 

C.OSO 

Rc«i 

2? 

12 

No 

156FM 

7 Rolatina General 

96911 

Church 

225 

6.423 

Req 

41 

12 

No 

17.5FM 

6 Rotnlintf General 

51911 

KPCorp 

106 

6.973 

R.-., 

40 

12 

No 

iViFM 

S Rotatintr General 

52011 

County 

f32 

4,954 

Req 

,74 

12 

No 

l.ViFM 

10 Jlixed (Jled.-Ped.- 
Surg.l 

in Jlixed (SurK.4Jt).- 

5212:1 












Sled.-) 

52160 

NPCorp 

2(d 

C,f^» 

Req 

46 

12 

No 

l.v>FM 

S Rotating General 

.52311 

XPCorp 

214 

6,.'>»S 

Req 

31 

12 

No 

I 20 FM 

S Rotatini: General 

52411 

NPCorp 

143 

5,32' 

Req 

31 

12 

No 

If^jFM 

7 Roiatint' General 

52(jn 

tps, 202 










NPCorp 

.TV) 

11 .oe-) 

Req 

•>c 

12 

■ No 

225PM 

S Rotatinir General 

94911 

Sta te 

TV) 

8,515 

Req 

72 

12 

224 

135 

12 Straiu'ht Medicine 

90032 






8 Straight Surgery 










4 Straight Pediatrics 

&ym 









3 Straight Pathology 

9»):k5 









7 Mi:ce<l (Med.-Ped.) 

DOiM'i 

NPCorp 

352 

13.341 

R‘'q 

65 . 

12 

No 

•yoFM 

Ih Rotating General 

.52711 

NPCorp 

5.59 

16.5n 

dJeq 

64 

12 

22.5 

2.5FM 

24 Straiuht 31edlclne 

.52ft^2 








in straight Surgery 

.52933 









in .Straight Pediatric.* 

5-2934 









4 Straight Pathology 

529:16 









4 Mi.Tcd (Oh.'Ped.) 

5-29^8 

NPCorp 

125 

2.739 

Req 

TJ 

12 

No 

3.V>FM 

4 Rotating General 

.53011 

NPCorp 

2.y* 

lft,a)3 

Req 

42 

12 

No 

i:.oFM 

12 Rotating General 

S7711 







2 Straight Medicine 

4 5Iixed 

ST73i 











(3Ied.-Oii.-Gyn.-Surg.) 

87722 

NPCorp 

2S5 

9.S22 

Req 

63 

12 

No 

e'ulFM 

12 Rotating General 

943U 

NPCorp 

310 

13,r*.3I 

Req 

28 

12 

No 

225FM 

12 Rotating General 

53211 

NPCorp 

250 

10.479 

Req 

27 

12 

No 

P-iFM 

5 Rotating General 

53-511 

City 

291 

12,723 

Req 

44 

12 

No 

•2.VrP3I 

16 Rotating General 

53611 

City 

177 

5,476 

Req 


12 

No 

2.VIF3I 

6 Rotating General 

Tmi 

Church 

3S5 


Req 

67 

12-24 

No 

S3PM 

7 Straight Medicine 

.53732 









3 Straight Surgerv 

5373:1 









3 Straight Pediatric* 

5373 ; 









1 Straight Pathology 

2 Mixc<l fOb.-Gyn.- 

5373/J 

. 21 

Church 








Ped.-Med.) 24 mo. 

53721 

175 

G.521 

Rvt 

67 

12 

No 

17.5FM 

5 Rotating General 

S70n 

NPCorp 

ISO 

7,1S0 


52 

12 

No 

175F5I 

S Rotating General 

5.3911 

NPCorp 

150 

5,753 

Req 

61 

12 

No 

17.5F51 

4 Rotating General 

.54011 

NPCorp 

175 

6.1S? 

Req 

65 

12 

No 

l'-*FM 

4 Rotating General 

91711 

NPCorp 

4S5 

17.741 

Req 

42 

12 

fMj-; 

2fti)FM 

24 Rotating General 

51211 

NPCorp 

405 

13,3C‘6 

Req 

VI 

12 

22t; 

2n0F5I 

24 Rotating General 

54111 

Church 

2S5 

10,317 

Req 

45 

12 

No 

2iv>F3I 

10 Rotating General 

.54311 

NPCorp 

2a5 

9,116 

Req 

5.5 

12 

No 

2r.FM 

12 Rotating General 

1-5411 

NPCorp 

4.57 

15,9'.*S 

R.t, 

46 

12 

No 

2.y»PM 

14 Rotating General 

54411 

Church 

30-2 

13,273 

Rv., 

44 

12 

No 

ir.FM 

10 Rotating General 

54511 

Church 

20*0 

30;353 

Re«i 

45 

12 

227 

l.VtFM 

5 Rotating General 

2 Mixed (Med.-Oh.- 

54611 

Church 

356 

11,419 

Req 

47 

12 

.•>•17 

17.5F5t 

Surg.) 

33 Rotating General 

54CC9 

54711 

City 

SIO 

15.767 

Req 

61 

12 

225 

1.5FM 

52 Rotating General 

54811 


National Intern Matching Program, sponsored by the AmwitMi 
Medical Colleges, and other cooperating organizations. 
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APPROVED INTERNSHIPS 


J.A Oct. 


Xiimo ot Hosiiitnl iiml Jjocntloii 

OHIO—Continued 

Oootl HiiiniirUnn llospUnl . Gluircli 

ClI 1(011 Avi'., Ctiicinniitl CO 

JowKli Ho«iiItnl . NPCorp 

Uuniot Avo., Oliiplmmtl C!l 

St. .Mnr.v'.>. Hospltnl . 

Sir. 11,'tts St., t'inrinnnti 14 

City Hospltiil . City 

.Tt')’. Scriintoii IM., ('k’vi'latul l» 

('Ii'vi’liiiiil Clinic H()«i)ltiil +. NPOori) 

coco 11. !'lr<l St.. Clcvcliinil (! 

llviini’cllciil IVnronc.'a llo-ipltnl . Cluircli 

ICCO IViir] IM., Clcv'cliiiui II 

Pnlnicn PiirW Hnspitiil . NPConi 

I'-loi i.oriiln .\vc., Clcvclnnd 11 

Huron Iloiid Ho^pltnl ♦’■i’.- 

Ili'i'd ’IVrrnrt’ lid., Clcvclnnd 1C 

I.utlicrnn llo'-pitnl ... Church 

Civci Kninklin llhd.. Clcvclnnd l!t 

.^ton!lt SInnI Hospitnl +'. .VPCorp 

1‘j‘i K. KVMh St.. Clcvclnnd <1 

SI. Alc.x!« Ho..pUnl ♦>-’. Clmrdi 

.■.li'..i llrnmlvvny. Clcvcliinil Ci 

Si. .lohnS Hospitnl ♦'■i’. 

T'.'ll Detroit Am’.. Clcvclnnd C 

St. I.nkc'e HoM'ltid . Church 

lllill Sliiikcr Itlvd.. Clcvclnnd 4 

St. Vincent Chiirlty Ilospltiil . Church 

CCCC Ccntrnl .\vc., Clcvclnnd l.'i 

CnUcrdty Ho^pItnD -n-’-XEt . NPCorp 

CfiiM .\dcllicrt ltd., Clcvclnnd f. 


(Jrant Ho^pltnl ♦>... .NPt-orp 

li'. S. tirnnt Avc.. Colnml.ui 1.". 

Mount Cnnncl Ho'pltnl •*’. Cliurcli 

TKi W. Stntc SI.. Coluniliui ‘il 

I'nlvordly HoipltnD- ♦»-<-X6S. 

loth iind Perry St«., Coluinlni'- M 

White Crov« Ho‘-pltal . 

701 N. Pnrk St., Colunihu* 

(iood Snninritnn lio«pltnl .. Church 

Ite:. W. Knlnlcvv Avc.. Dnyton c. . 

.Mliiinl Vnllcy IIo«>pltnl ♦>-»•*. MCorp 

1 Wyoinlnv! St.. Dnyton P 

St. Kll/nlicth Hondtnl . Clmrvli 

4!1 llopclnnd St., l>i'>D'»VOCoro 

Klyrin Mv’iuorinl Uoipltnl *'-=. M ( orp 

K. lllver St., Klyrin 

Kuclld-Ciciivlllc Ho..pltnl Mn. MAorp 

r.. l>:dl: St. niid I.iikc l.ric, l.iiclld IP 

lie. Diivton St., nninllton ,, 

I.nkv'vvood lloM'ltnl .. 

n:d!> Detroit AVC., KiikcuOdd . sri'orn 

l.iinn .Meinorinl Hoppltnl .. Mt )I 

Mnden null Mohol Sfi.. I.inin 
St. KltaV lUopltnl 



V 

1 


1 

o 

U 

>>5 



C — 


"o 

u 

SsS 

a S 

tet; 

XI 

^ 0 

a tg 

•S'ai: 

E ar- 


c 

c. 

O 

p 

EsE 

S ars 
SCO)-3 

1 

X ^ 
Oto 

o g 

*.* k. 

a a 

c O O 


.5 ^ c 

tv CO 

Nuinber anvl Typt 
of Internshipf 

CImrch 

591 

19,231 

None 

17 

12 

- ^0 

•JOOFM 

10 Rotating General . 

NPCorp 

387 

16,717 

Req 

50 

12 

Ko 

125FM 

1C Rotating General y-., 

CImrch 

201 

.7,290 

Req 

it 

12 

Ko 

200FM 

1*2 Rotating General 

City 

891 

9,913 

Req 

.70 

12 

Xo 

92F.M 

30 Rotating Genera! y.-i 

NPCorp 

117 

11,777 

Req 

00 

12 

22 J) 

lOOFM 

12 Rotating Genera! 9.1 

Church 

20 :) 

10,130 

Req 

Sfi 

12 

No 

lOOFJI 

10 Rotating Genera! pvj 

NPCoiqi 

295 

11,000 

Req 

50 

12 

No 

2fiOFM 

12 Rotating General 

NP.Corp 

291 

11,338 

Req 

43 

12 

No 

200FM 

12 Rotating General vmi 

Church 

IM) 

7,637 

Req 

fi.7 

12 

No 

237PM 

12 Rotating General y, i 

NPCoriv 

318 

14,185 

Req 

fg) 

12 

No 

150FM 

18 Rotating General 551 

Clmrvli 

291 

10,871 

Req 

42 

12 

No 

17.7-250PM 

8 Rotating General y.i 

CImrch 

2)'4; 

9.037 

Req 

41 

12 

No 

"loOFM 

7 Rotating General 

Clmrclv 

4.v; 

17,907 

Req 

54 

12 

No 

IfiOFM 

27 Rotating General 'v'.’i 

CImrch 

370 

10,302 

Req 

.7.3 

12 

230 

cfiOFil 

15 Rotating General jni 

NPCorp 

8*20 

22,.7IO 

Req 

fit 

12 

No 

lOflPJI 

10 Rotating General j'ai 

12 Straight ilevllclne j'3’ 









8 Straight Surgery yi; 

4 Straight Pediatiicv .VJJI 

2 Straight Pathology Xt) 

.. .N'PCorii 

24'2 

10,511 

None 

t:i 

12 

231 

25flFM 

12 Rotating General ytV 

,. CImrch 

4CO 

17,172 

Req 

47 

12 

231 

2.70PM 

IB Rotating General Kil 

.. Stntc 

.792 

20,388 

Req 

72 

12 

232 

15-lPM 

24 Rotating General Sd 
12 Rot. (Med. Major) ivi 









12 Rot. (Siirg. Major) y<*l 

... Church 

330 

14,217 

Req 

45 

12 

231 

2’5PM 

14 Rotating General 5" 

... CImrch 

120 

1.7,411 

Req 

.37 

12 

No 

200PM 

10 Rotating General .V'l 


Ctmrcli 


■ W. Hlith St., Mmii fiiorch 

St. .Ivoeph IloM'Unl .. 

eiril lirondvvny. l.ornln . 

Merev Hovpltnl *.i. 

KttP N, rountnin Hlvd., Sprlnpllcld 

.Sprlnirtlchl City Ho.ipltnl .. 

ei.i:, K. Hlsh St,. Siirlrntfleld vi-Corn 

Ohio Vnllcy HoM'ltnl .. 

Suimnit Avc., Stciihcnv 111c NPCorp 

Plovver Ho>.pItnl V'V)'. 

:ai!) Cherry .St.. J olc'lol- County 

Mnuiuec Vnllcy .. 

Vriintrton Avc., lolcdo.i Ctiurch 

Mercy Hos'ltnl •c-o . 

e-’il .Mnill'-on .\vc., lolcdo . .NPCorii 

lilvcr-lile Hosidtal . 

K.o'i Summit St., Toledo 11 Church 

St. chnrie- uo^pitni . 

Whcellm,' nnd .Nuvurre ht'.. lolcdo .. CImrch 

St. Vincent's Uo-ipl nl .. 

•>>i:i Cherry St., lolcdo S NPCoip 

Toledo lio'.pltnl . 

eifi N. Cove Dlvd,. J olrd” 0 NPCorp 

Tnunimll Meinorinl Hvi^tdtnl 

i;!.'i(i K. .Market Sl.,_M ni'jr" CImrch 

Kt rii/nhptli Ilospltnl .. 

*' 1014 liclmont Avc., ''. NPCorp 

younk^to'''’ ,!,”i**yn“ncls St., Younttstovvn i 

Gyp'.y Knne nt Goletn Avc., 1 ounKS " church 

. 

OKLAHOMA-Hospltnls 6; internsh'^^^^^ 

Mcrcyllospltnl-OWn 

*Oklnhomn City .S chuich 

i,"5S si.e 

.... Port 


CeO 

vdO 

IC. 

SIKI 

27*- 

27.'. 

2*20 

307 

240 

210 

107 

270 

•27.7 

ISO 

201 

4,3l> 

27' 

347 

302 

700 

1.74 

2.70 

387 

470 


21,857 

17,441 

8,0.%7 

8,111 

12,82.7 

lo.e.w 

11,143 

12.4.70 

10.790 

10.2fKi 

8,48.7 

9.529 

7.. 739 

4.430 

12.. 730 
0,208 
8,049 

10,490 

12,300 

13,900 

14,059 

25,508 

6,394 

11,000 

10.430 
10,049 


200 10,116 


Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 

Req 


4.7 

38 

(t.» 

31 

40 

43 

•29 

49 
•iH 

.72 

.71 

25 

34 

47 

50 
37 
42 
.37 
72 
29 
37 
.73 


31 

32 
59 

35 


12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 


No 

No 


22.7PM 
1 -2,iPM 


No 100-150F.M 
1 P 0 F.M 
150FM 
175FM 
•2,70FM 
300PM 
200FM 
2.70PM 
175FM 
2-25FM 
2.70FJI 
200 FM 
250FM 
250FM 
250FM 
200FM 
2 fl 0 FM 
250FM 
200 FM 
150FM 

225FM 

200 FM 
200 PM 
75FM 

200FM 


No 

No 

No 

No 

233 

234 
No 
No 

235 
No 
No 
No 

f 

No 

No 

230* 

No 

No 

No 

No 

No 

111 

No 

237 

111 


10 EotntlDg General 
10 RotnttoK General 
5 Rotnting General 
10 Rotnting General 
S Rotating General 
0 Rotating General 
12 Rotating General 
12 Rotating General 
0 Rotating General 
9 Rotating General 

9 Rotating General 
8 Rotating General 
0 Rotating General 
8 Rotating General 

14 Rotating General 
0 Rotating General 
8 Rotating Genera! 

15 Rotating General 

10 Rotating General 

14 Rotating General 

15 Rotating General 
IS Rotating General 

C Rotating General 


j-'ll 

7511 

gilH 

.v'cll 

jloll 

.iTin 
5'111 
jMI 

rail 
SM! 
aiTlI 
Hill 
jMl 
jP’l 
711 II 
•ell' 
y,!!' 


7'SI 


9 

10 Rotating 


Rotating General 
General 

8 Rotating Genera 


''■"tot! NAV.'Sefokinimmo CiVy a" 


---Thv the Aiaio' 
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APPRO%'ED INTERNSHIPS 47 


i?,. 


XPCorp 

Church 

Church 
Church 
Church 
Church 
Chu rch 
Church 

State 


Name of Hospital sinil l.ocntion 
OKLAHOMA-Continued 

Hilkrrft Mrtitnl Ontcf ♦'. 

, iM K. lith St.. Tiil-sn io 

Jt. .lohn's Hospital . 

IBt S. rtica St., Tulsa t 

OREGON-Hospllals, 7; Internships, 95 

sjfrtil Heart General Ho.spital ^. 

:.H E. lith Ave.. Eupenc 

Emanuel Hospital +V’-.-v,"'IV; . 

•'jj'*! X. GaBtenhem Ave,. Portlauii VZ 

' fiooi’f Samaritan Hospital . 

int.iXAV. iiihHl Are.. Portlanri in 

Portland Sanitarium and Hospital '. 

S.E. fVith Ave.. Portland l.l 

Proridence Hofpital . 

rtOX.E. 47th Arc.. Portland 33 

St. Vincenrs Hospital . 

fG7X.W. Westover Rd., Portland 10 
Vnhersity of Oreson Medical School Hospitals 

and Clinic? *^XS7 . 

31S1 S.W. Sam .lactson Park Rd.. Portland 1 

PENNSYLVANIA—Hospitals, 74; Internships, 919 

Al'iav'toa Memorial Hospital . XPCorp 

l-.W York Rd.. Ahin^tlon 

.MiPHtn-nn Hospital . NPCorp 

ITth and Cheer St«.. .\lIentown 

Sacred Heart Hospital ... Church 

4th and Chew Sts.. Allentown 

Aifoona Hospital . XPCorp 

T(»'» Howard .\vo.. .\Uoonn 

Mercy Hospital *. Church 

Sth .Ave.. AUoonu 

St. I.uko's Hospital . NPCorp 

O.'itmin St., Bethlehem 

J.oircr Ihicfcs County Hospital . NPCorp 

Bath Rd. and Orchanl .\ve.. Bristol 

Bryn Mawf Hospital. NPCorp 

Bryn Mawr Ave.. Bryn Mawr 

Che«ter Ho.«pltal . NPCorp 

Sth and Barclay Sts.. Chester 

Geo. F. Geisinsrer Memorial Hospital NPCorp 

Danville 

Thomas M. Fitzcerald-Mcrcv Ho.spital . Church 

Lansdownc Ave. and Bailv Rd.. Darbv 

Eaeton Hospital .r.. NPCorp 

21?t and Lehigh Sts.. Easton 

Hainot Hospital . NPCorp 

4£. 2nd St.. ErieC 

St, Vincent's Hospital . NPCorp 

2V20 Sassfttra«i St., Erie G 

Harrishurg Hospital +»-»-*-XW. NPCorp 

Front and Mulberry St.«.. Harrisburg 

Harridiurv Polyrlinic Hospital «. NPCorp 

3rd and Radnor Sts., Harrisburg 

Coueirangh Valley Memorial Hospital ♦'-«. NPCorp 

irr^i Franklin St., dohnstown 

.Ve.«Wtt Memorial Ho«pital ^. NPCorp 

.V 2 Wyoming Are., Kingston 

Uacastcr General Hospital +'. NPCorp 

ji’i X. Duke St., Liinca.ster 

St. -losepb's Ho.splfal .... Church 

College Ave. and IValnut St., Lancaster 

Mchw^port Ho.«pitaI . NPCorp 

I'lrti Mh Ave., ^IcKeo-port 

Montgomery Hospital +'-3. NPCorp 

«h(l Formmee St?.. Norri.-town 

Hospital +1-3... Church 

^ttlb St.. Norristown 
-imert Emstem Medical Center 

\ork and Tabor Rd?.. Philadelphia 41 

Northern Division +i'3-*-xni. NPCorp 

^otithem Division +’-s-‘-X68. .. N'PCorn 

Hospital +1 .ypcorp 

rniSr’ Philadelphia IS 

... NPCorp 

^raaitord Hospital vpr-nm 


‘-X69.X72 NPCorp 

ii 

• the Universitr 

•4 

nn Phn'aiVclpliia Vfi ''' 

uataonann JlediCBl Colteac and Hospital 
,, -s'Broad St__ Philnu.l„a5n o 


NPCorp 
■X68 NPCorp 


HosnitHi'n^ Phdadelphm 2 

Lnn orsity of 
Penn.ylvanta +r-'-X7i 
SliPSprureS 

Hospital of tbp 

Pennsylvania ■ .X,. 

. NPCorp 

^^PCorp 

JlethO'llst E-ni^inai 

,, Broad and Wolf < ' ^ 

... 

Nar.wtb Hospital ^bHa.lelphia « 

—-'syo Hobtie Ave.. Phnadeiphia i.V ‘' 


NPCorp 

NPCorp 


A'hurch 





c — 

u * E 

e Z 

c 

u 

v ^ 

= =i 

ill 

■g 


Number and Type 

Code 

? 


^ Cr 



<,'T. 


of Internships Number 

3.50 

17,321 

Req 

35 

12 

No 

lOOFM 

:B Hotntinp General 

.59111 

c^zr^ 

20,041 

Req 

29 

12 

No 

l.'iOFM 

1C Rotating Genera! 

59211 

270 

12,7.55 

Req 

S2 

12 

No 

15nFM 

8 Rotating General 

59311 

431 

l7,Si» 

Req 

61 

12 

No 

2.y)PM 

14 Rotatinc General 

59411 

4t7 

14,SS5 

Req 

66 

12 


250PM 

12 Rotating General 

59.511 



1 Straight Pathology 

,59A'>1 

ITfi 

S.970 

None 

44 

12 

No 

2noPM 

f Rotating General 

.59611 

2S.> 

11,069 

Req 

69 

12 

2.3S 

2.)0PM 

12 Rotating General 

.59ni 

3S3 

13,574 

Req 

4.5 

12 

239 

230PM 

12 Rotatinc General 

59$11 

002 

e.506 

Req 

OS 

12 

No 

lOOFM 

2S Rotating General 

59011 

3t4 

9,906 

Req 

43 

12 

No 

l.'iOFM 

12 Rotating General 

Gcon 

:A3 

1.5.6.56 

Req 

42 

12 

No 

200- 

14 Rotating General 

€0111 





22oFJf 


_ 

3M 

9.371 

Req 

43 

12 

No 

200FM 

10 Rotating General 

€0211 

322 

9.676 

Req 

36 

12 

No 

SonPM 

12 Rotating General 

60311 

102 

5..593 

Req 

30 

12 

No 

200FM 

4 Rotating General 

6(431 

3G-3 

31,399 

Req 

45 

12 

No 

250FM 

22 Rotating General 

66532 

147 

9.126 

Req 

4S 

12 

No 

250FM 

0 Rotating General 

97411 

33$ 

11,140 

Req 

55 

12 

No 

17.5FM 

12 Rotating General 

COGll 

2$l 

9,244 

Req 

01 

12 

No 

2.WFM 

8 Rotating General 

60731 

270 

10.314 

Req 

Cl 

12 

No 

150FM 

12 Rotalioe General 

C.0S1I 

334 

14,495 

Req 

4S 

12 , 

No 

5florM 

12 Rotating General 

60911 

2:>9 

S,o20 

Req 

43 

22 

No 

200FM 

6 Rotutine General 

63011 

3S2 

13.C69 

Req 

51 

12 

No 

l.->0-2noFM 

10 Rotntine: General 

61313 

311 

12,700 

Req 

4S 

22 

No 

200FM 

10 Rotatinc General 

61211 

492 

1C,4S7 

Req 

CO 

22 

No 

200FM 

18 Rotating General 

61411 

oOO 

13.117 

Req 

59 

22 

No 

:ooFM 

20 Rotating General 

62511 

432 

15,237 

Req 

37 

22 

No 

2MFM 

10 Rotatinc General 

61611 

200 

6,542 

Req 

34 

12 

No 

300FM 

4 Rotating General 

95211 

450 

14,470 

Req 

46 

12 

No 

200FM 

12 Rotating General ^ 

61S11 

267 

7,970 

Req 

45 

12 

No 

200FiI 

4 Rotating General 

61911 

445 

14.427 

Req 

41 

22 

No 

2.y)FM 

20 Rotating General 

. 62011 

IS7 

S.OGO 

Req 

44 

22 

No 

250FM 

6 Rotating General 

62213 

175 

6,445 

Req 

54 

22 

No 

2.V)P51 

2 Rotating General 

62213 

400 

31G 

13,620 

9,265 

Req 

Req 


12 

12 

No 

No 

75FM1 

75FMf 

33 Rotating^ General 

63131 

334 

5,953 

Req 

51 

22 

No 

SoOFM 

4 Rotating General 

91011 

445 

9.594 

Req 

45 

12 

No 

150FM 

32 Rotating General 

62311 

1S$ 

7,S06 

Req 

CO 

12 

No 

225FM 

S Rotating General 

62413 

313 

9,695 

Req 

51 

12 

No 

150FM 

22 Rotating General 

62-511 

350 

S.137 

Req 

CO 

12 

240 

75FM 

12 Rotating General 

62611 

537 

14,597 

Heq 

5o 

12 

No 

50FM 

24 Rotating General 

62711 

SIO 

21,153 

Req 

73 

12 

No 

42FM 

32 Rotating General 

C2Sn 

206 

0,497 

Req 

62 

22 

No 

200FM 

S Rotating General 

62911 

956 

21.219 

Req 

55 

12 

No 

50FM 

40 Rotating General 

63011 

335 

10,i57 

Req 

oS 

12 

No 

175FM 

12 Rotating General 

(53211 

149 

4.91S 

Req 

35 

12 

241 

250FM 

C Rotating General 

63331 

229 

6.32G 

Req 

40 

32 - 

No 

150FM 

8 Rotating General 

6.1522 

251 

94!36 

Req 

46 

12 

No 

2fiOFM ■ 

20 Rotating General 

(55.41 

205 

9,027 

Beq 

61 

22 

242 

2WFJf 

S Rotating General 

63=11 


Atsoclatlon \h» a™:. li*. mcip-ic m «ic naxionai mum watching Program, sponsored by the 4 

American Medical Cclleges. and other cooperating organ! Jtiony.' 












































Ain’ROVED INTERNSHIPS 


Oci. 5, 


of llospllnl mill f.oi'iilloii 


PENNSYLVANIA-ContlnucU 
Norlti('H‘ili’i'n Honiltnl 


Rfti mill Spiiico Sfi., I’liniiilpllililii 
rhllnili-lpliln f^i'iiornl 
Uo«iiltitl +’-i'-*-XCi!-C!>-7(>-7l-72...... 


inarilHlia \iriiriui ouv 

+'*i'"*“XC8-C5-7(V-7l"72... Cltj 

.lltli SI. mill Ciirlo Avo.. ljiljmli'l|ililn 1 
shvti'rlmi lloiiiltnl +»-*-X7l. 


rrfsl'Vti'rlmi lloiiiltn 
.'il’N. S''!!! St., riill 
St. .Vutii"- llo'pltnl ’-I 
ipivi s. Itroml St., 
St. ■To'i'iili'? Ho-iilltil 



05 
■2 
. pa 

Ss’S 

Set: 

G 

V 

*f1 M 

Cl 

t£ 

>•5 

P c 

°Ei 

<c CSS 

o 

S2 

c ^ 

• 



c 

*£^*1 

5 cs’5 

§*2 

6S 

og 

w 

G o 

t£ tC 5 
a o o 
c» 

C- w 

IG u 

ii&O 

axw 

Number and Type cj, 
of Internships hisikir 

NPCorp 

150 

4,0.'.2 

Req 

32 

12 

244 

400FM 

4 Rotating General 

!Y'. 

NPCorp 

409 

12,822 

Rcq 

Ct 

12 

243 

PM 

18 Rotating Genera! 

f“- 

city 

1,C93 

21,.50S 

Req 

52 

12 

No 

59FM 

103 Rotating General 

fill 

Church 

320 

8,727 

Rcq 

02 

12 

No 

lOOFM 

12 Rotating General 

Wll 

Church 

?43 

8,378 

Rcq 

41 

12 

Xo 

2.10FM 

10 Rotating General 

{pi 

Church 


5,809 

Rcq 

54 

12 

No 

SOOPM 

C Rotating General 


Nl'Curp 

OJA 

7,r»f^ 

Rcq 

24 

12 

Xo 

2.10FM 

8 Rotating General 

VA'\ 

NPCorii 

000 

lo,!!'.*; 

Rcq 

J.'l 

12 

244 

2 . 1 FM 

30 Rotating General 


NPCiirii 

.-.so 

11,0.17 

Rcq 

41 

12 

No 

182FM 

IS Rotating General 

Eii'l 


;to|l O'Hnrii SI., Pltt.ilmrt.’li IS Nl't'ori. 

Morey Ho-iilml . 

Itmi T.iuiift St., rittilmrcli in ^ Nl’Ciirp 

Motitrllori’ lloiiillnl + ' .. 

n :.th Avi'.. rittulmrch IS Nl’Corp 

vitt.=i>uri:ti iiocpitni * ••u;;,. 

St. ?rand""^om.Tnn m-' liot.nMlltntion 

Inctlluti- +'-‘-X/3.. 

ifi'i Si.. 1*111^ . a (’iHircli 

St. .tosopli'.- HoM'ltnl nml W«poii>«ry •. 

•2117 ('nr-oii St.. PlttutiurRli S XPC'orii 

. ^,,Corp 

.^pcon. 

. .pforp 

roimmmlty (iotirrHl Hosiiltnl * . . 

It:. N. |■.ll> I'l- Homllnt: NPCi.rii 

Ttomllin: cV"VMn.iinL'. 

nth mill Siiriu'i' Sti".. Honilini. C'lmrch 

St- . .. 


20 Rotating General 
12 Rotating General 
12 Rotating General 
0 Rotating General 


Church 


Rohert Piicircr Hoipltnl .. 

S. ■\Vllliur \sc.. Snyre . 

.. State 

2(10 

C,125 

Rcq 

^ernnton !lo«iMtui 

SiM Mullicrry St., Scrnuton . 

.. XPCurp 

230 

7,014 

Red 

Scsvlcklcy \ itllcy Ho'pitm . 

Hlnrkl.uin . 

XPCiirii 

285 

10,580 

Rcq 

.shnron Cciicnil . 

740 j;. State St.. Shnron . 

... XPCurp 

220 

8,730 

Rcq 


XPCurp 

281 

8.512 

Rcq 

''"’^'r^^•^"rk^Icyst..U^io;H^^^^^ 

... XPCorp 

315 

0.820 

Req 


XPCurp 

195 

4,918 

Rcq 

. 

^•''^;,f^^rC%nll”sr.lHvc«tChcM 

XPCurp 

191 

7.547 

Rcq 

'’''^i:ru-,VlmloVmSt..Wni=c.<=-lt^ 

''■''rK\srvS“"” 

XPCurp 

XPt.'urp 

370 

188 

9,717 

C,7IU 

Req 

Rcq 

Coluinhln ^‘’''''‘''JviikYnVliurg •’! 

312 Pcim Avc., V''S'?,.., ,-3 . 

Church 

185 

G.229 

0 710 

Rcq 

Req 


200 FM 

3.')0F.M 

30OPM 

275FM 

200FM 

2 .'.0F.M 

200FM 

2 .iOFM 

150F.M 

205FM 


''‘■■fimOrmuphin " "‘‘"‘.".V.'”'.'. M-Corp 

-W .... M’Coili 317 

-mui ". 

RHODE ISLAND-Hospltals. C; Torp 210 

. "" 

^'"Tro"pcgt"stl!puwUickct' . NPCorp 100 

sllnulm’A«J; ’. NPCorp 027 ' 

... NPCorp 211 

pfol^ic^ s • • ■ ■ ■. Church 310 

SOUTH O.BOL.UA-H.IUI...T ;i 

Mcdlcnl College of 300 Cnlhoun St., 

Medhiul''college^ NPCorpStiitc 7fH! 

r«rtlniTlhili llospitul A ■vr’or’nrn 


Medical COIICK*-* .. . 14010 Re^ ' 

*Sie<tonlo;;;jj,,,,,,.„a county--=.■■• Rec 29 i2 

. pen « " 

.:: :i “ 


12 

Xo 

275FM 

12 

Xo 

lOOFM 

12 

240 

225FM 

12 

Xo 

300FM 

12 

Xo 

2 ,'> 0 FM 

12 

Xo 

250FM 

12 

Xo 

300FM 

12 

Xo 

225FM 

12 

Xo 

300FM 

12 

Xo 

200 FM 

12 

Xo 

' 200 F.M 

12 

Xo 

200 FM 

12 

Xo 

100-150FM 

12 

Xo 

200 FM 

12 

1C9 

SOOFM 

24 

* 247 

75FM 

12 

Xo 

200FM 

12 

167 

150FM 

12 

Xo 

125FM 

12 

Xo 

150FM 

12 

Xo 

200 FM 

12 

Xo 

225 


18 Rotating General 5-1 

6 Rotating Genera! K 

10 Rotating General &' 

9 Rotating General C 

IS Rotating General t 

5 Rotating General t 

14 Rotating General ( 

C Rotating General ' 

10 Rotating General 
10 Rotating General 

0 Rotating General 
5 Rotating General 
C Rotating Genera! 

5 Rotating General ' 

5 Rotating General 

6 Rotating General 
6 Rotating General 
10 Rotating General 

C Rotating General 

4 Rotating General 

5 Rotating General 
10 Rotating General 


C Rotating I 


8 Rotating General 
S Rotating General 


IS Rotating ' 


8 Rotating General 
12 Rotating General 


SO Rotating 


18 Rotating ' 


5 Rotating ' 


24 Rotating ' 


0 Rotating ' 


_____ --- 

program. r"^?"anlzat!ont. 
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)I. 165, No. 5 


APPROVED INTERNSHIPS 


Xaijie of Hospital and Location 
SOUTH CAROLINA-ContInued 

Jrtantare General Hospital +'. 

SVIX. Church St.. Spartanburg 


Kennan Ho^^pital . 

fro E St., Sioux FaIL« 

'rai Valler Hospital +r->-X75..... 
113 S Eucliil Ave.. Sioux Fnlb 


W. 4th St.. Yankton 

TENNESSEE-HospItals, 15; Internships. 257 

rone^* Erlanger Hospital . 

241 Wiehl St.. Chnttanoopa 3 

^oL^ton Valiev Coinimmity Hospital . 

W. Ravine St.. Kins'^port 

St Tenne'^ee Bapti«t Hospital +‘“®. 

•yi Blount Ave., Knoxville 10 

irt S.'indcr^ Pre'^hyterian Hospital . 

W. Clinch ^ve.. Knoxville IG 

•. Mary*' Memorial Hospital . 

Oak Hill Ave.. Knoxville 17 
nirer-ity of Tenne''-ee Memorial Re^ettrch Cen- 

•«: rhaI Hospital . 

.Alcoa Hwy.. Knoxville 

ipti't ilemorinl Hospital . 

Madi«on Ave . Mcinphi* 3 

ity of Memphis: Hospitals +'-^“^-X76. 

(John Ga«ton Hospital) 

• Madi«on Ave., Memphis 3 

nhodl't Hospital +. 

IJVj Tnion Ave., Memphis 4 

t. .Joseph Hospital . 

.Tack«on A\e., Memphis 5 
ipti«t Hospital +'-*. 

- yon Church St.. Xa«hviUe 3 

*orge W, Hubbard Hospital +i-5-*-X77. 

ir «0 15th Ave. X., Xn«hville S 
iVhvIlle General Hospital +'•■*. 

- Herrnltace A\c., XnsbviHe 10 

. Thomas Hospital . 

joo Hayes St., Xn«hville 4 


anderbllt Unlveivity Hospital ♦''*«X78, 
2l5t Ave. S. at Ed^ehill. Xoshvllle 5 


TEXAS-HospItals, 23; Internships, 358 


Inth St and Ea«t Ave., Austin 1 

..emorial Hospital ’. 

Hospital Blvd., Corpus Christ! 

, aylor University Hospital ♦'-8-x79. 

Ga«ton Ave.. Dallas 10 


*3*3 Wclbom St.. Dnllac 19 

!thod{«t Hospital +'-3-x79. 

5''1 W. Coloraiio Blvd., Dallas 22 
irkland Memorial Hospital +'-<-X79 
Harry Hine« Bhd.. DaUas 19 
. Paurs Ho'pitnl +'-3-x79 . 

3121 Bryan St., Dallas 4 


I'H Pa«o General Hospital ^*3 

T Aiamoda Ave., El Paso. 

lotel D eu. Sifter'* Hospital +® 
lou X. Stanton St.. £1 Pa'io 
lam< Ho':pital ♦*-*»... 

■nt.ro !' • si;.'Fort'Worth V 

, Dim Peter Smith Ho=rital -n-J-* 

it M? * 

' 1 . .Io«eph s Hospital -t-t-s 

•-irir,®' % - Worth 4. 

"* Texas Medical Branch 


cth .. oiuie yia avc'i 

■'living r-n"? Sts.. Galveston 

-Medicine 

, 5® Houston 

. 

. 

.— - 

.“ 

1910 CraK?o”r;F«?' n. Church 422 22,1S1 Keq 

Rsptld ®*- Houston 3 

2 5 CaSim “S"''’*®' *'’’->‘5°. Church 2S2 16.SS2 Req 

tiohert n r !! Antonio 2 

5i; Moriw ci ^°^PHal-n-s-t-xEI).. Dist 300 9.64S Beq 

- •’^°raics St., San -Antoni o 7 

an asterisk (•) In this listing do not participate In the 
Abbrtvlatinn. J . ./''®*Hcan Hospital Association, the Association of American 

viiuons and other references will be found on pages 4B2 and 4S3. 
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s cP 


T/2-.C 

Number and Type 

Code 

- 



5 » 

Cai 



s 

<:r. 


of Internships Number 

County 

370 

1G,237 

Req 

2S 

12 

Xo 

lytFM 

15 Eotatine General 

GSoll 

. 23 

Church 

190 

7,472 

Xone 

30 

12 

Xo 

l.V>F5I 

7 Rotating General 


XPCorp. 

210 

9,635 

Xone 

42 

12 

Xo 

150FM 

10 Rotating General 

6S711 

Church 

205 

52105 

Req - 

4S 

12 

Xo 

150FH 

6 Rotating General 

essii 

CyCo 

."><0 

17,427 

Req 

43 

I-"* 

Xo 

200FiI 

IS Rotating General 

65911 






2 Mixed (Ob.-Snrg.- 










3Ied.) 

65509 

XPCorp 

245 

12.091 

Req 

39 

12 

Xo 

250FM 

5 Rotating: General 


Church 

251 

12.7U 

Req 

40 

12 

245 

200FM 

12 Rotating General 

65011 

Church 

159 

92>5S 

Req 

39 

12 

Xo 

200FM 

7 Rotating General 

69111 

Church 

270 

10,657 

Req 

40 

12 

245 

225-300FM 

12 Rotating General 

69311 

State 

252 

.... 

Req 

44 

12 

Xo 

I2SF5I 

17 Rotating General 


Church 

772 

27,555 

Req 

41 

12 

249 

12.jr5I 

20 Rotating General 

69111 

City 

530 

21,349 

Req 

55 

12 

Xo 

75-lOOFM 

45 Rotating General 


Church 

290 

14.102 

Req 

35 

12 

250 

125FM 

12 Rotating General 

69011 

Church 

250 

13,405 

Req 

56 

12 

Xo 

150FM 

12 Rotating General 


Church 

2S4 

14 .-203 

Req 

40 

12 

251 

150FM 

16 Rotating General 

69911 

Church 

197 

5,455 

Req 

51 

12 

Xo 

lOOFM 

14 Rotating General 

69511 

City 

230 

5,009 

Req 

3S 

12 

Xo 

lOOFM 

12 Rotating General 


Church 

22J 

9.690 

Req 

29 

12 

252 

175F3I 

6 Rotating General 

70111 






2 Straight Medicine 

70132 









2 Straight Surgery 

70133 









2 Mixed (Med.-Surg.) 

1 Mi.xed (Ob.-Gyn.- 

70124 









Sure.) 

70126 









1 Mixed (Ob.-Gyn.-Med.) 70109 

XPCorp 


12.5-29 

Req 

54 

12 

Xo 

2.jF.M 

12 Straight Jledieine 

70232 







12 Straight Surgery 

70233 









7 Straight Pediatrics 

70231 









2 Straight Pathology 

70236 

City 

soo 

i,S43 

Req 

46 

12 

Xo 

150FM 

13 Rotating General 

70411 

CyCo 

252 

10,404 

Req 

26 

12 

253 

IDOFM 

5 Rotating General 

70511 

Church 

oSS 

29,353 

Req 

40 

12 

254 

115F5I 

IS Rotating General 

70011 








1 Straight iledicine 

7C632 









1 Straleht Surgery 

7n»133 

XPCorp 

151 

3.500 

Req 

72 

12 

113 

50FM 

3 Straight Pediatrics 

95534 

Church 

2SS 

16.516 

Req 

35 

12 

Xo 

175F5I 

12 Rotating General 

70711 

Dist 

753 

I3,T30 

Req 

52 

12 

Xo 

100 

24 Rotating General 

70$U 









8 Straight Medicine 

70S32 

Church 

395 

15,492 

Req 

47 

12 

Xo 

lOOFM 

14 Rotating General 

7C011 








1 Straight Medicine 

70932 









1 Rot. (Med. Major) 

70912 









1 Rot. (Surg. Major) 

70913 

CyCo 

230 

3,550 

Req 

71 

12 

Xo 

150FM 

8 Rotating General 

71011 

Church 

21S 

9,292 

Req 

41 

12 

Xo 

150FM 

6 Rotating General 

95111 

Church 

40G 

15.675 

Req 

40 

12 

Xo 

200F5I 

16 Rotating General 

n211 

CyCo 

200 

4,654 

Req 

50 

12 

Xo 

50FM 

13 Rotating General 

71111 

Church 

300 

13,522 

Req 

41 

12 

Xo 

20OFM 

IS Rotating General 

71311 

State 

91S 

12.432 

Req 

59 

12 

Xo 

llOFM 

3f3 Rotating General 

71411 

CyCo 

4^ 

142?04 

Req 

59 

12 

255 

oOFM 

SO Rotating General 

71611 









4 Straight Medicine 

71632 









4 Straight Surgerv 

71633 

Church 



Req 





4 Straight Pediatrics 

71634 

301 

14.-265 

63 

12 

256 

195 

S Rotating General 

Tini 









2 Straight Medicine 

n732 

XPCorp 



Req 


li 



2 Straight Surgerv 

71733 

C25 

27,176 

42 

Xo 

75FM 

IS Rotating General 

71511 

Church 

425 

202125 

Req 

40 

12 

Xo 

150PM 

20 Rotating General 

95211 

Church 

422 

22,154 

Req 

41 

12 

Xo 

100-150FM 

6 Rotating General 

71511 

Church 

2S2 

16.552 

Req 

37 

12 

Xo 

100-150FM 

8 Rotating General 

72111 

Dist 

SOO 

9,G4S 

Req 

4S 

12 

Xo 

lOOFM 

29 Rotating General 

7^1 


National Intern Matching Program, sponsored by the American 
Medical Colleges, and other cooperating organizations. 
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Al’PUOVED INTERNSHIPS 


Name of Ho‘»oit»l nnil T.orullnn . 


c 

c 


tn 

■g 

n 

*5 

c 


us'i 

Ex:E 

S e5*c 

y»pt< 




a 

O) 

tc 

>*« 

°E- 

'3 

bfi 

a e-N 

*5 s 

uv-g 

5g2 

Si cj 

Oc- 

C3 C* 

&T 


ta be 5 

eS ^ 

H G 

"S’? 

X ^ 
Ox 

O' ' 

-^.Ph 

a oB 

«i» l- 

hdCiC. 


(fCkC 

SxC 




OctS, 


Number and Tvm 
ot Internships 


Ceti 


iMtl 


TEXAS—Continued 

Snnin Itoni Hosidtiil +'■’. 

Tt.'i W. Hoiioton St., Snn .\ntonlo 7 
Si’ntt mill Wlittp Mi'inorlnl Hooiiltiil>i 
Uin \V. Avo. 0.. ToinliU' 

I’riiv libnicp l! 0 ‘-itltiil . 

IT'.’.'i t’olcoril .\\r.. Wncn 

UTAH- HospItnU, 6; Internships, 75 

St. Iti’iU'illct’s H(i-liltiil +'■’. 

tiiKKt Polk .\\o.. Omlrn 
Thiniui'- I>. I'l'f Moinorlnl llo'-iiltiil ♦’-xB?.. 

211(1 HnrrKiiti lllvil.. (iKili'ii 
lir. W. 11. (irnvo'- I.iitti'r-l)ii>- Snlnt'- 

IIo<-|i1tiil +'-xB2. 

ol'i Stii A\i'.. Suit I.iiki' City :i 

Holv Cro'-' Hosjiltnl ■♦■’-XB2. 

'tm.'i i;. Kt South St.. Suit liiiko city 2 

St. Mnrk'p Ho'pltiil +'-’-xB2. 

N. 2iul Wp»t St.. Suit l.nko City 1(1 
Stilt I.iiki' Comity tirtipriil lIo-i>Itiil ♦'-XB2 
•Ji'.Kt S. Stntp St., Suit l.nko City l.'i 


VEHMONT-Hospitnii. 2: Internships. 20 

IH- Coi-'Iirinnil .Momorliil Ho'-pltnl +»-''-XB3... 
I S. rro'iipot St., liiirllnuton 

Mnrv KK'ti'hi'r llo^pltnl +'-"-'-XB3. 

Colrhi'-tiM Am-.. Uurlimrtoii 


Cluirch 

4lg| 

ir»,29a 

Rcq 

02 

XPCorp 

201 

7,r»07 

Rcq 

48 

Oluirrh 

200 

7p077 

Rcq 

31 


Cluiich 

170- 

5p»ir> 

Rcq 

Cl 

(-liiircli 

2'i(i 

0,472 

Reel' 

42 

Chirreh 

:t.v» 

16,101 

Rcq 

13 

(Jluirph 

lie 

0,202 

Rcq 

52 

('Inireh 

2:iO 

io,i7r> 

Rcq 

.32 

County 

2JS 

1,005 

Rcq 

08 


Cliiirr-li 

220 

0,131 

Rpq 

18 

XPCorp 

21 s 

7,2(.l 

Rcq 

72 


12 

Xo 

200F.M 

12 Rotating General rj 

12 

257 

200FM 

8 Rotating General ^ 1 ' 

12 

2.53 

200FJI 

4 Rotating General j.,. 

12 

Xo 

200PM 

9 Rotating General 

12 

2.59 

2.50PM 

8 Rotating General (v 

12 

Xo 

17.5FM 

10 Rotating General 

12 

Xo 

150rM 

0 Rotating General p '. 

12-21 

Xo 

:.50FM 

4 Rot. General (12 mo 15 I 
() Rot. General (21 nolle 

12 

21'tO 

lOOFM 

11 Rotating General IT! 

8 Straight Medieine rc 

4 Straight Pediatries ;>;j 

12 

Xo 

lOOFM 

8 Rotating General C 

12 

Xo 

.50FM 

12 Rotating General It 


VIHGINIA—Hospitals, 16: Internships, IM 


.th-Miiiiltin llii'jiltnl ♦ 

Ti'i IXikt- St.. Ali-yiinilrIn 
Ciihi-r^ltv ot Vlri:lnln llo'l' 
Clmrlottr-s 111'- 


1.1 . Nl’Corii 


Clii-'nin-nki- imil Ohio lloM>ltnl ♦* ». Nl'Corp 

l!i.li'i-«iiy St., cillton lorm- 


.\Ii-morinl Hoviiltnl 


♦ i.a . NPCorp 


11.’ S. .'Inin St.. IXiiulllo 

l.jm-hliuru (ioticrnl UO'iiltnl . 

Tiitp Sprliis,-' Ihh. I.ynrhtmrs: 

Mniy Itmmicnlnto lloMiltnl 

itinir ntiil Itii.Nton .\m-'.. Ncnport si" 
ItlM-rohli- lloipltul . 


rlolk lii-nt-r.ii iio-i-.* •• 

Iliili-luh mill 


.lohiiooii-wiiii- hom'IO'I . 

-►.s Kcii'Iimtoii Am-.. Ifh-luiio hi .1 
.Mi-il’h-iil Colh’kC of VlrKllilli llOM'ilo'. 

VMpmorlnhPooiio?^ 

p-im K Hroiiil St., lllchmoiiil 1. 

Sliiiirt Clri-li- IfO'I'.'f', .. 


11 ;. Stii.irt Ciri-U-. Ulchiiioiiil -20 

pn'i'VrVinkmVKiUS^vV.'itV.iVnokp 1(1 


llril St. mill l-HO- ,\vr.. . 

\ViuPh.Mrr Memorhil ^ . 


S. StesMirt St.. WliK-ho.stor 


+ 1 - 3 .XB 6 . 


i-i.i,. i-iiiintv llospitiil +'"*-XBG. 

’'■■'Vnlt No! 1 (fl>'rl.orylosM 

:M:t mil Avo.. Si*altlo 
n'nnd 1 ";iotr.'J!^on SC. sV^^uf^' ■ ■ 
!{^":’nn.“Mx:^ou sc: SenUip-V 
SSSPllWl lfO'‘l''l‘,'’ '«^n^|ir.‘.i"' 


llh^Mp!. six^kmx 

, ...... TW.wI.ltlll 


X 81^0 Mnninu ims...* 


+1-3. 


XPCorii 

•2t>l 

9,009 

Slate 

crar 

11,705 

XPCorp 

210 

7,007 

XPCorp 

275 

1-2.922 

XPCorii 

218 

C,CS7 

Church 

150 

5.0C9 

Xl’Corp 

•211 

8,708 

Cluirch 

2.59 

12,318 

.VPCorii 

('.111 

l-2.l.'-7 

Cori> 

235 

8,155 

Slate 

882 

27,8.39 

CoiT 

1.50 

4,178 

. Corp 

1.51 

0.031 

. Co 111 

3 HI 

0.382 

. XPCoip 

325 

9.8-20 

. XPCorp 

251 

9.119 

, 148 



. XPCorp 

187 

9,7.58 

,. County 

1.50 

11,121 

.. Church 

3.V> 

11,779 

.. XPCorp 

lie 

1,887 

.. XPCorp 

370 

15,9.13 

.. XPCorp 

217 

10.313 

,.. Church 

2.55 

10 13-2 

,.. Church 

189 

23,310 

XPCorp 

281 

7,003 

... County 

205 

4,769 

... Chuich 

219 

8,911 

XPCorp 

213 

9,132 


Rpq 
Kcq 

Uoq 

Req 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 

Rcq 

Req 

Rcq 

Rcq 

Req 

Req 

Rcq 

None 

Req 

Req 

Req 

Req 

Rcq 

Req 

Rcq 


P.9 

.'.r. 

57 

1C 

11 

13 

32 

CO 

10 

B1 

10 

50 

1C 

32 

50 

42 


01 

.50 
38 
■ .52 
77 
41 
41 
11 
38 
16 
35 


12 
12 

12 
12 
12 
12 
12 
12 
12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 

12 


Xo 

2C1 

Xo 

Xo 

202 

Xo 

Xo 

Xo 


17.-.PJI 

7.5FM 

ll.'.FM 

3nOF.M 

]5nFM 

i.-.nF.M 

200 FM 

1.50P.M 


Xo lOO-lCOFM 


2C3 

Xo 

201 

Xo 

Xo 

Xo 

Xo 

2C5 

Xo 


20 OFM 

7.5P.M 

2.'.0FM 

150FM 

225FM 

250FM 

2 .inF.M 

200FJ1 

POFM 


8 Rotating General C 

12 Rotating General K.i- 

12 Straight Medieine TT. 

8 StraightSurgery ""P 

2 Straight Medieine s'*. 

10 Rotating General Cl 

2 Rotating General C-' 

5 Rotating Gcaetal f'-'i 

9 Rotating General V) 
12 Rotating General h 1 

10 Rotating General ;ll'l 
1 Rot. (Med. Major) ; 1 
1 Rot. (Sure-ifaJ" > £ 
1 Rot (Fed. Major) ; ' 
1 Rot! (Ob.-Gyn. Major) d^ 

12 Rotating Generid 


2C5 

Xo 

Xo 

Xo 

Xo 

Xo 


Id 


10 Rotating General 
fi Straight Medieine 
8 Straight Surgery 
0 Rotating General 

4 Mixed (Surg.-Med- 
Ob.) 

C Rotating General 
12 Rotating General 
C Rotating General 


; Rotating General 


30 Rotating 


General 


Xo 110-175FM 
20,"> 150FM 

005 125-200FM 

12.-)P.M 
200FM 
200FJI 
200r.M 
200 rM 
230F5I 


4 Straight-Medioio' 

10 Rotating General 
0 Rotating General 
10 Rotating General 
10 Rotating General 
l-l Rotating Genera' 


15 Rotating 
S Rotating 


2CC 150-250FJI 


10 Rotating 
0 Rotating 
S Rotating 


General 

General 

General 


General 

General 


TnPm:;a>l^n». . 
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Kfline of Hospital and Location 
'' WEST VIRGINIA—Hospitals, 9; Internships, 

,• rhurWton General Hospital 
' Bmoks St.-and Elmwood Are., Charleston 2o 

Kanawha Valley Hospital . 

lOU Virginia St. E., Charleston 1 

Memorial Hospital . 

KM Noyes Ave. S.E., Charleston 4 

Cabell Buntiagton Hospital ^. 

IStn iCth St.. Huntington 3 

St. Mary’s Hospital . 

o'-.M 1st Ave.. Huntington 2 

‘ CaiiTden-Clark Memorial Hospital +». 

717 .Ann St.. Parkersburg 

^ St Joseph’s Hospital +*. 

1501 Market St.. Parkersburg 

. Ohio Valley General Hospital . 

RofT St.. Wheeling 

Wheeling Hospital . 

ICO Main St.. Wheeling 

WISCONSIN-Hospitals, 23; Internships, 244 

■; Luther Hospital —.. 

^ 310 Chestnut St., Eau Claire 

St. .Agnes Hospital . 

400 E. Divi'sjon St., Fond du Lac 

Mercy Hospital . 

cW N. Washington St,, Janesville 

La Cro5.se Lutheran Hospital . 

1910 South Ave., La Crosse 

St. Francis Hospital .;. 

7M S. 10th St.. La Crosse 

Madison General Hospital . 

ftli Mound St,. Madison 5 

’ Methodist Hospital +'-*-x87. 

S09 W.. * ” 

/St. Mary’s " '■» ' 

720 S. E ' . 

• L’niversity. Hospitals +'“*-X87. 

1300 University .Ave., Madison fi 

St. Joseph’s Hospital ♦'.*. 

1- Cll St. Joseph's Ave.. Marshfield 

Columbia Hospital . 

3321 N, Maryland Ave., Milwaukee 11 

Evangelical Deaconess Hospital . 

fi2P .N. 19th St.. Milwaukee 3 
Milwaukee Children’s Hospital +*-s-<-X88. 

721 N, 17th St.. Milwaukee 3 

Milwaukee County Hospital ♦'-s-*-X88. 

S7C0 \V. AVisconsin .Ave., Milwaukee 13 

Milwaukee’Hospital +i-s«x88. 

2200 W. Kilboum Ave., MUwauVee 3 

:. MIsericordia Hospital *. 

1255 N. 22nd St., MBwaukee 5 

'» Mount Sinai Hospital +'•**. 

90SN. 12th <?•. y/.].,' . r 

. St. Joseph’s >1,1".' ♦’■xr*' 

yoo w, c. ■ ■ ’■: ’•k-- . 

St. Luke’s Hospital . 

2900 AY. Oklahoma Ave., Milwaukee 15 

.. lit. Mary’s Hospital +3. 

2320 N. Lake Dr., Alllwaukee 11 

St. Michael Hospital +'“3. 

AV. vniard Ave. and N. 25th*St!, MilwauicM 12 

• Mercy Hospital i. 

r 155 Hazel St., Oshkosh 

- St. Mary’s Hospital . 

Maple Hill, AA’ausau 

CANAL ZONE—Hospitals, I; Internships, IS 


Balhoa Heights 

Pe^onnel Director, Panama Canal Company, 
Balboa Heights 

HAWAII-Hospitals, 3; Internships, 38 

‘Kuakini^ Hospital . 

31, K. Kuakin! St., Honolulu 17 
Queen’s Hospital 

m Punchbowl St.VHonoiuiu‘9. 

St. Francis Hospital 

22W Llliha St., Honoliifu’ii. 

PUERTO RICO—Hospitals, 8; Internships, 
uadilla District Hospital i .. 

.SEUadllla . 

-ircclho District Hospital i.. 

Eares Rd., .Arecibo 


t- c nospi 

Insular Highway No. 
iajanlo District Hospit 

raiardo 

)-pital dc Dam““ 

Concordia St., 


Bayamon 


Rio 


Ponce 


"o 

tc 

s 

c •- 
t. * s 
ec:5 

■«» 

c 

0 

0 

ic 


So 

5 







C g 



■n H.C 


Code 

0 

? 


Cx 



<x 

xxC 

of Internships 1 

Number 

, 82 

NPCorp 

240 

9,593 

Req 

45 

12 

No 

900FM 

10 Rotating General 

76411 

Corp 

150 

5,442 

Beq 

26 

12 

No 

■jaoFM 

6 Rotating General 

76511 

XPCorp 

249 

9.ni 

Req 

57 

12 

No 

200FM 

10 Rotating General 

90*211 

NPCorp 

237 

.... 

Req 

23 

12 

No 

200FM 

S Rotating General 

97611 

Church 

339 

13.S00 

Req 

40 

12 

No 

200-2o0FiI 

14 Rotating General 

76611 

City 

195 

5,9*29 

Req 

27 

12 

No 

150FM 

4 Rotating General 

7Gni 

Church 

195 

8,373 

Req 

35 

12 

No 

I50FM 

6 Rotating General 

94411 

XPCorp 

2G6 

10,0*25 

Req 

41 

12 

No 

laOPM 

14 Rotating General 

76911 

Church 

245 

8,772 

Req 

3-2 

13 

No 

200FM 

10 Rotating General 

77011 

NPCorp 

22c 

84*95 

Req 

63 

12 

No 

200FM 

6 Rotating General 

77111 

Church 

230 

11420 

Req 

30 

12 

No 

12jFM 

6 Rotating General 

95311 

Church 

225 

6,421 

Req 

37 

12 

No 

200FM 

5 Rotating General 

773U 

Church 

1S5 

6.5S2 

Req 

55 

12 

No 

200FM 

4 Rotating General 

77411 

Church 

247 

9,355 

Req 

47 

12 

No 

200FM 

7 Rotating General 

77511 

NPCorp 

SCO 

11,333 

Req 

55 

12 

No 

125-200FM 

It.Rotating General 

77611 

Church 

143 

4,9G3 

Req 

50 

12 

No 

200FM 

4 Rotating General 

TTHl 

Church 

250 

9,853 

.... 

41 

12 

No 

1CO-200FM 

10 Rotating General 

77511 

state 

f?33 

14,109 

Req 

81 

12 

No 

V5FM 

23 Rotating General 

77911 

Church 

252 

8.079 

Req 

57 

12 

No 

250FJ1 

1 Rotating General 

76011 

XPCorp 

259 

7,786 

Req 

75 

12 

267 

395PM 

30 Rotating General 

76113 

Church 

220 

S,422 

Req 

53 

12 

26? 

300FM 

14 Rotating General 

75211 

XPCorp 

ICO 

5.900 

Req 

84 

12 

2C9 

150FJ1 

2 Straight Pediatrics 

75334 

County 

950 

21,119 

Req 

35 

12 

270 

341PM 

50 Rotating General 

75411 

Church 

341 

11,009 

Req 

61 

12 

271 

220PM 

9 Rotating General 

75511 

Church 

175 

8,326 

Req 

52 

12 

272 

200FM 

6 Rotating General 

S9ni 

XPCorp* 

197 

8,935 

Req 

29 

12 

273 

200FM 

12 Rotating General 

75ni 

Church 

3n 

15.900 

Req 

46 

12 

274 

210PM 

12 Rotating General 

75811 

NPCorp 

29J 

12,924 

Req 

45 

12 

275 

200FM 

15 Rotating General 

78911 

Church 

200 

7,901 

Req 

53 

12 

276 

150FM 

10 Rotating General 

79011 

Church 

225- 

5,517 

Req 

40 

12 

277 

150FM 

8 Rotating General 

79111 

Church 

250 

7,903 

None 

23 

12 

No 

150PM 

4 Rotating General 

79311 

Church 

230 

/ 

8,651 

Req 

41 

12 

No 

200FM 

4 Rotating General 

79511 

Fed 

352 

8,910 

Req 

87 

12 

No 

3140.60 

(annual) 

15 Rotating General 

86511 

NPCorp 

140 

8,955 

Req 

52 

24 

27S 

50-175F3I 

12 Rotating General 


XPCorp 

3S7 

1431 

Req 

62 

12 

No 

lOOFM 

14 Rotating General 

80511 

Church 

224 

S,2S5 

Beq 


12 

No 

75FM 

12 Rotating General 

80911 

105 










State 

250 

5,900 

Req 

SO 

12 

No 

T5FM 

12 Rotating General 


state 

259 

6,66J 

Req 

72 

12 

No 

75FM 

35 Rotating General 


State 

250 

7,561 

Req 

52 

12 

No 

75FM 

16 Rotating (Jeneral 


State 

250 

5375 

Req 

45 

. 12 

No 

75FM 

12 Rotating General 


Church 

153 

5,253 

Req 

39 

12 

Xo 

lOOFM 

7 Rotating General 


City 

205 

7,005 

Req 

41 

12 

No 

75FM 

13 Rotating General 


XPCorp 

132 

4317 

Req 

34 

12 

No 

50FM 

6 Rotating General 


, City 

&1O 

10376 

Req 

35 

12 

Xo 

75FM 

24 Rotating General 



tj?.. I—-inutLiiiai Hospital 

Pineiro St.. Rio Piedras . 

Hospital i-s-x89. 

t 1 

Hospital +1-S.X89 

_ Do Diego .^ve., Sap ,I„nn 34 . 

Msoclltllfn “th? th' National Intern Hatching Program, sponsored by the American 

Abbreviations Ass>>'lf“on) 'he Association of American Medical Colleges, and other cooperating organizations. 

■.lions ano other references will be found on pages 482 and 483. 






















































AI’P«OVfiD INTERNSHIPS 


Nniiii' (>f lIo‘.|ii(ni J.oriillnii . 

TEXAS—Continued 

Smiln Rovji }}r><i}>!ttii + 1-3 .. 

Tir. tv. IJoiivloii H(,. .SmV.VnionVf) V. 

^‘’”*1..!".'.'* " Jfi'itKirltt! +>-» 

•■IIH n. Avr. ().. Toniplc 
J’roi'liU'iiro llociilliil 

17^:. I'olconl .tvc.. tv'ili'o. 

UTAH- Hospltnlj, 6; Internships, 75 

St. Hfnivltct'-. Ho^iiltiil +>-3. 

Omlcn 

Thoiiiii'" It. Mw .Mriiioriiil Hi)>-iiiliil +'.xB2 
'JIIO IIiirrKtiti Hlvii., flKtlon 
Hr. W. JI. (Jriivf^ Cittlrr-DHv Saint'. 

Ko'-Iiitiil ♦'-x82. 

.>.111 Suit . 

Hi'lv (‘ro>- Hos)iUnl +’-x82. 

11*1.7 1;. Kt .SiMilli St.. Salt l.akr City 

St. .Mark’!* HtKpItiil +<-t.x82. 

NCi N. I’inl \\v..t 81.. Salt l.akt' Cliv iiV 
Salt i.nkc cotmt.v tlriicriil Ho'tpUal ♦'-X82. 
S. Slnti' St., Salt Uuko CItv 17 


Control 

*13 

AQ 

95 

4-a 

2is| 

Jggs 

E=S 

3 «-c 
Ptfl.-; 

Outpatient 

.Service 

Autopsy 

Percentage 

oe? 

Jd 

■*-* *^^ 
tfl b£ 5 
« 0 0 

c4f2iC 

Affllfated 

Service 

t£ 

a ^ 

sSc 

ttao 

bkS 

Chvtrch 

400 

15,290 

Rea 

52 

12 

No 

2!»P.)f 

NPCorp 

201 

7,507 

Rcfl 

48 

12 

277 

200FM 

Church 

200 

7,077 

Rea 

.34 

12 

27S 

200F.M 

Church 

170s 

5,7115 

Rea 

Cl 

12 

No 

2CX)P.M 

tlhurch 

22(1 

9,47-2 

Reel* 

42 

12 

2.>9 

p)PM 

Church 

;i’4) 

18,191 

Rea 

4,3 

12 

No 

377r.\I 

Church 

102 

9,2(42 

Rea 

,72 

12 

No 

ITOPM 

Church 

2.Vt 

10,177 

Rea 

.32 

12-24 

No 

3.70F.M 

County 

2-2S 

•1.007 

Rcq 

GS 

12 

280 

3C0FM 


VERMONT-Hospitals, 2: Internships, 20 

IV (lot'vhrianil .Mi.jiiorlal ]ln..|)llal ♦‘'•'-XBJ. 

1 .s. I’rti'jw'i'l .m.. 

.Mao- riftt'lii'r Il()>.pl|jil ♦''»-'.X83. 

i.'i>lrhr»ti't ltiir)lni.’(t>ii 

VIRGINIA—Hospltals, 16; Internships, IM 

.il<'\tiii<ltlii Il<i*.jiltal ♦'*’. 

~i'> Piikc SI., .Vmiinlrlii 

Cnitrralty of Vlrirliila IloMiltiil +’-X84. 

cimrlotti'«fIlli' 


(.■fu".!tlK’aki' iifid chio llo'.iiltnt ♦' ^ . 

IfMitrnay SI,, (’llffoti Sor^c 

.Mriiiotial I((>-|i|taI +'*“... 

U: S. .Main .St., Diintlltr' 

t.yiirhlmri: (ioiii'rat Hospital +•••''. 

Tate Si)rliii;>. IM.. I.ynchintrtr 

Maty lianiai-iilalo Ho'.tiltal ’. 

Illnir ninl Ilii\t<in Aso'., .Vowport .Sasw 

llltorrhU' Ho'‘p!tal ♦'. 

•.‘17 .VJlh St., .Ni'WpoM Nait'. 

Hr I’aiil Hospital . 

Klntt'tlry I,a(ii' anil (iraiitiy St., Norfolk .7 

Notlolk Clrtii'r.il H<>'‘pltal +’•*’. 

Ittili'K'li anil I'olli'y .Xtrs,, Norfolk 7 


.loliii'-loii-WillH Ho''pital ♦’. 

Ki'it'liiaton .\\(>.. ItlrhnioiKf '.'I 
.Medical (Villexe of Vlrtrlnlii }IO‘jiltiil 


tMetiiorlal. Hooley and St. I’hlllii Ilo'l'ltal'.i 
I'.'O'i 1; liroail SI.. Hlcliinond IP 


41.7 Slii.irt f’lrcle, lilchliinnd 'At 


l:)l:i Franklin ltd.. S.W., Hoaiiokc hi 

l.<■wl>■(lldl• Ho'iiltiil ♦'-a.,. 

hril St. anil I.tick Avc., S.W., Hoaiicikc II 


Hollovtew and I.akc Avi”*., Itoauokc H 

iichc'icr .Memorial Hospital '. 

S. .Steuarl Kl., Wliiche'.ter 


li'i!l Cidver'lly St.. Seattle 1 
It: County Ho'.idtnl ♦’-•-XfiS 
Cult So. 1 (Ifnriiorclew) 

;t'7 nth .tfc.. .Seattle 1 


Oct 

D 

I ^ 
i'CX 

Sc 

''““fcer anil Tjj, , 

oflnltratiiipf 

* 72 Rotating 

200 F.M 8 Rotating Grnn .1 

200 F.M 4 Rotating Gene:,; 

200 P.M 9 Rotating Gccsti! 


Church 


C,1.3I 

Rea 

IS 

12 

NPCorp 

218 

7,281 

Rc(| 

72 

12 

NPCorp 

•201 

9.909 

Rea 

39 

32 

State 

rggr 


Rea 

70 

12 

NPCorp 

210 

7/>i>7 

Rea 

.77 

32 

NPCorp 

277 

12,922 

Rea 

40 

12 

NPCorp 

248 

0.7.87 

Rcq 

44 

12 

Church 

l.V> 


Req 

43 

12 

NPCotp 

•211 

8,79sg 

Rea 

32 

12 

Church 

'J.VI 

12,318 

Rcq 

GO 

12 

NPi 'orp 

tiui 

1-2. |s7 

Rc<| 

40 

12 

Corp 

2.37 

F.1.'k7 

Rcq 

51 

12 

Sliilc 


27,839 

Rcq 

49 

12 

Corp 

I.V> 

4,178 

Rcq 

.’lO 

12 

. Corp 

l.'d 

t!,o:il 

Rcq 

40 

12 

. Corji 

Iro 

(1.38’ 

Rcq 

32 

12 

. Nl'Ctiip 

.3-27 


Rcq 

79 

12 

NPCorp 

•27\ 

9.119 

Rcq 

42 

32 

146 

. NPCorp 

187 

9.T.7S 

None 

57 

12 

County 

4.70 

tl.V2l 

Rcq 

G1 

12 

. Church 

src. 

11.779 

Rcq 

.70 

12 

. NPCorp 

110 

1.887 

Rcq 

38 

12 

NPCorp 

I>70 

17,9 W 

Rcq 

' 52 

12 

. NPCorp 

217 

10,313 

Rcq 

77 

32 

. Church 

2.V> 

10 1.32 

Rcq 

41 

12 

, Church 

ISO 

23,310 

Rcq 

41 

12 

, NPCorji 

2S4 

7,903 

.... 

41 

12 

. County 

207 

4,709 

Rcq 

38 

3'2 

, Church 

219 

8,911 

Rcq 

40 

12 

, NPCorp 

215 

9,182 

.... 

35 

12 


4 Rot. General (12 im 
(1 Rot. Geaera! (a 5.5 
H Rotating General 

5 Straight JloliciDe 
4 Straight Peihstrift 


IS 12 N'o lOOFM g Rotating General 
72 No .Tor.M 12 Rotating General 


No 177P.M 


No i.wr.M 

No 200F.II 

N’o l.VtP.M 

No lOO-lOOF.M 

2tk2 2«iF.M 

No 77P.M 


S Rotating Genera! 

VI Rotating Genera! 

12 Straight llediclne 
S StraightSurgerj- 
2 Straight Medime 

ID Rotating Genera! 

2 Rotntlng General 

7 Rotating Genera! 

9 Rotnltog General 

12 Rotnting General 

10 Rotating General 
1 Rot. (Med. Malorl 
1 Rot. (Surg. Majorl 
1 Rot. (Fed. Major) 

1 Rot. (Ob.-Gyn. llajwi 
12 Rotating General 


:7P.M 40 Rotnting General 

r. Stralsht Medicine 
g .Straight Knrgery 
»r.M C Rotating Genera! 


I" (iMd K. Joircicrm St.. Scuttle‘22 „ 255 j.-g)] 

sciutlc Hcpcial Ho-pitid . NJ’Corp HO l.sS- 

,7tti Avc. iimt .Miiriim St.. Sciitilc 4 . „ 287 127-2«>j 

StaedW. Hi.MdHlI ♦'••'''XSG. NJ’l-'on) -O K''d 

l'2V2 Cohimlilii St. Scuttle f „ jo 287 1271 

Vl.Glnla Mnsoii Ho.-plHd ♦‘-■‘-xBfi . NPCoH' 21. in,3t.. Ren 

nil Terry Avo. Scnttle 1 , o- in it.. Ren 41 12 Ko 

Demoness HoMdtn) ♦>-'. 

T:13XV. 4th Aar.. Sp<^uiU'4 g 4I V2 No 2001 

Siicrcd Hcort Hospitiil +•'..••. Ohtircii 

im Slh Avc., Spokmic 4' xn.n os4 7 003 .... « 72 No -OOJ 

St l.iikc’.s Hospital . .\PCorp 2S4 ..Jtw 

N. g.!(. Summit Itlyd . Spokane 1) ^ .pg 38 Pi No 

I'Icreo Comity Hospllnl ... . 

:US 2 Piiclllc .V'V. "r’''"' ^ Chnccl, 210 8 .!M 1 Req 4G 12 No -304 

.-roorp 21G -• 


2G4 2.70r.M G Rotating Genera! 

No ITOPM 4 Mixed (Sneg.-Mci- 

Ob.) 

N’o 227FM 0 Rotating General 

No 270FM 12 Rotating Genera! 

No 2.70FM 0 Rotating General 

2C7 2«)FM S Rotnting Genera! 

No OOFM 30 Rolallng 

No 4 straight Mfdte- 

No 140-177FM 1C Rotating General 

287 1.70PM C 

2G7 127-2«>PM 70 RoUtUa? 

287 127P.M 10 


No 2001'M 12 Rotating Generd 

No 200FM l.'> General 

No 200FM S Rotating Gcnem! 

No 200PM 10 Rotating 

No 230PM 0 Rotating Genera! 

208 170-270PM 8 Rotating Genera! 
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.Name 


of Hospital nnil Location 


VEST VIRGINIA-Hospltals, 9; Internships, 

ficDeral Ho'pUal +'**. 

Bnwt' St and Elmwood A^ e , Charleston 25 

t-tiuha Va\l»v Eo'pUal **. 

Vl* Virpmia St E, Charleston 1 

•Tponal HO'pital . 

j-'iONoje' Ave SJ), Charleston 4 

iteil Hiatington Hospital ’. 

jjir 13th St, Hnntincton 3 

. MarC' HO'Pital +'“*. 

1st Are . Huntmfrton 2 

Clark Memonal Hospital +*... 

717 Ann St. Parkervhurp 

Jo'^rh's HO'pitnl . 

Is'l Market St. Parker-burR 

bo VaU<*5' General Hospital . 

fliYO Foff St. Wheeling 

heeLnc Hospital . 

Main St, AA heeling 

WISCONSJN-HospItals, 23; Internships, 244 

other Hospital . 

310 Che-'tnut St. Eau Claire 

. Agne^ Hospital .. 

43i3 E Dni'ion St. Fond du Lac 

crcT Hospital . 

N AAashlngton St, Aanesville 

s CrO'*e Lutheran Hospital . 

ISIO «Jo\Jth Ave , La Cro^'c 

Franci- Ho«pItal . 

S ICth St, La Cro«e 

ad-on General Ho'-pital +'-s-x57. 

01) Alound St. Madi'On 5 

ethod.-^t Hospital +*‘*-x87. 

Si'S AV AA’a'-hmeton A\e. Madi«on 3 

! Mary’s Hospital +'“^x87.. 

7^) S Brook* St, Madi«on 5 

nIreMty Hospital- +'-*»X87....,. 

l&Xi tmver'itv Ave . Madison 0 

t Jo'^ph'- Hospital ♦'.*. 

Cll St Jo’^ph’s Are , MarshfleM 

olunibia Hospital . 

3321 N Maryland Are . Milwaukee H 

ranpelkal Oeacones* Hospital . 

<*20 N i9ih St., Milwaukee 3 

(ilwaukee Children's Hospital ♦'•a-’-XSS. 

T21 N 17th St. Aliiwaukee 3 

(Hwankee County Hospital ♦*-**«-X88. 

S:co AA. A\i-eoD«in Ave , Milwaukee 13 

Wxaukee Hospital »-x88. 

22CO W. Kilboura Ave , Milwaukee 3 

h'encordia Hospital *. 

1253 22nd St. Milwaukee’s. 

louat Sinai Hospital 

lltbSt. Milwaukee's. 

f Joseph's Ho-pital ♦1.X88. 

W. Chambers St, iliiwaiikee'10 

t Luke's Hospital +'-*. 

^OAY. Oklahoma A>e VMUwaukw is. 

t ilary[5 Ho-pital ♦*. 

2320 N Lake Dr., Milwaukee 31 
A Michael Hospital +'-*., 

^^.V^h^dA\e and NVdith St!,'llihVauie«‘i2 

*.^7 Hospital 1. 

I'o Hazel St, O-hLosh . 

•i Hary-s Ho-pital i-a.. 

Maple Hill, \\ ausau . 

CAKAL ZONE-Hospltals, I; Internships, 15 

jorcns Hospital +. 

uallios Heights 

^'llbM Helfbts'' Company, 

HAWAll-Hospltals, 3; Internships. 38 
buaklai Hospital 

'-w s<! Hraolu'fu'i;. 

Y^i^en s Hospital +i. 

^'1 Punchbowl St, Honolulu 9 
‘ ' Hospital +i>8. 

Liliha Si., Honolulu 17. 

R'CO-Hospltals. 8: Internships, 

’. 

■''lI'X Hospital 1. 

M> « Arecibo 

^^^nlhr Hospital +’-3.x89. 

•r.l° > Highway No. 2 Bavamnn 
fa etdo K.tnot Hospital 

•U0AUal°d . 

ooS'ilal dc Hamas i-a 

.•Rm . 

. 

. 

h“ o“ve® s'’''*?* +'-’-X89. 

*■0 Ave , San Juan 3t 

'!«<!lltai’A*j!l,*.fe’8nated with an asterisk (•) In this listing do not participate In the 
Abhrtvlati,?,;. American Hospital Association, the Association of American 

ations and other references will be found on pages 482 and 483. 
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Number and Type 

Code 




oS 





of Internships 

Number 

, 82 

NPCorp 

240 

9,593 

Req 

45 

12 

No 

2 COFiI 

10 Rotating General 

76111 

Corp 

150 

5,442 

Rcq 

26 

12 

No 

ISOPJI 

6 Rotating General 

76511 

NPCorp 

249 

9.711 

Req 

37 

12 

No 

200FM 

10 Rotating Geueral 

00211 

NPCorp 

237 

.... 

Req 

23 

12 

No 

200FM 

8 Rotating General 

97611 

Church 

339 

13 800 

Req 

40 

12 

No 

2(X)-250FM 

14 Rotating General 

76611 

City 

195 

5.929 

Req 

27 

12 

No 

150FM 

4 Rotating (Jeneral 

76ni 

Church 

195 

S.373 

Rcq 

35 

12 

No 

150FM 

6 Rotating General 

94411 

NPCorp 

‘’G6 

10.025 

Req 

41 

12 

No 

2oOPM 

14 Rotating General 

763U 

Church 

245 

8.772 

Req 

32 

12 

No 

200FM 

10 Rotating General 

77011 

NPCorp 

226 

5,295 

Req 

63 

12 

No 

200FM 

6 Rotating General 

77111 

Church 

230 

11.120 

Req 

30 

12 

No 

125FM 

6 Rotating General 

9^311 

Church 

225 

6.421 

Rcq 

37 

12 

No 

200FM 

3 Rotating General 

77311 

Church 

1S5 

6.5S2 

Req 

55 

12 

No 

20 nFM 

4 Rotating General 

77411 

Church 

247 

9.553 

Req 

47 

22 

No 

200FM 

7 Rotating General 

77511 

NPCorp 

360 

11.333 

Req 

53 

12 

No 

125-20OFM 

l4.Rotating General 

77611 

Church 

143 

4.9G3 

Req 

50 

13 

No 

200FM 

4 Rotating General 

77711 

Church 

250 

9,853 


41 

13 

No 

1CO-200FM 

10 Rotating General 

77Sn 

state 

P33 

14.109 

Req 

81 

12 

No 

75Fil 

25 Rotating General 

77911 

Church 

252 

S.079 

Req 

57 

12 

No 

250FM 

7 Rotating General 

78011 

NPCorp 

253 

7.7S0 

Req 

75 

12 

267 

I95PM 

10 Rotating General 

7S111 

Church 

220 

8.422 

Req 

53 

12 

265 

COOFM 

14 Rotating General 

78211 

NPCorp 

ICO 

5,9G0 

Req 

84 

12 

2C9 

IjOFM 

2 straight Pediatrics 

78334 

County 

350 

21,119 

Rcq 

35 

12 

270 

141PM 

30 Rotating General 

7&411 

Church 

341 

11.009 

Req 

61 

12 

2 n 

220PM 

9 Rotating General 

7S511 

Church 

173 

8.326 

Req 

32 

12 

272 

200FJI 

6 Rotating General 

83ni 

NPCorp 

197 

S,93S 

Req 

29 

12 

273 

290rM 

12 Rotating General 

7sni 

Church 

371 

16,900 

Req 

46 

12 

274 

210PM 

12 Rotating General 

75811 

NPCorp 

233 

12,924 

Req 

45 

12 

275 

200FJI 

15 Rotating General 

78911 

Church 

200 

7,961 

Req 

53 

12 

276 

150FM 

10 Rotating General 

79011 

Church 

225 

5,517 

Req 

40 

12 

277 

150FM 

8 Rotating General 

79111 

Church 

250 

7,903 

None 

23 

12 

No 

150PM 

4 Rotating General 

79311 

Church 

23*4 

1 

8,651 

Req 

41 

12 

No 

200FAI 

4 Rotating General 

79511 

Fed 

352 

8,910 

Req 

87 

12 

No 

3140.80 

(annual) 

15 Rotating General 

SWII 

NPCorp 

140 

8,953 

Req 

52 

24 

273 

50-175FM 

12 Rotating General 


NPCorp 

3S7 

14,264 

Req 

62 

12 

No 

lOOFM 

14 Rotating General 

EA511 

Church 

224 

S,2S5 

Req 

53 

12 

No 

75FM 

12 Rotating General 

80911 

103 










state 

2 S0 

5.960 

Rcq 

SO 

12 

No 

75FM 

12 Rotating General 


State 

2S3 

6.663 

Req 


32 

No 

75F1I 

15 Rotating General 


State 

2S0 

7.564 

Req 

52 

12 

No 

75FM 

16 Rotating General 


state 

2SO 

5,875 

Req 

45 

- 12 

No 

75FM 

12 Rotating General 


Church 

153 

5,253 

Req 

39 

12 

No 

lOOFM 

7 Rotating General 


, City 

205 

7,005 

Req 

41 

12 

No 

75FM 

13 Rotating General 


. NPCorp 

132 

4,217 

Req 

34 

12 

No 

50FM 

0 Rotating General 


. City 

^0 

10,576 

Rcq 

33 

12 

No 

75FM 

24 Rotating Genera] 



National Intern Matching Program, sponsored b> the 
Medical Co "and^ther cooperating organizations. 























































4S2 


apphoved internships 


•r> , APPROVED FOR INTERNSHIPS IN THE DOMINION OF 

'"" »"•«"■ .... m 


N«mp ot »i>-.|)(i(i| 
ii'oynl Ctiliimliliiii IIo‘-ii,.Xph 
' 1 rntl-'J'iiiiii- • ;i. ■ *' • 

>'t. J'attiv ‘ 

VniK'oitvcr < ’ ■■■.-■■ 

Uoyul .lulil ■■! : • ; 

Si. .i()'p(>ir>. Hrixpt'tnl........ 

t'lik’Hrr Gotipriil Uooiilliil... 

lioly v’ro'.v . 

iMiiitinloii ficiiprul 

.Ml--prlO(ir<lln . 

linvHl ,\}.>v(in(lnt Jln-spltiil.. 
rnlvprsliy ni All>prta Host. 
St. Mit'iiHp)'- Oi'oornl IIosp.. 

HpsiiJii Hd'.pUiil. 

St, llokpltnl. 

Sn^V.iUoon t’ity 

i'i)!vpr«lly . 

St. Bonlfnci' Opiit'rnl Homi... 


J.ocndoti 
Wcctuilnsfpr. li. 

. Trni!. «. 

'■ ■ )avcr, H. C. 

mnor, U. C. 
.. ■ loriii, )), V. 
....Vlptorlii, It, C. 
—CnlKnry, Alin. 
—CntKury, AUtt. 
.I.Mmoiiton, Altn. 
.Kiiiiioiiton, Altii. 
.Kdiiiouton. Altn. 
.Inliiinnton, Altn 
.J.('(lilir(<!(;p, Altn. 

.Ui'Kinn, Sn'-k. 

..S’li^kutoon, Sii>-k. 
.Sii'>k«tonn. Sii--),. 
.Sn«l>'iit()on, .Sii'k. 
Kt. lltmlfins', .Mmi 
. tVlnni(icer, .trim. 
WlntiliiPK, Mnn 
Winnliipc. .^!nIl 


Name ot llo<;pUnl 

Mc-Kcllnr G-’ ■' 

Unmilton • ■ ; 

St. .Io«pph ■ 

Klnppton Oencrnl H 
KltcUcncrAVntcrloo '■ 


Boention 
• Ont, 
■ ■ Ont. 
Ont. 
Ont. 
, Ont. 


...Bonilon,' Ont 

}Morin .. • .Ont 

OttnuB < ■ .. I ■ . Ont 

Ottnna GtiiPim .Ottnira, Ont 

Gpnortil Hoep. ot Tort Arlhur.Port Arthur, Ont 
St. Cathcrtnps Gen. Ho'.p,>.St. Cntlicrincc, Ont 

St. .toieph's HospSlnl.Siimin, Ont 

Stnllniry Ocnernl Ho>tpital.Smlhury, Ont 

Ken Motinl Slnnl Ilo.«pltn5.Toronto. Ont 

St. .tovpti’o llo>;pItnl.Toronto, Ont 

St. MIrtineVi Hoxpltnl.Toronto, Ont 

Toronto Kiixt Genernt nn<l 

Orthopiieillc Hoxpltnl..Toronto, Ont 

Toronto Gencrnl lloxpital.Toronto, Ont 

Toronto Wexiem no«pJfa!.Toronto. Ont 

ABBREVIATIONS AND NOTES 


Xamc of Hospital 

Hospital., 

.lewlsh Generiir^- -"-T ‘ 

X • 


Hotel Hleu 
Hotel Dieu 
Hospital Gene; 

•leffery Hale's Ho piui.... 
Hedtily Memorial Hosn 
(ir-s*™——' 

Vic' ■ 

Mo 

Saint .lot 
Victoria ( . 

Halifax Infirmary. 


H.Iai 




.naua v i 

■Hslijii > i 


St. John's General’Ho'pitBi”.'.'.S! Jc!'’'l\ 


City ami County 
Corporation untcslrlttcri as to 
profit 

Hoxpllal District 
Nonprofit corporation 
Partnership 


Beq 

PM 

PM 


Required 

Pull msinttasiiw 

Partial TnaMenjse 


1. .liitiointiiirnlx ayntlahle to pomen ntn>Iieiuitx CyCo 

■A .li>iioliitinrnts rc'lrleiri) to «<iinen iiiijilicants Coni 

:> Aiijiolntiiientx nynllnlile to pradiiitfex of foreltrn inedienl 

■'elioolv. Detnlle rrcarilint,' requirements for nitpolntment DUt 

rail lie scfuroil from the liospItaN eonrerned. N'PCorp 

4, Dental internships nvnllnhle Pnrl 

Arnlliilne to citl/ens of the I’nlted .Slate' only 
4 Tlie pins vipn Itidiratex additional approt nl for re-idenetex (n speelnltIo=, os xhotrn in the Council's li‘t ot Approsed Rcsidendes and Felloa-bi!! 

Medical School Afliliations 

rooliinle' 1(1 to ,s'i refer to rneillcat ‘■clionl' affiliated with hospitals (or imdcrKrndilnte cliolcal cierksiiipc. 

lln'plliil' June heen Idetitlfiisl irltli ‘ynihol X nlien a medical sphool has Indicated that the hospital is a major unit in the school’s teactiiar p'cn; 
Mii'ldtal' hnri lasm Identified nlth sjmhol x nlicn a medical sohool has liidicnted that the hospital is used to a limited evtent in the schools i'j'l-:,’ 
priiprntii 


111 

11 . 

1 .', 

rt 

II. 

I.'i 

li. 

IT. 

1'. 

I'l 

.'ll 

il 


it 


t"! 

."hi. 

JI. 

.if. 

:i.!. 

■Tl. 


.'i'l. 

4i>. 

41. 

Id. 

t;5. 

4t. 

4.T 

til 

IT. 

4k. 

4'i. 

:a. 


ilndn. I,os 


.Medical College of Alithiimii, Itiriiilni;hani, .\la 
I'nher'ltj of .Vrkatisiis .School of Medicine. Little lineV, .\rk. 

Collece of .ifedfenl KiiuiKelisls School of .Medhlnc, Lomii Lin 

.Vnyeic' 

f'fdiersfi) of t’nlKoriilii School of .\fodlclliC, Lo>. .liiyclos 
rntier'Ity of Sotilhcrii ('iilllornlii School ot Medicine, Lo» .Inyeles 
.Stanford I'nherslty School of .Medfeltic, San f'raii'ci'co 
I'nlviT'lty of Callfornlii Stliool of .Medicine. Sim t'riin-il<-co 
I'nlter'lfy ot Colorado School of Medlelne, ficmer 
Ynie I'nlrersity School ol Medieliie. Sen Hiueii, Conn 
(<eor»'«'t«Kn riifier'lty Seliool ol Medlelne, Wa'lilrntfoit, D. C 
Georpe lYa'hlm.'ton t’nherslty School of Medicine, Wa'hlnpton, D C 
Ilonard I'nlierslty Cnltiye of Medteine, M n'hini'ton. I> C 
rnher'lty of Minml Seliool ol Midlelne, Mlniiii. I’lii 
Kinorj Hnlver'lty School of Medlelne, Atlanta (Kmorv riiher.lty), Ga. 
.Medfral Collei’c of (leorKln, Aii);it'la. On 
Chicat'o .Medical -School, Clilenro 
N'orthnestem L'nlterxlty Medical School, ('lilcaqo 
Strltch Sdiool of Jfcdicine of Lojolu Utdscr'ltv. Ctilcnpo 
fnhiT'lty of ChIcai'O. The .school of .Medicine. Chleiwo 
rnfvcrslty of Illinois Colloye ot Medicine. Clilcuiro 
fndfiina Cnlyer.'Ity School of Mcdlilnc, illoomliipton-lndlniinpoll', Ind 
.State t'nlierslty of Iona College of .Meillclne, Iona CItv 
I'niverxity of Kansas .School ol Medicine, Linimice Kansas City. Kan 
rnker-tty of LouNvHle .School of .Medfcfnc, Louisville, Ky 
Loolslntia .State t’nkerclly Seliool of Mcdlilnc, Non Orleans 
Tiilarie ('iifiersity of Loiilsliina School ot Medicine. New Oilcans 
.fohiis Hoiikfns Cnlsorslty Sctiool of Medicine, llnltimore 
f'rikerpifv of .Miiolaiui .School of .Medicine and CoIIckc of Physicians 

and .Siirireoris, lialllmore 
lioston L’tifvcrcdy .School of .Medicine, Uoston 
Han aril .Medlei.l .School, Hfisioii 
Tufts Univer.sitv School of .Medlelne. Uo'-toti 
Uulserslty of Mlchlcan Medical .School, Ann Arhor. Mich 
Wnyiie Stiite Unls'crslly College ol .Medicine, Detroit 
University of .Minnesota .Medical School, .Mtnncnpolis 
Untverstty of Mississippi School of Medicine, Unlvcr!.tty 
fit. Louis Uiilvcr.slty .School of Medicine, St. Louis 
WtislilnKlon University .Seliool of .Medlelne. St. Louis 
Crciitliton Unlveri-lty .Sclioo! of .Medicine, Oniiitia 
I'nlverrlty of Nehraskii College ol Medicine. Omiihn 
Dari month Medical School, Ilmiover, N U 
.Mhany .vfodieiil College, Altmiiy. N. Y. 

Onlverslly of HiilTalo .School of Medicine, Ihillnlo 


, .Miss 


.s> 




.'> 0 . 

GO, 

(! 1 . 

6>. 

63. 

61, 

6o. 

60. 

6T. 

OS. 

03 

70. 

71. 
71. 
73 
74. 


70. 


78 

73 

50. 

51. 

52. 
83. 
St. 
85. 
SO. 
87. 
68 . 
89. 


Alhert Kinstein CollcKC of Medicine, New York City 
Cohimhla University College of Physicians and SiirfreoU',be* Jrt 
City 

Cornell University Medical College, New York City 
New York .Mediciil College, Flower and Fifth Arenac HO'P'tJi-, 3't 
York City 

Nca York Untv ersity College of -Medicine, Sew York City 
State University of Nevv York College ol Medicine,New YwkCnj 
University of Rochester School of Medicine and Penthtiy. Bwi*'*’'. 
N. Y. 

State University ot New Y’ork College of Medicfae, Syrani-e > 1 
University, cf North Carolina School of .Medicine, Chape! HiS.5 C 
Duke University School of Medicine, Datbam, X. C 
Bovimnn Gray School of Mcdfcinc of Wake Fore-t Collfse, nti' - 
Salem, N. C, 

University oi Cincinnati College of Medicine.^ Cincinnati 
Western Rc'cnc University School of Medicine, Cleveland 
Ohio State University College ot Medicine, Columhiis, Oho 
University of Oklahoma School of Medicine. Oklnhoma t-Hl 
Unlv erslty of Oregon Medical School, Portland, Ore- 
Hiihncmann Medical College and Hospital, PhiladelpWa 
.TefTcrson Mcdieiil College, Philadelphia 
Temple University School of Medicine, Philadelphia 
University of Pcnnsylvanin School of Afedicine, Hhijaiiep 
Woman's Medical College of Pennsylvania. Philadelphia 
University ot Pittsburgh School of Medicine, Pittshiirgh 
Medical College of South Carolina, 

University ot South Dakota School of -Medical Sclmre. 

University of Tennessee College of Medicine, .Memphi', Ycnn 
Mehnrry Medicu! CoUegc, Nashv iile, Tenn 
Vivndcrbiit university School of Iga.. TttJS 

University of Texas Southwestern 
university of Texas Medical Brnneh. 6^1'“ 

Baylor University College City 

university of Utah School of Hedi^e Salt 
university of Vermont College of ^ ne. Bv» 
University of Virginia School of Medicine, C 
Medical College of Virginia, „ cjatfie 

University of IVasbington School of M^icmc, S 
University of Wisconsin -Medical School. 

Marquette University School of j„aa, K K 

University of Puerto Rico School of Medicine, sau 


Affiliations as Referred to in Column Headed*. "Affiliated Service 


100. 

101 . 

litt. 

!0,i. 

lot. 

11).'.. 

100 . 

107. 

ills. 


U. 8. Army HovpiliU. Fort Uclvoli. Va.: U. S. Air Force Hospital, 
Waslilngtoii. D, C. 

St,’'!iosepli’s^Iosp\lal. Olilldren’s Hospital, San Francisco 
t'harlty Hospital of Lonisinna, New Orlean. 

University Hospital, Biiltlinoie 

S: 5: ,?S^WiSs«nirN“ 

^‘goiicibI Ho'pltiil. Torrance, Cnfif., pediatries 


J09 Los .Angeles C 
-Angeles; Ha 
110 Grady -Memor' 

111. University of • ■ 

112. Children s Med 

113. Parkland Men 

fll; CMdronl' Hosmt’al. “ffij-^fpital. Children'* f'?"’ 

iS; Kli?.rsgr« 


..''.ityof CalifomwHogi*'^' 
TorranCf, 

i.i. Bill 
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NONFEDERAL-Continusd 


NONFEDERAL—Continued 


'■’4 ,-„i Memorial Hospital.. il-n.yn. ::i 

.'rasci« Hospital. “'"o Island. Ill. 

ricaa Hospital . 

atana Hospital ... 

k Countr Hospital. Chicatro 

-... erater Hospital . Chicaun 

'■ ■•:.-Mle«od Hospital. Cblcairr. 

: DffUcal Hospital . Chicaco 

' - at Hospital . CUicapo 

■ • pltal ol St. Anthony de Padua. Chicatro 

• ol 5 Central Hospital. ChicRiro 

‘ '''oii Masonic Hospital.*. Chiewpo 

' I 'non Park Hospital. Chicaco 

' ' -etto Hospital . Chlcapo 

h^raa Deaconess Home and Hospital. Chieaco 

. ' tt Hospital . Cbfeapo 

'ba?1 Reese Hospital. Chicairo 

.'"int Sinai Hospital. Chicairo 

Trecian-American Hospital . Chicaco 

"'vavant Memorial Hospital.*... Chicairo 

‘'shyterian Hospital. Chicairo 

'iTident Hospital . Chicairo 

■ 'vensirooa HospUa'. . Chicairo 

• urrectlon Hospital . Chicairo 

"-ifland Community Hospital. Chicairo 

Bernard’s Hospital. Chicago 

' *,Klizabeth Hospital. Chicago 

‘ -- Joseph Hospital. Chicago 

- -i Luke’s Hospital... Chicago 

-- 5 Mary ol Nazareth Hospital..... Chicago 

Dih Chicago Community Hospital. Chicago 

- nth Shore Hospital. Chicago 

- edi'h Covenant Hospital. Chicago 

- -iversity of Chicago Clinics. Chicago 

.. . liverdty of Illinois Research and Educational Hospitals. Chicago 

■ -.silh^r Jleraorial Hospital. Chicago 

_ omilaim Hospital . Chicago 

- -.. tatur and Macon County Hospital. Decatnr. Ill. 

, . . .Mary's Hospital.•.. East St. Louis, III. 

. _ rreorial Hospital of DuPnge County*. Elmhurst, III. 

. ~’.*an#ton Hospital . Evanston. 111. 

_ Francis Hospital... Evanston, III. 

Jtle Company ot Mary Hospital. Evergreen Park, 111. 

^ik Park Hospital. Oak Park. III. 

_e>t Suburban Hospital... Oak Park. III. 

«tho«ll<t Hospital of Central Illinois. Peoria. TU. 

Francis Hospital. Peoria. Ill. 

’ -""ockford Memorial Hospital. Rockford. III. 

■ ■ Anthony’s Hospital. Rockford. 111. 

-»eUi«h*.\ineriefln Hospital . Rockford, ni. 

- Caihenne Ho.«pUm 1. East Chicago. Ind. 

•'TOtestanl Deaconess Hospital. Evansville. In«l. 

--1, Mary's Hospital. Evansville, Inti. 

.iilherBD Hospital . Fort Wayne, lod. 

-arlTiew Memorial Hospital...Fort Wayne. led. 

t. Joseph Hospital. Fort Wayne, Ind 

.^lethodist Hospital . Gary. Ind. 

^ t. Mary’s Mercy Hospital. Gary. Ind. 

,u. Margaret Hospital. Hammond, Ind. 

_...“dianapoUs General Hospital. Indianapolis 

Indiana Cniversity iledical Center. Indianapolis 

uetboilist Hospital . Indianapolis 

Hospital. Indianapolis 

- 1 n Hospital... Lafayette, Ind. 

^ Hospital. Muncie. Ind. 

. emorial Hospital . South Bend, Ind. 

Hospital. South Bend. Ind. 

.. Cedar Rapids, Iowa 

^ V,* * Methodist Hospital. Cedar Rapids. Iowa 

. Council Bluffs, loan 

-- i..oa«Jlaans Poiv County HoMtital. Des Moine«, Iowa 

' Hospital. Dc.« Moine^. Iowa 

\ \Uy^ -icthodisi Hoepitaj. Moines, Iowa 

Mfrr.T Hocpital. lowaCitv 

Hospitals.!.Iowa City 

' m . City. Kan. 

. Kansas City, Kan. 

c, r Kane[i« MetJicifl Center. Kansas City, Kan. 

"'/'hX S''- . Webita. Kan. 

' ''t V kfi''.*”''’''’ Sn'bilal. WichUa, Kan. 

U.raWih Hospital. Covineton. Kv. 

'Vm l eT?,*"'' .■'. I-exinaton. Ky. 

- I.e.xin.rton. Ky. 

Ho.pita]. I.ninsville, Kv- 

' We ’’“'P’"''. Loni^ville. Kt 

' M t' ew . Louisville. Ky. 

’ ’“flmiary. Loui«vine. Ky. 

i-i.jritr ti , Ho.'pital. Louisville, Ky. 

Hcirtliieu'’"'”"' .New Orte.ans 

jiospUai. S'" 

' n. * ,V...Orleaa.* 

■ Bapn.t Hospital.Xew Orlean* 


Touro Infirmary .New Orleans 

Confederate Memorial Medical Center.Shreveport. La. 

North Louisiana Sanitarium. Shreveport, La. 

Eastern Maine General Hospital.*. Bangor, Maine 

Central Maine General Hospital. Lewiston, Maine 

St. Mary’s. General Hospital. Lewiston, Maine 

Slaine Medical Center.Portland. Maine 

Baltimore City Hospitals. Baltimore 

Bon Secours Hospital. Baltimore 

Church Home and Hospital. Baltimore 

Franklin Square Hospital...Baltimore 

Lutheran Hospital . Baltimore 

Maryland General Hospital.*...Baltimore 

Slercy Hospital . Baltimore 

Provident Hospital and Free Dispensary... Baltimore- 

St. .Agnes Hospital.Baltimore 

St. .Toseph’s Hospital.Haltlmore 

Sinai Hospital . Baltimore 

South Bultimoru General Hospital. Baltimore 

Union Memorial Hospital. Baltimore 

University Hospital . Baltimore 

Suburban Hospital . Betbe?da, Md. 

Prince George’s General Hospital... Chevcriy, Md. 

Washington County Hospital.. Hagerslowm, 3I«I. 

Beverly Hospital . Beverly. JIn<*. 

Carney Hospual . Boston 

New England Hospital. Boston 

St. Elizabeth Hospital. Boston 

Brockton Hospital . Brockton, 31as.'. 

Cambridge City Hospital. Cambridge, Mas.«. 

Mount .Auburn Ho>pital. Cambridge, Mas^. 

Truesdale Hospital ... Fall River, 3Ia«.«. 

Union Hospital ... Fall River, Ma«s. 

Holyoke Hospital .Holyoke, Ma«. 

Lawrence General Hospital. Lawrence. Jla^s. 

Lowell General Hospital. Lowell. Mass. , 

St. John’s Hospital. Lowell, Mass. 

St. Joseph’s Hospital. Lowell, Mass, 

Lynn Hospital . Lynn, Mas«. 

St Luke's Hospital... New Bedford, Mas«. 

Newton-Wellesley Hospital...Newton Lower Falls. Mass. 

St. Luke’s Hospital. Pittsfield, .Mas*. 

Quincy City Hospital. Quincy, Mass. 

Salem Hospital. Salem. Mas«. 

Mercy Hospital . Springfield. Mas-s. 

Springfield Hospital . Springfield. Mas**. 

Wesson Memorial Hospital. Springfield. 

Waltham Hospital . WitUham, ilas*. 

Memorial Hospital . Worcester, Mass. 

St Vincent Hospital. Worcester. Mass. 

Worcester City Hospital. Worcester, Mass. 

St. Joseph’s Mercy Hospital.. Ann .Arbor. Mich. 

Leila Y. Post Montgomery Hospital. Battle Creek, Mich. 

3lercy Hospital. Benton Harbor. .Mich. 

Oakwood Hospital . Dearborn, Mich. 

Detroit Memorial Hospital. Detroit 

Evangelical Deacone?s Hospital. Detroit 

Grace Hospital . Detroit 

Harper Hospital . Detroit 

Henry Ford Hospital. Detroit 

Mount Cannel Mercy Hospital. Detroit 

Providence Hospital . Detroit 

Receiving Hospital . Detroit 

St. .John Bospiial... Detroit 

St. Joseph Mercy Hospital. Detroit 

Sinai Hospital . Detroit 

Woman's Hospital . Detroit 

AVayne County General Hospital and Infirmary.....Eloise, ilich. 

Hurley Hospital . Flint, Mich. 

McLaren General Hospital. Flint, 31ich. 

St. Joseph Hospital. Fiinl’. Mich. 

Blodgett Memorial Hospital. Grand Rapid-. Alicli. 

Butterworth Hospital . Grand Rapid<. Mich. 

St. Mary’s Hospital. Grand Rapitl-. Mich. 

Bon isecours Hospital...Grosse Point. Mich. 

Highland Park General Hospital. Highland Park. Allch. 

Borge^s Hospital . Kalamazoo, ilicb. 

Bronson Methodist Hospital. Kalamazoo. Mich. 

EdwanI W. Sparrow Hospital. Landing, Mich. 

St. Lawrence Hospital. Lauding*. Mich. 

.Midland Hospital . Midland. Mich! 

Pontiac General Hospital.•... Pontiac. Mich. 

St. Joseph 31ercy Ho-pilal. Pontiac! Mich. 

William Beaumont Ho>piial. Royal Oak* Alich- 

Sacinaw General Ho^nial. Saginaw*, ilich! 

St, Lukes Hospital. Saginaw. Mich 

St. Mary’s Hospital. Sa-rinaw, ilich. 

Jnme- Decker Munson Ho.epital. Traverse City. Mich. 

St. Luke's Hospital.Duluth* Minn. 

St. ilary’s Hospital.Duluth. Minn 

Asbury Jlethodist Hospital. ilinneapolU 

Minneapolis General Hospital. 'linneapon^ 

Mount Sinai Hospital. AlinneapoIN 

Northwestern Hospital . Minneapolu 

St. Barnabas Hospital. Alinncapoli- 

St. Mary’5 EospHnl . Jlinn^apolU 

Sweili^h Hospital . MinneapoH- 
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APPROVED INTERNSHIPS BY TYPE OF SERVICE 

ROTATING GENERAL 

Number of Approved Proprams, 810 


FEDERAL 

UNITED STATES ARMY 


Lottormnn Army Ho'-pltnl. Siiiii Fram'l‘::<i 

Klt/j-lmon*- Army HospUiil. Denver 

WiiKor Reed Anny•Hospital (Army Medical Center)... Wn-ilitimton, P. C. 

U. S. Aniiv Hoppital. I'ort DcnnlnK, On. 

Valley Forpe Army Ho>-i'»al. Phocnl.xvllle. Pa. 

William Ileantiiont Army llospllnl. El Pn«o, Texa-; 

Iliooke Army Ho'-pltal, Fort Ham Houston. San Antonio, Texn« 

Maillynn Anny llospltnl. Tacoma. 

Tiiider .\rmy Ho^pitid. Honolulu. T. H. 


UNITED STATES AIR FORCE 

r. Air Forre Ho-pUal (I.aeldand Air Force «nse)..Snn Antonio. Texn'- 


UNITED STATES NAVY 


r. K. Naval HoNpltnl. 
r. S. Naval Hospital. 
I'. S. .Naval Hospital, 
r. S. Naval Hospital. 
I". K. Naval Hospital. 
I*. S. Naval Hospital, 
F. S. Natal Hosidtal. 
t’. .N. Naval Hospital, 
C. S. Naval Hospital. 
V. S. Naval Hospital, 
r. .N. Naval Hospital. 
I*. S. Naval Hospital, 
r. S, Naval Hospital 
I”. S. Naval Hospital 


. Oakland. Calif. 
Oceanside, CnIU 
San Dleito. Calif. 
.Incksonvllle. Fla. 

. Pensaeoln, Fla. 
Orent Lakes, Ill. 

... llcthesdn. Md. 
.. Clu'lsen, Mass. 
St. .\llinns, N. Y. 

. Phllndelplila 

... Nett port, K. 1. 
. ('hnrleston, S. C. 
. PortsmoHlIi. Yn. 
llrenierton. Wash. 


U. S. PUBLIC HEALTH SERVICE 


U. s. I'liblir Heidtli .Nenice Ho'pltid. 

.... Nett Orleans 

U. K. I’ubllc Henltn .‘'cniro MO'piuii. 

. Baltimore 

U» S. rutdlc ileaUii N'rvice .. 

U. K. I’ublle Ucaltb Servlee HovpUid. 

.... Staten Nlaiul, N. A'. 

... Norfolk. Va 

l\ S. ruMic Health SenTce . 


u. S. 1‘iibllc Heiilth Service Ho-pitnl. 


department of health, education, and welfare 

. . Wn‘-h!ngtou, D. C 

Kro»‘«uaca *• ..*. 

Saint EllndietU'. Hovpltnl. 

.. Washington. D. C 

VETERANS ADMINISTRATION 

. . Long Beach. Cnllt 

Vcteruli^ Ainiuri. .. 

Voteriill’' Adliilil. Ueiiier.,^ ... 

Veteran* Admin. llo'-pHal. 

. I.ov AnKClo« 

... Suit City 

NONFEDERAL 

Hirmlngliiim BuptM Uo*plt.il. 

Ciirrawuy Methodist .. 

. Blniiingliam, .Ala 

_ Blniiliighuiii, Ala. 

.... BinninglHun, Ala. 

St Vinei'ht s Hospital. 

South HlgWmiil'. inltrmary.. 

Uiiherdly HoMiUid and Hillman Clinic. 

I.loyd Nolaiiil ilospltid—. 

Hidy Name ol Je-U' Ho’.pHid. 

Mobile County .. 

iinild City HoM>llid...-._. 

Cood Fumaritan Ho'pftid-;;; 

Maricopa County Ge'ieral Uo'pUal... . 

'it .To'-cpliV Ho'-pltal*«*.... 

St Mary's Hos'lta' Si"'"*'"'*'"". 

VilcM... Medical tv’d"!....;. 

Arkali“HS BnptW HoS'Ital. 

St Vincent’.* inllriiiarj. 

... Birmtngliain, Ala. 

... Birmingham, Ala. 

.. Pairllcld, Ala. 

_Gadsden, Ala 

... MoliHo, AIr 
. Tu'culoo.sa, .Via. 
... Phoenl.v, Arli'. 
.... Phoenix, ArU. 

.. Phoenix, Arlz 
Tucson. Arlz 
. Tucson, Arlz 
Little Rock. Ark 
T.lttle Rock, Ark. 
Little Rock. Ark 

. 

... .Arlington. Calif. 

Berkeley, Calif. 
French Camp. Calif. 
Fresno, Calif. 

General HoM'ltid ‘ " . 

Scadde Memorial HoMdtal. . 

Caltloriila . 

.. 

Glendale ualii. 
T.oma Linda, Calif. 

. Long Bench, Calif. 
Lodk Beucb, Onlif. 
. .. Los Angeles 

WhltP Momorlal 


NON FEDERAL—Continued 

HlKhlnnd-AInraeda County Hospital. n.n.., 

Kaiser Foundation .. .mS-r'* 

OrnnKC County Gen '■ , 

Coins P. and Howa ■ ■ " 'i.K’rS 

Snernmento County Hospital.Sanecr's 

San Bernardino County Charity Hospital.San BetnsrA'iV 

Mercy Hospital .San 

San DIcko County General Hospital.San 

Children’s Hospital .Ssj ri'i:,* 

Franklin Hospital ..-.SMlnsSt 

French Hospital .. ra* 

Kaiser Foundation Hospital.Sao 

Mnry’.s Help Hospital.SaFaye 

Mount Zion Hospital.Sso Faaa- 

.St. Luke's Hospital.Ssn Fr!:»; 

St. Mary’s Hospital. SwFas» 

San Francisco Hospital.Sin 

Southern PneiOc General Hospital...BaFay!** 

University of California Hospitals.SaFir'# 

Santa Clara County Hospital.SanJo.>,(e 

Santa Barbara Cottage Hospital.Santa Battaii,tV 

St. .lohn’s Hospital.Santa Jtai,CC 

Santa Monica Hospital... Santa Jlon'attl 

Harbor General Hospital. TorraJt",CC 

Glockner-Peurose Hospital... Colorado Spn'BP, ft! 

General Ifose Memorial Hospital. 1^ 

Mercy Hospital .....^ 

Porter Sanitarium and Hospital. 

Presbyterian Hospital . 

SI. Anthony Hospital. 

St. .lo.'eph’s Hospital. ' 

St. Luke’s Hospital... 

University of Colorado Medical Center 

Colorado General Hospital. 

Denver General Hospital.. 

IVeld County General Hospital.u^Wfnon.V.' 

Bridgeport Hospital .. 

St. Vincent’s Hospital. BriitolG:: 

Bristol Hospital... 

Danbury Hospital. Derli.G-’i 

Griffin Hospital. G:-- 

Grccnwlch Hospital. . Hartfoni.C.u 

Hartford Hospital .•.:';‘"'J‘CT'Iith’f'Vnter.Htitlonl.G*^ 

Hartford Municipal Hospital and Health Center. 

Mount Slnnl Hospital....... Hirttori,(<= 

St. Francis Hospital... 

.Manchester Memorial Hospital.Jlerite.f'- 

.Mcrldcn : ’ _ , jiWdkton. 

.Middlese? •• • ■ . Xeir Briisin,G'' 

New Britain General Hospital. >;« Hares,0’- 

Hospltal of St. Raphael..."xaff bondoa.f'- 

I.(nBn?ncc nntl Meinorial Hospitnis**.. 

Nonvalk Hospital...Sonrifli.Cw 

WilUam W. Backus Hospital. Stamterf.W' 

Stamford Hospital.. IVatfitan.W-- 

St. Mary’s Hospital. .... Watefturr.G' 

Wnterbury Hospital. Mitalastf-*; 

Delaware Hospital ... . 

Memorial Hospital . . 

Wilmington General Hospital...-...-.. .... , 

Dlstrlet^of Columbia General Hospital. _ 1Va'IiW«=-^J 

Doctors Hospital..pr 

Providence Hospital . .''a C 

wnchincton Hospital Center... Wa'blMt'’-'V, 

Washington Sanitarium and Hospital.. 

Baptist Memorial Hospital. T-’ 

Duval Medical Center. Srr/.r-’ 

St. Luke’s Hospital....." ^ 

St Vincent’s Hospital....---.. ..'■"i D 

f^Jamr Miohli:::;;;;;;;;;:;;; 

Spcrcri Heart Hospital. .S. 

Mouod PftTk Hospitftl.••••’***' ..••••• •*****'*.^*V»Tt 

Tampa General Hospital.•—.West Pa!« 

. 

• i 

rv 

: (I 

liCOrKitt ',^1 .... AG**'" . 

Grady Memorial Hospital...•• i‘ 

Piedmont Hospital .* .^ AoP^'** 

St. Joseph’s .. .. /. 

. . 

SaritJp' 





















































































No. 5 

NONFEDERAL-Contlnued 

' ,1 vi.raorial Hosr''*>. ii.'iviyii. Ill 

l-cL<'Ho=rit»l. *’'• 

K Hospital . Chicacn 

aaa Hospital .. Chicago 

0 tVe‘l'y Memorial Hospital. Chicaco 

t,.o. Hospital . ChlcaKO 

Coootr Hospital... Chlcaco 

ate: Hospital .. Chicaf. 

“■■'•-vood Hospital .. Chicag.. 

•- fJ'fjil Hospital ...... CVicaifo 

' . Hospital. Chicago 

- tslolSt. Autbony rte Padua. CWcrco 

I Central Hospital.*.. Chicago 

'"•4 Masonic Hospital..... Chieapo 

i' 53 ParV Hospital.. ChieaKo 

io Hospital .a.*. Chicago 

‘ . 'na Deaconess Home and Hospital... Chicago 

. Hospital.. Chicago 

. el Reese Hospital. Chicago 

‘ t SIn:i! Hospital. Chicago 

>?/in*.lmefican Hospital . Chicago 

' iTsnt Memorial Hospital. Chicago 

yterian Hospital. Chicago 

dent Hospital . Chicago 

' 3 SW 0 CHI Hospital . Chicago 

-pfetJon Hospital. Chicago 

'■ and Coniraunlty Hospital..... Chicago 

ce.Tsard's Hospital. Chlcag<» 

“ -Hlzabetb Hospital. Chicago 

' osepb Hospital. Chicago 

• ’.uke's Hospital.Chicago 

'-fary oi Xaiareth Hospital... Chicago 

‘•'hC'Mcago Community Hospital. Chicago 

' h Shore Hospital.... Chicago 

• - dsh Corenant Hospital. Chicago 

-ersiiy ol Chicago Clinics. Chicago 

-.-■ertity ol Illinois Research and Educational Hospitals. Chicago 

:fter Memorial Hospital. Chicago 

'dlsan Hospital . Chicago 

. .nur and Micon County Hospital. Decatur, UK 

.MaryV Hospital...*.. East St. Louis. III. 

_lorfal Hospital o( DiiPage County. Elmhurst. Ill. 

rstoa Hospital . Evanston, III. 

. ,rrancl« Hospital.......... Evanston. III. 

... ie Company of Mary Hospital. Evergreen Park, 111. 

Park Hospital. Oak Park, IH. 

_-1 Suburban Hospital. Oak Park, III. 

Hospital of Central Illinois. Peoria, Ill. 

* ' Francis Hospital. Peoria. Ill. 

kinrd Memorial Hospital. Rockiord. III. 

.Inthony’s Hospital. Rockford. HI. 

'df'b-.tmerican Hospital . Rockford. Ill. 

Catherine Hospital. East Chicago, Ind. 

* 'itestent Deaconess Hospital,,.... Kvunsville, Ind, 

' MaryV Hospital. Evansville. Ind. 

--.•heran Hospital . Fort ^Vayne. Ind. 

fkwew .Memorial Hospital. Fort Wayne, Ind. 

.-••Joseph Hospital... Fort Wayne, Ind. 

-thodist Hospital . Gary, Ind. 

Mary’s Mercy Hospital. Gary, Ind. 

Margaret Hospital. Hammond, Ind. 

lisaspolis General Hospital... Indianapolis 

iisna Cniversity iledical Center. Indianapoli'- 

. “Ihodijt Hospital .Iiidianapori< 

Hospital. Indianapolis 

-. • Hospital... Lafayette, fnd. 

m Memorial Hospital. Muncle, Ind, 

smorial Hospital . South Bend. Ind, 

^ • Joseph’s Hospital. South Bend, Ind. 

^<rcy Hospital ... Cedar Rapid.*, Iowa 

. huVe-s .Methodist Hospital. Cedar Rapids, Iowa 

^°n'ital . Council Bluffs, Iowa 

imawns Folk County Hojpital..,... Des Moino*. Iowa 

- iwa Lutheran Hospitjd. Dc* Moine*. Iowa 

•r* Hospital. De> Moines, Iowa 

I' ^ I^^spltal . Dps Moines. Iowa 

r'?. *'’*>■ 

'■D'versit.v of lonn Hospitals. Iowa Citv 

- llospUal . Kan.a. City. Kan. 

. Kansas City, K'an. 

' Y*'' Kansas Medical Center.. Kansas City. Kan. 

' Wfehita. K«n. 

' li rn.t.'' Wo'P'tai.Wichita. Kan. 

' fW i' y ^ospifaf. Covincton. Kv. 

t,:,. Lavinaton. Ky. 

. I.rmisvillc. Ky. 

Vonn->'Hospital . KouKvine. Ky. 

St ’''fl™”''.''. Konfsville. Ky. 

St Konlsville. Ky. 

ss Louisville. Ky. 

Hospital.l.ouisviiic. Ky. 

Hotel n-fu'’''"'”' l-o"!'i.ana.New Orleans 

•Uttrv ■Ho“nh;i. Orleans 

Baptist Hospital. Xew Orleans 


•APPROVED INTERNSHIPS 4S5 

NONFEDERAL-Contlnued 

Toiiro Infirmary .. Orlcaii- 

Confederate Memorial Medical Center. Shrevepor , a. 

North Louisiana Sanitarium. La. 

Eastern Maine General Hospital.. Baupi. iW'n« 

Central Maine General Hospital. Lewiston. Maine 

St. Mary '5 General Hospital..Lewiston. Maine 

Maine Medical Center... Portland, Maine 

Baltimore City Hospitals.. Balt more 

Bon Secours Hospital. Baltimore 

Church Home and Ho.*pltal.-.Baltimore 

Franklin Square Hospital. Baltimore 

Lutheran Hospital . Baltimore 

.Maryland General Hospital. Baltimore 

Mercy Hospital . Baltimore 

Provident Hospital and Free Dispensary.. Baltimore 

St. Agnes Hospital. Bnlthnorc 

St. Joseph’s Hospital. BnUimorc 

Sinai Hospital . Baltimore 

South Baltimore General Hospital. Baltimore 

Union Memorial Hospital. Baltimore 

University Hospital . Baltimore 

Suhiirban Hospital ...Beiherda, Md. 

Prince George's General Hospital. Chcvcrly, Md. 

Washington County Hospital...Hagerstown. Md. 

Beverly Hospital .. Beverly, Maa^. 

Carney Hospral . Boston 

New England Hospital....... Bo«tori 

St. Elizabeth Hospital. Boston 

Brockton Hospital .. Brockton, Mas*. 

Cambridge City Hospital..... Cambridge, Ma**. 

Mount .Auburn Hospital... Camliridgc, Mas*. 

Truesdale Hospital . Fall River, 3 In*s. 

Union Hospital . Fall River, 

Holyoke Hospital . Holyoke, Mn**. 

Lawrence General Hospital. Lawrence. Ma--. 

Lowell General Hospital........ Lowell, yiu-**. 

St. .lohn’s Hospital... Lowell, Ma“-. 

St. Joseph's Hospital... LowcU, Ma<<. 

Lynn Hospital . Lynn, 

St Luke's Hospital. New Bedford, .Ma**-, 

Newton-Wellesley Hospital.Newton Lower Fall*, Mas^. 

St. Luke’s Hospital. Pittsfield, Mn*?L 

Quincy City Hospital. Qulncv. 

Salem Hospital. Salem. Masx. 

Mercy Ho*pii.il .Sprfngfioid, .Mn**. 

SpringJleJd Hospital . SpringfleM, .Mn-n. 

Wesson 31emoriai Ho-pjial..■.Springfield. .Mn*-* 

WBiibam Hospital . Wnlthain, 

Meinorial Hospital . Wotccner. Mw*- 

St Vincent Hospital..Worcester Mu- 

Worcester City Worcester.’ Mh-' 

St. Joseph’s Met , Arbor. Mich. 

Leila 1 . Post Mouigwuj.u.v .. Rattle Creek Mich 

Mercy Hospital. Bonton Harbor. Mich; 

Oukwood Hospunl . Dearborn. Mich 

Evangelical Deaconess Hospital. ' ... . ti-rsnO 

Harper Hospital . . . 

Henry Forfi ” ■ . ! >' 

Mount Carme ' . J! f ' 

Providence H.... ' P'! " ' 

Receiving Hospital .. . .Detroii 

St. .lohn Hospuiil. i 

St. Joseph Mercy Hospital...... Deindi 

Sinai Hospital . Detroit 

Woman’s Hospital ..... .*.. Iieiroil 

Wayne County General Hospitaraid7nMVnVaVy^^.\\'"’'''"'KVnU 

McLaren General Ho^piinl.... 

St, Joseph Hospital.. Flint, Mich, 

Blodgett ilcniorial Ho-pltal. .Ifint, Mlrb. 

Buttcrworlh Ho^piiiU . .ttaphi., 

St. Mary** Hospital. Rapid-*, .Mich, 

Bon Secours Hospital. .... ^rano Raplfl^, Mlcb. 

Highland Park' General Hospital..Vii Doliji, 

Borge*s Hospital ... highland Park, 

Bronson Methodist Hospital.. Kalamazoo, .Mb-h, 

Edwaitl \V. Sparrow Hospital. Kalamazoo, .MJeh. 

St. Lawrence Hospital. Landing, Mkh. 

Midland Hospital . Laming, Mich. 

Pontiac General Ho«piuil. Midland, Mich. 

St. .Joseph ifercy Hospital.**'***.... Pontiac, .Mich. 

William Beaumont Ho-nital... Pont/ac. \fhtt 



Minneapolis General Hospital. . 

Mount Sinai Hospital.. 

Northwestern Hospital ..... 

St. Barnabas Hospital........ 

St. Mary’s Hospital..^ 

Swe«li«h Hospital .. 


































































































































488 


APPROVED INTERNSHIPS 


Oct. 5, ij. 


NONFEDERAL-Contlnued 

Mcinoriiil Ho'Ultiil ...Uuuvlllc, Va. 

l.ynchluirir Opncnvt Hospital.... Lynchlmrc, Vn. 

Man- linmaciilate Hospital. Newport News, Vo. 

Ulverslde Hospital . Newport News, Yn. 

l)e I’HUl Hospltnl.Nortolk. Vn. 

Norfolk Oeiteral Hospital. Norfolk, ^ a. 

.lolmstoti-lVIllls Hospital ... Rlcliinonii, \ n. 

Medical ColIcKc of Vlrclnta-llosplfnl Hlvlsloii. KIchmond, \n. 

Sltiarl t’irele llosidtal.. lllchtwond, \ a. 

l.ewls-tiale Hospital . Roanoke, \a. 

Roanoke Memorial Hospital. Roanoke, \ a. 

Wlneliester Memorial Hospital. 11 Incliestcr, \a. 

Doctors Hospital . 

Kim; t’oonty Hospital fait No. 1 (Harliorvlcw). oent . 

Seattle General Hospital.Sealtle 

Swedish Hospital . 

virdnia ^ .:::;:;:;;;;:‘sVoknn;.‘iv«sh. 

Sacred Heart Hosidtal.. ^ ^vasln 

St. l.ukcs Hospital...... Tacoma. Wash 

Pierre t ounly Ump ...M'acoma. Wash. 

St. .loseph HospUat.. ..Tacoma. Wash 

Tacoma (.etiernl Hospital. i’h,,rl,.stnn W Vn. 

Charleston <>!ieral Hospital. Charleston', w! Va. 

Kanawha 1 alley Hospital. Charleston. W. Va. 

Memorial Hospital .Huntltmton. W. Va. 

Cnhell Huntinrton Hospital. Huntlnttton. W. Vn. 

St, MaryV Ho'pl.al... Purkerslmrt;. W. Va. 

Camden Clark Memorial HospRal. Parkerclmrs. W. Va 

SI. .loseph’s HospltnK... .. Wheellm;, W. Va. 

Ohio Valley Oeiiernl .. Wheellm;. W. Va. 

WlKsdlm- Hospital . Pm, Claire. WK 

l.utleT Hospital . ' Fond du Lac. WD. 

St. AtiH's Hospital.. danesvIUe, WD. 

.Mercy Hospital ... . i,n Crosse. WD. 

I,R t’r(»s.' I.ntheran .. j „ Ciosse, Wl- 

St. ITnncls .. 

ROTATING (Med. Major) 

Number of Approved Proamms. 9 

, , ,, ,,,,,,1 . Washington, D. C. 

(teorwe \\a>hlm;lon InhersU) Hospital. Ann Arhor, Mich 

Cni\er«lty Hospital.’I. St. I.ouD 

Missouri Iiaidlst Hospital. . Jlrooklyn 

Prospect Hclahts Hospital.. Urooklyn 

St. Pcter'.s Hosidtal..Colimihii«. Ohio 

ITdtrrslty Hospitals..Oklahoma CHy, Okla. 

Cnlter>lty of Oklahoma Hospitals. . . DaUns TV.xn* 

St. Pnnl'.s Hospital... Norfolk. Va 

Norfolk tletieral Hospital. 

rotating (Surp. Major) 

Number of Approved Proornms, II 

, . Wa<!ti!m;ton, D. C. 

Ocorae Wa«him;ioii CnlversU) Hospiti 1. .Shreveport, La. 

T i:. Srhompert Memorial Hospital...Arhor, Mich. 

ciilMTslty Hospital... St. I.ouls 

Missouri liaptlst Hospital.. Brooklyn 

Prospect Helchts Hospital.. Brooklyn 

uVlIecue'^Hosidtal Center Dlv. 1 —Stirclcnl— . jjmv York City 

(mlumlda University... Columhns, Ohio 

Uiiherslty Hospitals... ... Oklahoma City, Okla. 

Ctdicrsltv ol Oklahoma Hospitals. . Dallas. Tex. 

s, pmd's Hospital.... 

XorRdk (ieiieral Hospital. 

rotating (Pcd. Major) 

Number of Approved Proorams, 3 

^ .Ann .\rhor, Mfch- 

Norfolk General Hosp.tal. 

rotating (Ob.-Gyn. Major) 

Number of Approved Programs, 3 

. Ann Arhor, Micb- 

Norfolk Genera! Hospital. 

OTHER ROTATING 
Number of Approved Programs, 11 

... 

community RotatInK . 

Demver General Hospital. 


■ ’''’s'l'ip'.:.} t 
• Ana Hat;, 


OTHER ROTATING-ContInutd 
Community RotatinB 

Geortre Washlnerton University Hospital. 

Rotating (Path.-Major) 

University Hospital. 

Rotating (Ncurol.-Major) 

Rotating (Derm.-Major) 

Rotating (Ancs.-Mnjor) 

Rotating (Otol.-Major) 

Rotating (Ophth.-Major) 

Rotating (Phys.-Mcd. Rchab.-JIajor) 

Rotating (Gen. Prnc.-Major) 

Rotating (Path.-Major) 


MIXED 

Number of Approved.Programs, 2J 

U. K. Piihlie Hc.ilth Service Hospital, Boston; ilcd.-Surg. 

University Hospital, Little Rock, Ark.; Med.-Ped. 

Georgetown University Hospltnl, IVnshington, D, C.; Med-Suig. 
UnhcrsRv of Knnsn.s Medical Center, Kansas City, Kan.; 

Path.-Mcd.; Path.-Surg. 

Bnlliniorc City Hospitals, BaUlmore;JIed.-Ped.; Ped.-Med. 

Hospital for Women, Baltimore; Jled.-Oh.-Gyn. 

University Hospital, Baltiinore, Md.; Surg.-Ob.-Gyn. 

Holyoke Hospltnl, Holyoke, Jfass.; Med.-Sarg. 

T.uthcraii Hospital, St. Louis; Mcd.-Surg.-Ob.-Gyn. 

Bellevue Hospital Center, New York City „ , . c 

Division I— Medical—Columbia University; Med.-Cbest Suig. k 

Bellevue Hospital Center, New York City „ . ^ 

Division H-Mcdlenl-Cornell University: Med.-Path. 

Bellevue Hospital Center, New York City 

Division Iff—Medical—New York University College of Medc 
Mcd.-Stirg. 

lielleviic Hospital Center, New York City ' 

Division HI— Surgical—New York University College ol Se4t_, 

Siirg.-Mcd. ~ 

Knickerbocker HospItnl» Xew York City; Med.-Surg. v , » 

Monteflore Hospital, New Y'ork City: Med.-Surg.-Pnl.-VurOj->eopls‘i.- 
uZevoU Hospital. New York City; Med.-Ped.-Surg.; Su^.-Gja..5W 

Gra«laX Hospitidf^Y^S; ^ V 

North Carolina Memorial Hospital, Chapel Hill,.. - 

Puke Hospital. Biirham, N. Cu „ 

Watts Hospital. Durbaim C- N c.;Pcd-Ob-Gpi li 

North Carolina Baptist Hospital.Mmston-Salem.. 

Bctliesdn Hospital. Cincinnati; Mcd.-Ob.-Suig. . . 

Baroness F.rhmger Hospital. Chattanooga.'^enm. M^ 

St. Thomas Hospital, Nashville, Tcnn.. .Med.-burg., vo. 

.lefTcrson Hos^^fal. Roanoke, Va.: Surg.-Med.-Ob. 

STRAIGHT 

Total Number of Approved Programs. 210 

INTERNAL MEDICINE 
Number of Approved Programs. B 


Veterans Admin. Hospital. 

Veterans Admin. Hospital. 

Veterans .Ydmin. Hospital. 

Veterans Admin. Hospital. 

Veterans Admin. Hospital. 

Veterans Admin. Hospital.K.'-'U. 

University Hospital and Hillmim Clinic. 

University Hospltnl....... • • • .. 

LOS Angeles County HosP»«'--”--; . 

University of California Ho Pital..... _ 
Stanford University Hospitals..-.--. 
University of California Hospital.. 

Georgetown University Hospital.. 

.Jackson Memorial Hospital.. 

. 

Louisville Geof . 

Ochsnee . 

Baltimoi ■ . . 

.Volms Hopkins Hospital..••••••■y--; 

Sinai Hosjutnl....... . 

University Hospital.... 

Beth Israel Hospital.. . 

Boston City Hospltnl-..------”;. 

rSS”-:: 


. Long Beseb, 
....Los A 

-A"'"*' 

."oUalmiBS 

.Dalis', 

.Blrniiosbii 

. Little Botl 

.. .... Lo'-^ 

.Lo'.- 

.. Saa H 

Bridgepo'l 
yev Hares 

.■ffoshlagW' 

. .... jlu' 

..Mlsl 

’. Eiiior)- Cnlfen 


Kaa'a'C 

. LouP' 

. NeK 

. ..B 

. ..E 

. E 

...I 

. I 
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APPBO^'ED INTERNSHIPS 4S9 


, INTERNAl. medicine—C ontinued 

N 

Btifhein Hospital.Boston 

:. th«”tero Hospital. J .nneapo is 

' !e”tr of -Mtancsota Hospitals. Minne^p^ohs 

■ St. Louis 

■ ■ .■ City, X. J. 

TTn-Ttifsi Albany, N. Y. 

"JdaVHospiwi;;;. BrooWyn 

r IS W>nd College Hospital. Brooklyn 

ho<ii't Hospital. Brooklyn 

John's Episcopal Hospital. 

fslo Ceneral Hospital... B uffalo 

IT Iiaocene Bassett Hospital. Cooperstorro, i,. 'i. 

B' feme Hospital Center Division II—Jledical _ , 

Cornell University...New Tork City 

t-'-k^l’nie Hospital Center Division III—Medical 

’■.Vew Tork University CoUeee of Medicine.New Tork City 

pnie Ho'-pita! Center Division IT—Medical 

... New Tork University Posteraduate Medical School.N'ew York City 

,'‘ini JIunicipal Hospital Center. New York City 

’ ‘ ckerbocker Hospital.New York City 

. lanon Hospital.New York City 

. r Tork Hospital.N'ew York City 

•shyten'an Hospital...New York City 

■ Clare's Hospital.New York City 

1 ‘ Vincent's Hospital...New York City 

, ' icsee Hospital..Hochester, N'. Y. 

' ■' rhester General Hospital. Rochester, X. Y. 

■' •• tins: Memorial-Rochestcr Municipal Hospitals.Rochester, X. Y. 

- ite University of Xew York Upstate Medical Center_Syracuse, X. Y. 

rth Carolina Memorial Hospital. Chapel Hill, X- C. 

ke Hospital. Durham, X. C. 

, . 'itts Hospital. Durham, X. C. 

. . , rth Carolina Baptist Hospital.Winston-Salem, X. C- 

‘irersity Hospitals. Cleveland 

..Thomas Hospital.Xashville, Tenn. 

■nderhilt University Hospital.XashviUe, Tenn. 

jlor University Hospital.Dallas, Texas 

• • - rtland Memorial Hospital.Dallas, Texas 

. Paul's Hospital. Dallas, Texas 

-fferson Davis Hospital. Houston, Texas 

- j ithodist Hospital. Houston, Texas 

•,',.!t Lake County General Hospital. Salt Lake City 

ilrersity of TitRinia Hospital. Charlottesville, Ta. 

. 1 Hsapeake and Ohio Hospital.ClUton Yorge, Ya. 

sdical CoUeee of Tirglnia—Hospital Division. Richmond, Va. 

.. ne County Hospital, Unit Xo. 1 (Harborview). Seattle 


PATHOLOGY 

Humber of Approved Programs, 25 


nlrersity of California Hospital. 

I' Dirersity of California Hospitals. 

rate-Xeir Haven Community Hospital. 

■■ - niory University Hospital. 

i nlrersity of Kansas Medical Center. 

^ . altlmore City Hospitals. 

' 1 ohus Hopkiris Hospital. 

oston City Hospital. 

htidren's Medical Center. 

lessachusetts General Hospital. 

„->?IS5sachusetts Memorial Hospitals. 

lames Hospital. 

ersey City Hospital...'.'..','.'.'.'.'.’.’.’.’.'.’.’.’.'.'.'.'.'.’.’.’.’.'.’.'.*.! 

C- Une.s County Hospital.'... 

Hospital Center, Division III—Pathology 

University CoUege of Medicine. 

»cw xork Hospital. 

‘rpshyterian Hospital. 


Hospital. 

• ■ •'’™‘>f'“'-Bochestcr 'Munl’ei'p’nl 'Hospitals!! 
lorlh Carolina Memorial Hospital 

>ike Hospital. 

ihtth Carolina Baptist Hospital.. 

' -nlrersity HospltaU'. ' ' ' ' 

' i"*'! Samaritan Hospital. 

" "“'''tl'llt Unlrersity Hospital.............'....'.'. 


. . . Los Angele« 

.San Francisco 

.... Xevr Haven. Conn. 
Emory University, Ga. 
.... Kansas City, Kan. 

..Baltimore 

..Baltimore 

..Boston 

.. Boston 

..Boston 

. Boston 

.St, Lonls 

..... Jersey City, X. J. 
...Brooklyn 

.Xew Tork City 

.Xew York City 

.Xew York City 

.Rochester, X. Y. 

. Rochester, X. T. 

. Chapel Hill, X. C. 

........ Durham, X. C. 

. Winston-Salem, X. C. 

. Cleveland 

.Portland, Ore. 

.Xashville, Tenn. 


PEDIATRICS 

Number of Approved Programs, 45 


’ ^ Hospital and Hillman Clinic.. 

IJrerdty Hospital. 

_ lUadrens Hospital . 

' Hwpilai;:::::: 

. Unlrersity Hospitals.. 

- California Hospitals!;.:..: 

Gnjr'vr Hospital. 

, Memorial Hospital. 

-Uthael Rcesi. 

Ucirersity „i Cliaic-!!!!!!’”!!' 

' louis'rmJo'’* Meilleal Center... 

, “•'•"■rae Crfncral Hospital. 

Bahtaure City Hospitals. 

■ ■ Hospital.;. 

'' ' -al Hospital. 


. Binningbam, Ain. 
. Little Rock, Atk. 

.Los Angele.* 

. Los Angeles 

.San Francisco 

.San Francisco 

Xew Haven, Conn. 

.Atlanta. Ga. 

.Chicago 

. Chicago 

Kansas City, Kan. 
.... Louisville, Ky. 

.Baltimore 

.Baltimore 

..Baltimore 


PEDIATRICS—Continued 


University Hospital. 

Boston City Hospital. 

Children’s Medical Center. 

Massachusetts General Hospital. 

Xorthwestem Hospital.-. 

University of 3Iinacsota Hospitals. 

St. Louis Children’s Hospital. 

St. Mary’s Group of Hospitals. 

Jersey City Hospital.. 

Cumberland Hospital.. 

Jewish Hospital..... 

Kings County Hospital. 

Methodist Hospital. 

St. John’s Episcopal Hospital. 

Children’s Hospital...... 

Bellevue Hospital Center—Division III—Pediatrics 

Xew York University College of Medicine. 

Bronx Municipal Hospital Center. 

Xew To”’* ■■ ■* * 

St. Luke 

Strong ” . 

State University of Xew York Upstate Medical Center.. 
Xorth Carolina Memorial Hospital,. 

\ « • 


.J V,t.UkCl ........ p • 

Jefferson Davis Hospital.. 

Salt Lake County General Hospital 
Milwaukee Children’s Hospital. 


. Baltimore 

.Boston 

.Boston 

. Boston 

. Mixineapolls 

.Minneapolis 

.St. Louis 

.St. Louis 

Jersey City, X. J. 

.Brooklyn 

. Brooklyn 

.Brooklyn 

.Brooklyn 

Brooklyn 
.Buffalo 

... Xew York City 
... Xew York City 
Xew York City 
Xew York City 
Rochester, X. Y. 
.. ^racuse, X. Y. 
Chapel HiU, X. C. 
ham, X. C. 
■ ilera, X. C. 
Cleveland 
' ville, Tenn. 
.... Dallas, Texas 
.. Houston, Texas 
Salt Lake City 
.Milwaukee 


SURGERY 

Number of Approved Programs, 61 


University of California Hospital... Los Angeles 

Stanford University Hospitals. San Francisco 

University of California Hospitals. San Francisco 

Bridgeport Hospital.Bridgeport, Conn. 

Grace-Xew Haven Community Hospital.Xew Haven, Conn. 

Grady Memorial Hospital....'.Atlanta, Ga. 

Emory University Hospital......Emory University, Ga. 

Michael Reese Hospital. Chicago 

Provident Hospital. Chicago 

Indiana University Medical Center. Indianapolis 

University of Kansas Medical Center.Kansas City, Kan. 

Baltimore City Hospitals.Baltimore 

Johns Hopkins Hospital... Baltimore 

Sinai Hospital. Baltimore 

University Hospital. Baltimore 

Beth Israel Hospital... Boston 

Boston City Hospital. Boston 

Massachusetts General Hospital. Boston 

Massachusetts Memorial Hospitals. Boston 

Xew England Center Hospital.Boston 

Peter Bent Brigham Hospital. Boston 

Xorthwestem Hospital.Minneapolis 

University of Minnesota Hospitals. Minneapolis 

St. Joseph Hospital...Kansas City, Mo, 

Barnes Hospital. St. Louis 

St. Mary’s Group of Hospitals...,.St. Louis 

Jersey City Hospital. Jersey City. X. J. 

Albany Hospital.Albany, X. Y, 

Cumberland Hospital.Brooklyn 

Kings County Hospital.Brooklyn 

Long Island College Hospital. Brooklyn 

Methodist Hospital. Brooklyn 

St, John’s Episcopal Hospital. Brooklyn 

Buffalo General Hospital. Buffalo 

Bellevue Hospital Center—Division 1—Surgical 

Columbia University.Xew Tork City 

Bellevue Hospital Center—Division 11—Surgical 

Cornell University.Tork City 

Bellevue Hospital Center—Division III—Surgical 

Xew Tork University College of Medicine.Xew York City 

Bellevue Hospital Center—Division IV—Surgical 

Xew York University Postgraduate Medical School.... Xew York City 

Bronx Municipal Hospital Center.Xew Tork City 

Knickerbocker Hospital. Xew York City 

Lebanon Hospital.Kew York City 

Xew York Hospital.Xew Tork City 

Presbyterian Hospital.Xew Tork City 

St. Clare's Hospital.Xew York City 

St. Vincent's Hospital. Xew Tork City 

Genesee Hospital. Rochester, X. Y. 

Highlanil Hospital. Rochester, X. Y. 

Rochester General Hospital. Rochester, X. Y. 

Strong Memorial-Roehester Municipal Hospitals. Rochester! X'. Y. 

State Gnlversity of Xew York Upstate Medical Center_Syracuse, x! y! 

Xorth Carolina Memorial Hospital. Chapel Hill! X. C* 

Duke Hospital. Durham! x! c! 

Xorth Carolina Baptist Hospital. IVmston-Salem, X. C 

University Ho.spitals. aevelanii 

St. Thomas Hospital.XashvlRe, Tenn. 

Vanderbilt University Hospital. Xashville, Tenn. 

Baylor University Hospital.Dallas,’ Teiaj 

Jefferson Davis Hospital. Houston! Tcias 

Methodist Hospital. Houston, Texas 

University of Virginia Hospital. Charlottesville, Va. 

Medical College of Virginia-Hospital Division. Richmond, Va. 
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J-A.M.A., Oct. 5, ;||. 

APPROVED RESIDENCIES AND FELLOWSHIPS 

Council on MetHcal Education and Hospitals of the'American Medical Association 
535 North Dearborn Street, Chicaco 10 
Revised to September 1, 1957 

Hospitals, 1 , 259 ; Assistant Residencies and Fellowships, 31,252 


The following scn’iccs arc approved by the Council on Medical Education and Hospitals as meetinc the reniiirpmom r i 
Essentials of Apprtived Residencies and Fellowships. In those specialties in which certifying boards have been estahlisW 
IS o.'stendeu in concurrence with the Botird concerned as indicated. Tlie number of years of training for which annroval 
puitcd is indicated in the column, “Lcngtli of Approved Program (years),’’ Residencies in which this designation does not smf 
hiu c been .npprtis'ed witboul siiecifs'ing the number of years for wliicli they are accredited. The beginning stipends for FtT^' 
hospitals liave not l>een listed; they are established in accordance svitli gox'ernment pay tables. 


). .Mh-re.v.4!»ii 

e. .4!io 

3, Avlnll'in Mrdlcliic . 433 

I. t’nritinvii'-i'Uliir iil-cii'(’« . 4M 

.■>. IhTUintdloK.X' . 4'.*1 

0, Cnstroi'iitcroloe.v .4yr> 

7, <ii'l!i'rni i’fiictlct' .. 4!).'i 

r. itiicmiil .Medidne. 407 

y. .MitliKnmii lil'-ni'-r't . WU 


INDEX TO LIST 


10. Xeiiroloclciil Surgery . 504 

11. Ncimdoffy .. 505 

12. Obstetrics iind GynccoloKy. B07 

13. Occaimtioniil Medicine. 513 

14. OphthiilmoloKy .518 

1.1. Orthopedic SiirRcry. 615 

10. OtoliiryntroIOKj' . 520 

17. Potholos'y . 522 

15. PcdSntrlcK . 529 

19. I’liy.siciil Med. iind Itchuldlltiitlon ..532 


20. Plastic Surgery .. 

21. Preventive Mediciae. 

22. Proctology .. 

23. Psychiatry..... .jj; 

24. Pulmonary Diseases...», 


25. Kadlology ... 

26. Surgery . . 

27. Thoracic Surgery .« 

28. Otology.. 


1. ALLERGY 

Residency nronrams In the tollowino hospitals have been approved for ONE year of fralnfiS by the Council 
and the Subspeelaify Board for Alleroy of the American Board of Internal Medicine. 


Niiine of Ho'pitiil 
UNITED STATES ABMY 
.Vrniy .Medloiil Center . 

UNITED STATES NAVY 
U. S. Xnvnl Hospital >. 


Hospitals, 20; Assistant Residencies and Residencies, 35 

Location Chief of Service 

... Wnetilngton, D. C. U. RateJiffe. 


§ ^ 


486 


San Diego, Calif. A. L. Lawler. 


NONFEDERAL and VETERANS ADMINISTRATION 

Veteran- .idmin. Ho-pltal . Fm^c“"o 

Kal-er Koiindallon VV-s. ^ * Chicago 

Vnlverdty'ot hiSnor SI’S 

Mayo .. HrooWyn. N. Y. 

-lewMi ilo-pilal ' Buffalo 

(ioflaio t/enernl Ho-pUal .• j.^„. York City 

itooM-velt Ho-pltal . . .. . Durham, N. C. 

Duke liilver-lty Ho-pltal .. 

tihio State ViiKer-lly Ho-I’ltfl-’ Columbus. Ohfo 

I'nlver.'Ily Ho-pltal ...'. Philadelphia 

ToiniiU* l■nlvo^^lty PittshvirgU 

.Motitellore Ho-pltal ., Pittsburgh 

Veteran- . Charlottesville, Va. 

l.’iilver-lty of Virginia ,, V Vij ■j'Ahn’i-a . Richmond, Vn. 

51edleal College ol Mrglnla-no-pUal Division - MaUison. Wls. 

Cniver.-lty Ho-pltal- .. 


X. B. Kurnick. 3S'2 

B. F. .. 

S. ... 

M. Samter . 4U 

\V. S. Burrage.. 

.1, M. Sheldon. 16 

L. E. .. 

M. Grolnick. 

C. E. .. 

R, A. Cooke. ‘61 

O. .. 


.r. H. .Mitchell. 

1,. Tuft. 

L. H. Orlop. 

L. H Oriep......... 

O. Snineford, Jr... 

M. E. B. Owens. 

S. B. Crepea. 


103 

29S 

264 


OS 

Op- 


9,260 


6,602 


1,042 
6S,0S9 
3,8S6 
7,545 
8,001 
10,851 
in Int. Med. 

7,674 
la Int. Med. 
■11,244 
650 

2,302 
4,927 
12,425 
15,480 
5,061 
3,979 
4,033 


2. ANESTHESIOLOGY 




by the Council 
AnesthesIoloBy. 


Hospitals, 213; Assistant Residencies and Residencies, 1,272 


it i 


"is S'?! *- 

i cfcl 0 ofc iZ'r- 

6<Cio ^"0 eS- 


S!t 

“i- 


13 

C. 

m' 

E 

n 

se 


13 


X'lime of Hospital 
UNITED STATES AIR FORCE 

u. .S. Air Force Hospital. 

united STATES ARMY 

Lctteniian .inny J,’i’. 

Fltrslmons Army . . 

Brooke Army Hospital . 

UNITED STATES NAVY 

ff. S. Naval Hospital ... 

V. K, Naval Hospi a .. 

n. S. Naval Hospital ^ . 

G. S. Naval Hospital . 


Location Chief of Service 

Sun .-111100(0, Texas A. B. Tnrrow. 


. San Francisco 

. Denver 

ivasliingtcm* D.O. 

San Antonio, Texas 


J. F. Pfeffer.. 
C H. MitebclI. 
H. C. Slocum. 
J. A. Jcnicek.. 


.Oakland, Calif. 

"... San Diego, Calif. 

. Bothesdn, Md. 

Chelsea, Mass. 


E E. Parker. 
J. M. Hnnner. 
J. G. Kurfees. 
D. R. Bucchel. 


vdil be found 


on pages 556 through 559. 


o a 


6,474 


6,222 

6,915 

11,612 

5,632 


11,168 

14,534 

10,910 

6,223 


a 5 


3,262 


2,493 

695 

0,518 

2,192 


4,000 

1,691 

3,233 

495 






10 

Iff 
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2. ANESTHESIOLOGY-Conlinued 


Xaine of Hospital Location 

: ^ V,v.l Hospital ^. St- -^J5>ans. N. J. 

s'. Xsvsl Hospital t. Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 

' '1; S. Public Health Sen-Ice Hospital . Stapleton, S. 1., N. T. 

■t^'-IONFEDERAL AND .VETERANS ADMINISTRATION 

'■■ V.iivcnity Of-Habaina Medical Center ^ 

- --, iWrdtT Hospital and Hillman Clinic i-».Birmingham. Ala. 

■-.C-Uofa Soland Hospital . 

WisitT Hospital 1. I-ittle Rock. Ark. 

Lne Anpeles County Hospital ^. Los Angeles 

raiver^Itv of California Hospital . I'Os Angeles 

retwan* Admin. Hospital . I^os Angeles 

iVhit<* Memorial Hospital .. ^os Angeles 

BIchland-Alameda County Hospital *. Oakland. Cahi. 

-amucl Merritt Hospital ^. Oakland. Calif. 

■}-K8l«er Foundation Hospital . San Francisco 

. ■ Mount Zion Hospital . San Francisco 

* St Francis Memorial Hospital . San Francisco 

~ Joseph’s Hospital '-». San Francisco 

'■ , Ssn Francisco Hospital 

Stanford University Service . San Francisco 

-StanfordUniversity Hospitals .San Francisco 

-.. University of California Hospital . San Francisco 

..J Santa Gara County Hospital . San Jose, Calif. 

' Harbor General Hospital '. Torrance. Calif. 

University of Colorado Medical Center 

'’Colorado General Hospital . Denver 

Denver General Hospital . Denver 

^^==\’cterans .4dnun. Hospital . Denver 

Bridgeport Hospital . Bridgeport, Conn. 

Hartford Hospital ... Hartford, Conn. 

St. Francis Hospital _:... Hartford, Conn. 

Grace-New Haven Community Hospital .New Haven. Conn. 

Hospital of St. Hapbnel ^. New Haven, Conn. 

District of Columbia General Hospital . Washington, D.C. 

Doctors Hospital . Washington, D.C. 

Gcorcctown University Hospital .-. Washington D.C. 

George Washington University Hospital . Washington. D.C. 

: ; Washington Hospital Center 

: 5 Garfield Memorial Hospital . Washington, D.C. 

\ ‘Jackson Memorial Hospital . Miami. Fla. 

1 . 'University Hospital'...Augusta, Ga. 

Ti .‘Emory University Hospital . Emory University. Ga. 

:• f Michael Reese Hospital. Chicago 

Mount Sinai Hospital . Chicago 

, Northwestern University Medical Center 

- Chicago Wesley Memorial Hospital . Chicago 

St. Luke’s Hospital . Chicago 

_ University of Chicago Clinics . Chicago 

University of Illinois Research and Education Hospitals _Chicago 

Evanston Hospital *-*. Evanston, lU. 

Yeterans Admin. Hospital ^. Hines, !«. 

b't. Jo.5eph;s Hospital . Joliet, III. 

Indianapolis General Hospital ^. Indionapoll.^ 

j I^cdiana^ Unjver.«ity Medical Center ^.Indianapolis 

^ State University of Iowa Hospitals ... Iowa City 

veterans Admin. Hospital . Des Moines. la. 

- 1 - « -Admin. Hospital . Iowa City 

Lnivcrsity of Kansas Medical Center . Kansas City. Kan. 

Admin, Hospital '. Kansas City, Mo. 

T^’ , Hospital ^‘3. Wichita, Kan. 

.. Louisville General Hospital . Louisville, Ky. 

■ M Hospital of Louisiana ’. New Orleans 

• ychmer Foundation Hospital i. New Orleans 

tastern Maine General Hospital . Bangor. Maine 

; Lentral Maine General Hospital '. Lewiston. Maine 

- Mam MMical Crater i. Portland, Maine 

; pm' .Hospital r-3. Baltimore 

^ BOiton City Hospital . Bo«ton 

. Lahey Clinic i-3-i«7-i«s."".Boston 

Mass-achiisetts General Hospital '. .. “ 

Ma5<achusetts Memorial Hospital^ .' 

Now Lnpland Center Hospital 

W Heacones^ Hospital .!.!!. nos 

■ Hospital i-a. Boston 

-■f Elizabeth s Hospital . Boston 

.'■.BoVto°:GTamaicii Plain. 

M. Vincent Hospital .. 

)W^tcr City Uospitai’V-V. 

. Uiversiiy Hospital . 

uariier Hospital . 

, Ford Hospital i-i;:.":. 

..Detro,. 

■Maro FoundVt on i"-*'" ^“'Fitals . Minneopofc 

I'MveMtrHo'nUa '. Rochester. Minn. 

HoS; 

Hitehoek 

Hackensack, N. J, 


Boston 

Boston 

Boston 

Boston 


Cambridge. 3la>'^ 
Cambridge, Mas> 
Springfield. .Ma««. 
AVorcester. Mass, 
Worcester. Mass. 
Ann Arbor. 3Iich. 

. Detroit 

Detroit 


/ 


H,.;..; Jiemona 

Hospital t-: 


Numtrieal and other references will be 


found on pages 555 through 


Chief of Ser\*ice 

D. Al. Pino. 

T. C. Deas. 

K. F. Urbach.. 

A. McNeal . 

R- W. Grndy. 

J. P. Hickey. 

C. W. Shafer. 

J. Denson . 

J. B. Dillon. 

N. H- Rupp. 

F. E. Leflingwen. 

C. H. Gallup. 

B. M. .Anderson. 

E. P. Shannon. 

A. J. Harris. 

J. E. Cann.. 

R. A. Simpson.. 

R. Ponath . 

P. J. Bailey. 

J. Aticinson-j. W. Pender. 
J. D. Boone. 

R. AV. Virtue..... 

R. Virtue . 

F. Brown . 

D. Ma-ssev ... 

R. JI. Tovell. 

S. J- Alartin. 

N. M- Greene. 

M. Garofalo . 

S. N Albert. 

D. Stubbs. 

T. F. McDennott. 

C. S. Coakley. 

AA*. E. Bageant. 

J. G. Converse. 

.A. J. AA’aters. 

AV. H. Galvin. 

J. Bolgla . 

R. Wc.vl . 

il. Karp . 

P. W. Searies. 

E. T. Morch. 

M. S. Sadove. 

C. .A. Baldwin, Jr. 

31. Sadove. 

I. . D. Ruttle. 

R. E. A'ore. 

V. K. Stoelting. 

S. C. Cullen. 

J. L. Bailey. 

L DcBackcr-S. C. Cullen, 

P. H. Lorhan. 

H. Hash . 

R. T. Punniey. 

R. P. Bergner. 

J. .Adriani . 

G. B. Grant. 

C. S. Dwyer. 

G. Clapperton. 

J. R. Lincoln... 

P. Safar . 

M. Helrich . 

P. S. Alarcus. 

U. H. Eversole. 

H. K. Beecher. 

E. Sneddon . 

B. E. Et-sien. 

L. A*. Haml-F. J. Audin... 

E. E. Bartlett. 

L. D. A’undam. 

L. Zentgraf . 

D. L. Mahler. 

F. C. Callahan. 

J. H. Bu-fcirk. 

H. L. Struehan. 

A\’. .1. 31artin, Jr. 

.A. Haddatl .. 

R. B. Sweet. 

A. B. Steam«. 

P. R. Dumke. 

N. M Biltrich. 

F Greifen-iein . 

E. M Bffiwn. 

31. 1- Byrd. 

F. H. A'nn Bergen. 

.A. Faulcomer, Jr. 

rV b* DoVidV.V.V.V.V.V.V.’. V 

S. Brown . 

H. W, Crouch. 

-T. L, Bannore. 

R. H. Barrett. 

L. AV. Netz. 

AA’. J. Gleeson. 

E. T. Lawless. 
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492 APPROVED RESIDENCIES AND FELLOWSHIPS 



2. ANESTHESIOLOCy-ConHnued 


Oct. ]J(. 


Knnie of Ho.ipltdl 

AJtjat!}- Hospltfil . 

D<’tlt-K( Ilo.niltiil <*•''. 

Jewish Hostiltnl . 


Location 

.. Albany, N. T. 

... BrooiOyn, N. y. 

Kim-.s <hnniW'Hos)>iVnYrcnirK!;;;;;;";;;;;!;;;';.Brooi-ivn v 


JlovpHnl *-a. ’ ..5* .f.- 

M. Oathcrlne'.s Hosi)lin) i-».. irooMvn’v'v' 

luiftnlo t.oacrnl Hospital . urooKljn^K V 

^W-cr .Mcinoriiil HospUaV'-*’... «! "!! ? 

Jflllanl I'illinorc Hospital ,. S 

\ctcrnns Atlmln. Hospital i-».. n, ffn n 

rinsblnir Hospital ami Wspcnsnry i-». ‘Flushing K Y 

Low Wan.l .Icalsh Hospital »-»;.New Hyde Part 

ncll<*vuc Uo*.tiUn{ Contor * * ’ 

rovt^Orndunto McOlcnl 

ne,riy;;;li"iYs^dtY/v:^--r;.v.v;-^^^^^^ ^ 811^ 

Hronx .Miinirliinl Hospital Center .Kew ynrk Cttr 

Hospital tor .lolnt Hlseascs ... 

.'h'moftn! tv.aier for Caticvr and Allied IlIsensM.New York CItv 

JntiH'- nDspItJil '•*....... ^ 

Mcinoritti iiDtjiUjii i-s ....!!!!!!!!*!* . 

MonleHop' '..’Ncw York city 

.Moiini .‘.pial H()s()itnl >-». Xobt York City 

New Vsirk .tfodiciil CoIK'ire—Metropolitan Medical Center 

Flower and Fifth Avemie Hospitals. New York City 

.Metropolitan Hnspltnl . New York City 

New York Hospital . New York City 

.New York I’oJyellnIe Mcdlenl .School and Hospital '-».... Now York City 

Fn'sbyterlan Hospital ». New Y'ork City 

.vt. Clare’.s Hospital . New Y’ork City 

St, t.tikeV Hospital. New Y’ork City 

St. Vincent's Hospital '•*. New Y'ork City 

Veterans .\dtnln. Hospital *'*.New Y'ork City (Bronx) 

lieness,. Hospital ..... Roebester, N. T. 

St. Mary's Hospital '•*... Rochester, N. Y’. 

Strong MemorlaMfoehesfor Jlimlclpal Hospitals >-*_ Rochester, N. Y’. 

Kills ilnspltnt . Schenectady, N. Y’. 

St. .tosejih's Hospital ... Syrneiisc, N. Y. 

State Cnleerslty ol New Y’ork Hpstnte Medical Center 

Hosidtnls '•* . iSyrneiisc, N. Y’. 

Hrasslatids }Iospltnl . Y'nlhnlln, N. Y’. 

.North Cnrollna Meniorinl Hospital ’■*. Chapel Hill, N. C. 

Hole Cnlverslty Hosidtal *-*. Durham, N. C. 

North Carolina Baptist Hospital ’•*. YVInston-Salcm, N. C. 

Mercy Hospital ... Canton, Ohio 

Christ Ilosplinl . Cincinnati 

City Hospital >-». Cleveland 

Cleyelnttd Clitile Hospital >'•. Cleveland 

ntirvlew Park Hospital . Cleveland 

Huron Rond Hosidtal *■*. Cleveland 

Mount Sltinl Hospital '*•.. — .. Cleveland 

St. Alexis Hospital >->. Cleveland 

St. I.tike'a Hospital . Cleveland 

Cnlverslty Hospitals >-». Cleveland 

Ohio State Cnivei.sity Hospitals , 

Vniterrity Hospital <->■*•»-»». .. Cohimhus, Oh o 

Mnryinonnt Hospital »-»... Garflctd Hchtht.s. Oh o 

VomiK-lown Hospital >-*. Younirstown. Ohio 

Cnlverslty of Okhihonia Hospitals . Oklahoma City 

Cnlver.'Ity of Oregon Medical .School Hospitals „ „ 

Oeo, F, t:eis!nt;er Stemorlal Hospital .. Danville, Pa. 

Coiiemankh Valley Memorial Hospital »•». ■^“^’proflrfeinhfa 

\lbert Kinsteln .Medical Center ., 

fV/adiinte Hospital of the Cnlverslty of Pennsylvania Ph lade phia 

Halmemami .Medical CoIIpkc ami Hospital ’-J... Ih «de nh a 

Hospital of the Cnlverslty of Pennsylvania . Phllndelpma 

.Philadelphia 

^«i??c« . 

nV»"Y.v. ■' ■ ■ ..phnadcipwa 

nilhidu. ■. .... ^ . Phiindciphin 

Preshjtf ; .. Philadelphia 

■■ • • • ■ • • • ..pmlblwKh 

.MSfiom ’nospit ai -i-i;;:;;; .pittshurkh 

St. Francis fienernl Hospital and Rehabilitation Pittslmrch 

'I'.V.. RcndinK, Pa. 

. 

..prori*..*, s. i. 

.Medleal.Colleae of Konth Carolina ^ Ohnrlcston, S. O. 

'i'eachliifi' llosjntals ....• • . . Ohiittanooira. Tcnn. 

Buroiiess Krlaniter Hospital^ ^ . . Nashville. Tcnn 

Vanderbilt Untverstts’ Hb^pltnl^^ . Dallas, Texas 

Baylor 1-3.Y.iiY'..... Dallas, Texas 

Parkland Moinorjul HOs^pitai . Worth, Texo.s 

Hnlvmm- o" roxnV ModVenV Bn'tne'h ilYsplVaVs' Galveston, Texas 

Baylor University CollCKC of Medicine AfiUlated Texas 

.relTcrson Davis hospital . Houston, Texas 

Veterans Admin. Ho.splfnl . ^ Houston, Texas 

Hennann Hospital .. Houston, Texas 

Unlverf.ny of Texas M i). Anderson Hospital and ^ jjouston, Texas 
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I. 

M. 

L. 

P. 

H. 

R. 

B. 
E. 

S. 
E. 
S. 


Chief of Service 

M. Lnndmcsser.. 

O. Goldfedcr.... 

Pnllin . 

Hnrniel .. 

Holrmnnn 

P. Ansbro. 

1. Lipsoa.. 

N. Terry. 

D. KInit.. 

D. Babbage. 

t. Guest.. 

ApogI . 

N. Stirks. 


E. A, Rovcnstlne. 
S. G. Hershey..,. 

L. R. Orkfn. 

A. M. Betcher.... 

G. Rich . 

YV. S. Howland... 


O a 
Be 

7,987 
6,918 
7,CSS 
9,OSS 
9,293 
S,7S0 
2,641 
14,470 
5,159 
11,272 
8,146 
7,921 
5.553 


12,760 

3,590 

6,588 

3,337 

6,696 

7,883 


E. Kcpcs . 

3f. H. Adelman. 


3,298 

11,219 


F. E. Fierro. 


.1. F, vlrtuslo... 
J. Jlllowsky ... 
E. M. Popper... 
6. A. Keating.. 

G. E. Bnrford.. 
Y'. ,1. Collins.... 
1). J. Clllbcit!.. 

E, Klstler. 

M. YVcIngnrten 
V. Thomas .... 

H. A. Snell. 

C. J. Geiger— 


E. .1. Dehnonlco.. 
H. F. Bishop. 

D. A. Davis. 

C. R. Stephen_ 

R. M. IVnII. 

L. L. Frick. 

E. Horteninn .... 
H. E, Krctchmcr. 

D. E. Hale. 

,1. E. YVnlkowlak. 
.1. K. Potter. 

S. Katz . 

Jf. Oppcnhclm ... 

B. B. Snnkey. 

R. A. Hingson.... 


,T. 3. .Incoby. 

N. G. Dc Piero... 
D. YV. Metcalf.... 
3. M. YVhltc. 


F. Haugen . 

.1. M. Schwab. 

P. C. Lund.. 

M. L. Bcrnstlne-B. Goldstein. 

H. H. Stone... 

A. J. Catcnncci. 

R. Dripps . 


H. H. Stone. 

L. iT. Hampton. 

M. X. Troncellitl— 

E. Conner . 

S. Shotz . 

L. YV. Kmmpermnn. 
R. L. Patterson. 

F. F, Poldos. 

L. G. David. 


G. J. Thomas. 

M. Kerry . 

YV. Brelmi . 

N S. Riikiitnnsky. 
M. Saklad. 


3. M. Browu-J. C. Doerr. 
G. E. Go.x. 

B. H. Robbins. 

R. Courtin. 

M. T. Jenkins. 

A. N. Heinrichs,. 

C. Allen . 


A. S. Keats..... 

P. H. Chalmers. 

\X. H. Mannheimer. 
L. F. Schuhmacher.. 
E. A. Hoefllch. 


YV. S. Derrick... 
O. H. Gillespie, 
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Vo!. 165, No. 5 


2. ANESTHESIOLOGY-Conh'nued 


Neine of Hospital Location 

i-nivcr«ltr ot Utah Affiliated Hospitals ’->-»«.Salt Lake City 

■n vfSitT Of Vermont Affiliated Hospitals 

ll noiWand Memorial Hospital . Bur me on. \ t. 

,-Sf Admta. Hospital .White River .let.. Vt. 

•d Vfr»ily of Virginia Hospital.. Charlottesville. \a. 

iwical College of Virginia-Hospital Division r-». Richmond. \ a. 

eurans -Cdmin. Hospital . Richmond. \ a. 

loclofs Hospital >-». Seattle 

tnlversltr ot Washington Affiliated Hospitals 

Children’s Orthopedic Hospital ..^. . Seattle 

King County Hospital Unit No. I (Harhorview) a. Seattle 

Veterans .Admin. Hospital .^^^ttle 

.Irginia Mason Hospital . ^?ttle 

raconia General Hcspital a-a. Tacoma. \\ ash. 

jhio Valley General Hospital a-a. AA heeling. AA . A a. 

.-nirersity Hospitals a-a. Madison. AAis. 

I’fterans .Admin. Hospital a-a. .Alihvaiikce. (AA'ooil) AAi-. 

am .Iiinn City Hospital a-*. San .tiinn. P. It. 


Chief of Service £-< —< 

a M. Ballinger. 7.497 4.45S 

E. Mill? . •2.4G3 1^1 

.1. Abajiao. Jr. 3.ri07 l.joS 

R, £. Lapointe. 1,40.'» 4So 

D. E. Eastwood. 3.31« 4.592 

W. E. PemMeton. 5.179 

C. G. Lynch. 3.791 S72 

L. F. TnmhoU. 3.119 

K. Father. .3.374 1.352 

L. E. Morris. i.ll'i 

.1. W. Bell. l.u>5 346 

D. C. Moore. - 2,C3I 

.1. Boniea. 5.52:4 2,762 

D. E. Grceneltch. 6,493: 3.511 

O. S. Orth. 5.615 

S. W. tforens. 3,70J 1,614 

F. Gonzalez. 3,:>?T 1.S07 


9 9 
>- =•= 




&.=c 

4 

1 

4 

1 


10 

3 


6 

6 

6 

14 


ICO 

167 


5ft 

3») 


36ft 

.125 

2C) 

SHI 

Iftj 


3. AVIATION MEDICINE 

The programs In Aviation Medicine which have been approved by the Council and the American Board 
of Preventive Medicine, through the Residency Review Committee for Preventive Medicine, 
will be found listed under Preventive Medicine, page 534. 


4. CARDIOVASCULAR DISEASES 

Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the Subspeclaity Board for Cardiovascular Diseases of the American Board of Internal Medicine. 
Hospitals. 50; Assistant Residencies and Residencies, 117 


Name of Hospital Location 

UNITED STATES ARMY 

Lclterman Anny HospItaP’*. San Francisco 

ntisIinonaArmy HospltaP. Denver 

Army Medical Center ***. Washington. D. C. 

liroote .\Tmy Hospital. San Antonio. Texn* 

UNITED STATES NAVY 

U. S. Naval Hospital *•*. Bethe^da, Md. 

DEPARTMENT OF HEALTH. EDUCATION, 

AND WELFARE 

Tiwlinen's Hospital. Washington, D. C. 


NONFEDERAL AND VETERANS ADMINISTRATION 

Veterans AUraln. Hospital. Long Beach, Calif. 

, Veterans .\draln. Hospital. Los Angele< 

University of California Hospital . San FrnneUvo 

■ \etcrans Admin. Hospital . West Haven, Conn. 

Oeorpe Washington University Ho«pital . Washington, D. C. 

' Jackson Memorial Hospital *"■*. Miami. Fla. 

■ Infirmary ...Atlanta, Ga. 

' Memorial Hospital '-». Chicago 

‘ Mkhael Reese Hospital. Chicago 

Moimt Sinai Hospital »-». Chicago 

' l^ndianapolis General Hospital '. ln(Iiana|>oIi< 

' Hospital . IndianapolH 

• t> Kansa? iledical Center . Kansas City. Kan. 

Beth Israel Hospital . Boston 

Peter Bent Brigham Ho«pitol. Bo-^ton 

, Henry Ford Hospital*-*. Detroit 

’ Foundation . Rochester. Minn. 

Nehrnslra Hospital. Omaha 

’ Ku » General Hospital *-*-**«. Buffalo 

: . Irvington. N. V 

. f't'’ 

icinorial Center for Cancer and Allied DL^eases. 

1 Hospital .New York Citv 

j^j.Luies York City 

fhikV ' . ■■ .. Roslyn, N. Y. 

^ , Durham. N. C. 

College of SIcdicine Hospital Group 

' VI Hospital*^...^ Cincinnati 

uS' eit^r Cleveland 

Oh'o *. Cleveland 

' Unh.io '-P^ver-ity Ho^pital^i 

IVhite Columbus. Ohio 

drajn-ti* Coluinbus, Ohio 

Pem.viv.M ol ^^°u5Fl''®uia Philadelphia 

Tempi: Pnl" Hospital ». Philadelphia 

Hfslth (vm i Hospital . Philadelphia 

,5^0010,1,. PitLshurgh 

ood Rehahi'litation institute Pittsburgh 

Ua!t,r<Uy o! ,?’V4;. ProTidenee, B. I. 

Veterans trim! M Mejlical Branch Hospitals >->.Galveston, Texas 

T=ivers|,rH“!,“’H" . Richmond. Va. 


ifadison, Wfs. 


umirieii and other references will be found on pages SSfi through 559. 
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L. Tt 
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Chief of Service 




C ofc 
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apphoved residencies and fellowships 


J'A.M.A., Oc!. 5 . 


5, DERMATOLOGY 


Hospitals, 74; Assistant Residencies and Residencies. 208. 
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i-clloriimti Ariiiv HiKiiitii! ■ 
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r. S. Niiviil llo'idiiil ... 
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I.Phliiulctphla 


UNITED STATES PUBLIC HEALTH SERVICE 
f. .S, riilillc JiriiHii Si'rvlft' Uu'iiliitl i-n-ce:.Stapleton. S. I., X. 

NONFEDERAL AND VETERA.’JS ADfillNISTRATION 
fnher.'lty of .Uiiimina .Meillrii! (Vnter 

ITiiiv^Uy llo-pital mul JllUiuim Clinic >--•>. Dlriiitnxlinin. Ala. 

Uoyil Nolnni) Hospital . Fufrlleld. Ala. 
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rn!rer?!ty of Callfotnla Hosiiltal . I.o< .Vnpeic.- 

Vetera!)' Ailmlsi. Ho'pltnl »■’. ro« AnceV' 
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Numerical and other references 


win be found on pages 556 through 559. 
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APPROVED RESroENCIES AND FELLOWSHIPS 495 


6. GASTROENTEROLOGY 

Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the Subspecialty Board for Gastroenterology of the American Board of Internal Medicine. 

Hospitals, 33; Assistant Residencies and Residencies, 68 » ^ 






^*8Ine of Hospital ^ Location 

united states army 

. itprmtn \nny Hospital .v* Tranciscp 

Tnr ilfdlcal Center . Washmeton, D. C. 

3NFE0ERAL AND VETERANS ADMINISTRATION 

.torsosAdmin. Hospital^. Long Beach Calif. 

■lersns Admin. Hospital .. Lo^ .Angelea 

- ilrersity of California Hospital s-».. San Francisco 

■ deran? .Admin. Hospital .West Haven Conn. 

jot County Hospital .— .... 

derans .Admin. Research Hospital s..... Chicago 

jiversity ol Kansas Medical Center s-s.Kansas City, Kan. 

•hsctr Foimdation Hospital >.New Orleans 

oaro Infirraary ’.Orleans 

its Israel Hospital r-s.Boston 

ahey Clinic Boston 

• 5v5achu5etts Memorial Hospitals .*.Boston 

fnry Ford Hospital . Detroit 

[aro Foimdation i-a.Rochester, Mmn. 

»vri‘b Hospital i-*. Brooklyn, N. 1. 

:ouai Sinai Hospital .^'ew York City 

PIT York Polyclinic Medical School and Hospital — Men* York City 

uke University Hospital .*.Durham, M. C. 

orth Carolina Baptist Hospital i-*.'Winston-Snlem, X. C- 

Diversity of Cincinnati College of Medicine Hospital Group 

CiDcinnati General Hospital . Cincinnati 

loveland Clinic Hospital . Cleveland 

etprans Admin. Hospital . Cleveland 

ihio Slate University Hospitals 

rniversity Hospital . Columbus, Ohio 

’eleracs .\dmin. Hospital ... Portland. Ore. 

Jraduate Hospital ot The University of Pennsylvania '-3..Philadelphia 

lospital of The University of Pennsylvania . Philadelphia 

elTersoa Medical Collesre Hospital i-*. Philadelphia 

temple University Hospital . Philadelphia 

•‘eterans Admin. Hospital . Memphis, Tenn. 

reterans Admin. Hospital . Richmond, Va. 

Teterans .Wmin. Hospital . Milwaukee (Wood), Wis. 


Chief of Service 


E. Kehoc. 

. 500 

10 

1 

1 

... 

B. H. Sullivan, Jr.. 

. 304 

10 

1 

1 

... 



47 


1 


M. I. Grossman.... 

. 971 

50 

1 

1 


T. L. Althnusen. 

. Incl. In 

Int. Med. 

0 

2 

2 io 

S. Selesnick. 

. 305 

19 


0 


F. Steigmann. 

. 2.200 

ISO 

0 

2 

ioo 

J. Swartz... 

. 1S7 

0 


i 


A. Klotz . 

. 30 

1 

0 

0 .. 

125 

\V. B. Davis. 

. 391 

4 


1 

SOO 

M. Kaplan . 

. 654 

3 

i 

0 

125 

L. Zetzel .. 

. Incl. in 

Int. Med. 


i 

300 

S. M. Jordan..... 

. 1,463 

8 

1 

s 

200 

F. IngelBnger. 

. Incl. in 

Int. Med. 


4 


J. G. Mateer. 

. 1,323 

26 

c 

c 


J. A. Bargen. 

. Incl. in 

Int. Med. 



175 

M. J. Matzner. 

. 500 


i 

i 

100 

H. D. Janowitz. 

. 1,403 

21 


G 

'to 

S. Weiss . 

. 118 

4 

1 

1 

125 

J. M. Ruffin...... 

. 332 



3 

250 

D. Cayer ... 

. Inch in 

Int. Med. 

1 

- 

" 

125 

E. N. CoUins. 

. 487 

17 



200 

H. P. Roth. 

. CS5 

32 

i 

1 

... 

C. J. De Lor. 

. 403 

9 


1 

252 

L. \y. Ritzmann. 

. 445 

5 


1 



. 80 S 

24 

0 

i> 

150 

T. Machella . 

. Incl. in 

Int. Med. 

it 

C 

J. E. Deltrick.. 

. Incl. in 

Int. Med. 


it 

100 

H. Shay . 

. Incl. in 

Int. Med. 

,, 

2 


M. L. Gompertz.. 

. 1,249 

24 


1 


AT. T. Thompson, Jr. 

. S04 

10 

.. 

2 

... 

J. J. Levin.. 

. 867 

34 

1 

i 



7. GENERAL PRACTICE 

Residency programs In the following hospitals have been approved by the Council and the American Academy 
of General Practice, through the Residency Review Committee for General Practice, 
as offering acceptable training in the specialty. 


Hospitals, IBS; Assistant Residencies and Residencies, 765 ^ 


<9 W 


Marne of Hospital Location 

UNITED STATES AIR FORCE 

r v' 4!' Hospital. Montgomery, Ala. 

V. c. .Air Force Hospital. San Antonio, Texas 

UNITED STATES ARMY 

Itcleail .Army Hospital.Fort Knox, Ky. 

UNITED STATES NAVY 

U.S. Naval Hospital ^. San Dieco, Calif. 

l.S. Naval Hospital *. Chelsea. Mass. 

i. a. Aavai Hospital . Portsmouth, Va. 

UNITED STATES PUBLIC HEALTH SERVICE 
i.. S. Pubhc Health Sendee Hospital.N'orfolk, Va. 

NONFEDERAL and veterans ADMINISTRATION 

J-arraway .Methodist Hospital .Birmingham. Ala. 

v Hospital 1. Phoenis, .Ariz. 

General Hospital .Phoenix, Ariz. 

vt* vf? Sanatorium . Tucson, Ariz. 

.Texarkana. Ark. 

Hospital of Riverside County ^.Arlington, Calif. 

St Hospital ^. Bakersfield, Calif. 

CMtra Hospital a.^ Los .Angeles 

Kau'ar Hospital a-a. Martinez, Calif. 

Hospital . Oakland. Calif. 

Hospital '.Sacramento, Calif. 

TuhS *.Santa Rosa. Calif. 

*.Tulare. Calif. 

. Colorado Springs, Colo. 

FnlveNitv a^'W .*.Colorado Springs, Colo. 

UoLm^L®^* Colorado Medical Center 

Lojorado General Hospital Tw.nr6.r 

Port's,S 

Grw«kh Ho4V;'?’i;;.Bridgeport, Conn. 

ATiarlotte PnoSLf . . Greenwich, Conn. 

"ilmlaeton Torrington, Conn. 

Hospital '-a. AATImington, Del. 

Kiiilar BMoVt ^ nnd Casualty Hospital >.AVashington. D. C. 

’'Aflht Vsmnrt.iH?''" , . Daytona Beach, Fla. 

Hospltan- 3 “' .Jacksonville, Fla. 

III: 

Numerical and other references will be found on pages 556 through 559, 


Chief of Service ,5 s- < ? 

J. A. Jarman. 8,03? oS 

P. G, Keil. 9,910 S9 

D. L. Deutsch. T2,72S 53 

M. M. Rubin. 

H. L. Jones, Jr.... 

G. G. Burkley. IncJ. in Int. Med. 

C. W. Neville. 0,921 Cl 

L. M. Dagres. 7,943 S3 

D. H. Victor. 

A. B. Thompson. 5,213 32 

C. C. Stuart. 6,S0S 2S 

. 2,803 40 

J. L. Forney. 

F. L. Bowton. 16,510 US 

■W. D. Evans-L. Rosoff. 

H. B. Flanders. 

H. S. Holiiitioc. 

D. Ernest . 13,877 523 

\V. A. Ca's^idv. 3,300 ICO 

H. D. Stulley. 3,830 111 

G. D. Lavers. 3,3S7 117 

M. Berthronsr. 6.140 110 

R, W. Urich. 5,919 70 

c.’ Xv.' ‘Eiseie.*.'.'.;.'.*.’.'.’.*.*;.'.'.';.'.* !;; ]! ;!; 

G. Carter ,. .V.. .‘.V.V.'.V.V.V.’.'.’ 7,¥23 iz2 

M. E. Giobbe. 

F. S. Skura... 7,286 70 

J. K- Young. 4,744 27 

F. A. Sica... 7,593 112 

A. M. Manson. 10,432 78 

E. E. Leitner. Incl. In Int. Med. 

L. M. AVachtel. 

«T. R. Emlet... 

A. H. Northrop. 

H. R. Cushman. 1 ,^ 45 

I. A. Ferguson.. 


* 

Cta. 
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^ s»fc 

r-So 

3 

4 


16 
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2 S 

10 10 

4 4 

8 . 12 

9 9 

2 4 

o •■> 

8 iU 


tr> S 

525 

>-2 S. tc 


Hi 


250 

250 

250 

200 

250 

444 

325 

3CO- 

240 

470 

205 

SOO 

500 

425 

40^t 

200 

210 

ISO 


150 

100 

200 

300 

320 

325 

300 

200 

200 

2EO 

300 
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Oct 5, i^. 


7. GENERAL PRACTICE-Continued 


Niiiik' ol Ho.niitiil J.ocntioit 

Medlonl OnU'r >-=. Uolmnhnn. Gi.. 

J!n.-on Jlmi.Jlnl > q„_ 

St. llo'-idlHl >-».Alton 111 

Miic .Venl .Mpiiinrlnl Ilo^iiltnl *•". llenvyn’lH 

Grnnt llt)‘.|illiil >. ('lifAmro 

IliliU)i« Miikoiilc liii'-iiltiil .ClilciiKo 

St, .Mnry of .Vnr.nrpth Ho'-iiltnl .' cIiIciil'o 

South Shore Ho>.iilinl >-»..... ChIrnKO 

IS'caltir mu! Miii-on t'onnty Ittv-iiltal. Dccutiir, 111. 

.ItcthoilNt no«ii|tnl of tViitriil filliin|>j . Poorln, Ill. 

St. FrmicK llo>.(i!tnl >.Bppch Orovc, Ind. 

.Mptho(ii“t Ilo-iiiltiil . Gary, Inil. 

St. .Miirciirpt lIoM'ltiil. Uninmomi, Ind. 

Mrthoillct Ilocpltiil t. tndlnnujiolls 

Mi'iiiorhil Ht>-.iiltiil. South Bend, Ind. 

St. l.uki-‘t< .Mpllutili'it Ho“iiltiil .Cednr lotfo 

llroiidliinii'-l’olk t’ounty Ho'-nltiil '. Dcs Moines, lown 

St. Krniicli H(»!iiltnl . tVlcWtn, Knn. 

\Vl■^l^'y Hf)*ii!fiil .Wlciiltn, Kan. 

Wllliatn Booth .Meriiorlnl Ho^itllnl . Covlnclon, Ky. 

St. .tnthony nn-pltiil .... I.oulsvUtc, Ky. 

I^nfnyelte I'hrtrily Iio»ii!lnl ’. l.nlnyette, Ln. 

.St. I’nlrlckV Ho-‘iiltnl.. Bake Charles, Bn. 

Huey I’. I.omr Charity Hospital. Plnevillc, I,n. 

Bon Secour^ Ilokiillal ’. Halthnore 

l)o^tor^ Hospital . Haltlinore 

fnlvcr'ity liropltnl . Unltlmore 

Siihtirhan Hospital ’'=>.Bethesda, Md. 

Sen Ktiirlaiid Hospital . Boston 

St. AtmoV Hospital.... Full River, Ma«s. 

Cooley Dlckhnoit Hos|i!*nl '■». Northhampton, Mass. 

Onkttooil Ho'pllnl •'=>. Dearhom. MIeh. 

Bre.'il Geiiernl Ho'-pltnl *■*. Detroit 

Kvnnpellral TVaroni'..s Hospital . Detroit 

llenry Foni Ho'-pltnl '■*..... Detroit 

I.ynn Ho-pltal . Detroit 

North Iietrolt General Hospital *■’'. Detroit 

Hurley Hospital . Flint. .Mich. 

McBaren General Hospital . i'."’''- ?}!*'!'• 

St. .loseph Hosp'tnl >•’. Hint, M ch. 

Borttes. Hospital ». Kahiliiazoo, .MIeli. 

St. .loseph Merry Hospital '*». Pontiac. Mich. 

St, I.tike's Hospltnl >-».SacInuw. .M e i. 

St. .Afnry's Hospital.- • Siik nnw, Mjcji. 

Wvnmh.tle General Hospital '.Myundotto. Mich. 

Fnlnleu Hospital ... .M nnenpo « 

I.iilheran lieaeoness Home and Hosjiltal *•*. Minneapolis 

Midway Hospital ».V V 

■Mississippi Baptist Hospital . m Vc' 

Cnlverstty Hospltnl ». .Tnekson, Miss. 

Mers’y HospltnhStfeei Memorial ’.v' '^su’. 

.Mem.rnh .Medical Center .. ’'o^'wolV Mo 

Missouri .Methodist Hospital *... f'*- 

De Paul Hospltnl .. 

Kvnnuellcnl Deaconess Hospital '•>... g®* - 

Lutheran Hospital V’vVV.St s 

Butte Community .Memorial Hospital >■’. nn.?doi' 

Huntenlon .Medical Center .FlemtnMom .v , . 

M<mnlnlnslde Hospital ‘“-'"'•••v.MnrHs'tmvn \ 1 

Morrl-tovvn .Prinreton?’^.' V. 

I*r!nrrlc>n * . \ .T 

overlook Hospital ». 

MiTcy ‘ 1 ...«.-«»• . niiffnln 

mUiTxl “.;\\\’'F»f'Rocknwny. N* Y- 

8 t. «T^O**('pb > . ..... K}nir«;ton N Y. 

Klni'ston ’•.• Yiospitai ’.Lackawanna, N. A'. 

Our Lady of \lelon Hospital . .Charlotte, N. O. 

Mercy _Hospit|d ‘-»....;..-^.•;;; ^vinston-Salem, N. C. 

city Memorial Hospital^’ . Akron, Ohio 

Akron City Akron, Ohio 

Akron General Hospital '. Akron, Ohio 

Bnrherton ('Itl/eiis Ho-pItal . _ _ Canton. Ohio 

Mercy Hospital .. Cincinnati 

Christ Hospital Cincinnati 

tiood .Siimarltan Hospital .. Cleveland 

Woman's Ho.spital ’.V'Coluinhiis, Ohio 

Mount Carmel Hospital . Columlms, Ohio 

St. Anthony's HnspUal .. Coltimhw.s, Ohio 

White Cross Hospital .;. Dayton, Ohio 

Good S'amaritati Hospital . .Davton, Ohio 

Miami Valley Ho.spital .. . Elyria, Ohio 

Elvrla Memorial HospUal..;. . Enelhl. Ohio 

EuVlld-GlenvIlIe Hospital ..• . Ohio 

Lima Memorial Hospital . . Lima, Ohio 

St. Rita's UospUal ... Steubenville. Ohio 

Ohio Valley Hospital .. . Toledo, Ohio 

.Merry Hospital .. Toledo, Oldo 



M. Luke’s IJospltid .."I'.;’.”’.'..... Bradford, Pa. 

Bradford Hospital . . . Chc.stcr, Pa. 

Chester Hospital i’VVo'oVi!tid i-“ . ... Banvtilc, Pa. 

Cen F Gelsifutcr Memorial Hospital . .Dnrhy. Pa. 

-pmmois M ■ FiWcrald Mercy Hospltnl ... Lancaster, Pa. 

s“eoh's Hospital.’.. Nomstown. Pa 

,^ronttronle^y Uoap iM . ' --- 

- vKlil be found on pages 556 tltrougn 


Chief of .Service 
E. B. Horn. 

E. C. McJflilan. 

H. Hailey... 

V. AV. Knoch. 

R. .M. .Mandel. 

.1. Pollcbn ... 

S. A. Motto. 

.S. H, GumWner. 

A. F. Williams. 

H. G. .lohnson. 

G. L. .Tonc.s. 

M. Khellhousc ....._...... 

F. G. Rudolph.. 

D. Hampshire . 

M. Feldman..... 

R. .M. Chapman... 

A’. L. Kchhiscr... 

L. 1. M'rlRht. 

J. Tiller. 

O. W, Kiimpc. 

,1. R. Bu.sfcfrk.. 

E. Hull . 

L. L. DlOiyia. 

.7. M. Roberts. 

F. .7. Gernphty. 

AV. Anilcrson ... 

T. E. Woodward. 

F, .7oyce. 

K. A. Draper.... 

.7. C. CorrlKnn. 

L. N. Dursln. 

R. .7. Hall. 

C. Rottcnherir ... 

W. P. Curtiss. 

.7, G. .Mutcer... 

E. W. Erickson.. 

B. L. Lclhcrmnn. 

L. 0, Bateman. 

AV. W. Bnice. 

.7. Gutow . 

I. AV. Brown. 

H. Arnkoff . 

L. .7, .Moritrcttc. T,22-> 

T. E. Fleschncr. 5,42S 

R. M. Knox. 10,0.15 

D. .Amattizlo. 2,502 

L. Benesh . S,3t- 

A. E. Ritt. 

L. F. Rlttelmeycr. 1.236 

T. H. .Mitchell. 2,567 

L. M. Shapiro. •••- 

O. AV. D. CrnlK. 4.™ 

AV. A. Spocnemnn. ■■■•■ 

R. B. Bassett. 

P. >1. Parashak. «.77* 




»..< 91 


Inpatient 

Treated 

a 

c 

■w 

sl* 

-•§£ 

SfiS 

Sit 

s-Ie; “J. 
f-§c ith 

10,.173 

135 

4 

4 T 

? ! 

■» 1 

15,708 



8,778 

775 

4 

r> 

' 2,792 

8n 

* > r . e 


1 

2 4 

1 5 

3,800 

47 

7 

10,144 

113 

1 

•1 

6,899 

49 

») 

2 i 

2 7 

3 1 

4,,->01 

57 

»2 

2,274 ' 

GO 

3 



4 

4 i 

12,582 

180 

1 

0 i) 

14,820 

138 

2 

4 ^ 

27,251 

239 

2 

3 5 

12,027 

143 

2 

0 « 

13,164 

141 

0 

6 2 


• ». 

2 

2 1 

4,202 

.38 

0 

•2 1 

4,.520 

24 

i 

1 2 

818 

16 

3 

h 2 

8,32.1 

8.1 

1 

9 • 4 

2,095 

58 

16 

76 i 

0,920 

... 

0 

4 2 

8,626 

70 

li 

71 1 

802 

26 

1 

’? 4 

4,490 

•28 

r> 

10 2 

Inch In Int. Med 

0 

4 2 

6,722 

134 

2 

4 2 



2 

' 4 2 

5,774 

42 

4 

4 1 

7.345 

42 

4 

4 1 

11,730 

124 

4 

8 2 

6.820 


3 

2 

0 2 

S 2 

24,3-21 

an 

•> 

4 2 

3.498 

28 

6 

12 2 

4,650 

27 

2 

4 2 

, . 

2 

4 1 

3,115 

42 

3 

3 2 

15,610 

•223 

0 

9 2 

4,553 

32 

2 

4 2 


4 

4 2 


8i 

0.3 

01 

S3 

00 

197 

30 


OS 

70 


c , 


S'! 

Hi 


.1,238 

8,141 

14,393 

2.I0S 


H. ,7. Murphy . 

if. A. Schnitker. 

C. S. Mtmdy. 

,LL. Fisher....... 

Dir. of PosfttJ'ad. Ed.. 

G. T. Hnrpole.. 

U. S. Magee.. 

F. Budura .. 

0. L. Luckett. 

w''y.'stainsby. 

D T. Sullivan. 

C. H. .. 1'^ 

S. 0. Onrfagno . 


If 

3> 


J7 

jf 

Ti 

ly 

5 

2f 

li> 

sy 

iv 


I." 

pi 

Kt 

32! 

P' 

!Ti 

r> 

111 

B' 

p, 

51 I 

y 

5" 

S' 

« 

iS 

Si 

fll 

ill 


G» 0*SuIlu*nn ...... 

G. I. Podolinlkar... 


. 

6.203 

"m 

2 

3 

5 

2 

2 

0 

i’o 

17 

E. D. Pellegrino.... 

. 

. 

1,339 

98 

i 

2 

2 

iv 

27 




Incl. in Int. Med. 

1 

4 

1 

2 

i 


B. B. Scns.serrn. 



5,900 

10,693 

108 

1 

i!5 

C. P. Banos. 

M. Chcplovc . 

F. Hcrrmnn. 

H. L. Rakov. 


. 

13,100 

1.196 

8,541 

b.m 

9,208 

27 

.12 

.16 

68 

8 

0 

s 

2 

0 

2 

10 

3 

9 

n 

1 

2 

1 

2*ii 

30 

m 

L. J. Makurewicz... 



4 

4 

2 

0 

57 






1 


2 

27 

j. A. Campbell.... 



22,SGS 

lO.OO.i 

20 "» 

4 

10 

4 

3 

9 

2.*' 






- 

0 

... 




10,930 

ioi 

3 


2 






32 

2 


9 






... 

4 

4 

8 

3 

0 





Incl. in Int. Mod 


2 

gi 




. 7,192 

43 

4 

1 


j. H. Henry. 



1,128 

5,483 

40 

78 

0 

0 

] 

2 

i 

2/> 

AA'. P. Smith, Jr..,. 



. Ind. in Int. miu 
, 15,411 32S 

0 

4 

4 

2 

3 

ay 




s. . . . 

40 

70 








3,592 


10 

r, 

2 





, 10,001 


I 





. 10,797 

103 


9 

2 





2,105 

4S 


9 

9 


D. .7. AfS'ors. 



. 11.104 

1 JsJQ 

78 

4C 

1 

2 

2 

0 

?rj 



559. 


Numerical and other references 
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7. GENERAL PRACTICE-Continued 




2: — C r 


•4 Name ol Hospital Location 

Wo^Dital . Philadelphia 

"iota's Sral Hospital . Pittsburgh 

"C Mlllilen Hospital............. PoUsvHle, Pa. 

oammiltr General Hospital . lil' 

reenrlUe General Hospital r-s. Greenville, S. C. 

JTSum General Hospital ^. Spartanburg, S. C. 

t Man's Memorial Hospital .Knoxville, Term. 

lantlst Hospital .XashviUc, Tenn. 

JI Saints Hospital r-a.Fort Worth, Te.xas 

Ota Peter Smith Hospital ‘-a.Fort Worth, Texas 

t. Man's InflrmaiT . Galveston, Texas 

lemorlal Hospital r-a.Houston, Texas 

Ian Travis Memorial Hospital a-*.Jacksonville, Texas 

laptlst .Memorial Hospital r-a. San .kntonlo, Texas 

tobert B Green Memorial Hospital a-a.San .\ntonio, Texas 

lanta Rosa Hospital a-». San .4ntonio, Texas 

I VIclilta General Hospital >->.Wichita Falls, Texas 

It. Benedict's Hospital a-a. Ogden, Utah 

fhcimas D. Dec Memorial Hospital . Ogden, Utah 

Tcirersltr ol Vermont Afilllated Hospitals 

De Goesbriand Memorial Hospital a-a. Burlington, Vt. 

liverside Hospital a-a. Xewport Mews, Va. 

> Paul Hospital a-a. Norfolk, Ta. 

'forlolk Community Hospital.Norfolk, Va, 

Vorfolk General Hospital a-a. Norfolk, Va. 

Retreat for the Sick a-a.Richmond, Va. 

Louise Oblcl Memorial Hospital a-a. Suffolk, Va 

Providence Hospital a-a. Seattle 

Sacred Heart Hospital a.Spokane, Wash. 

3t. Lute's Hospital a-a. Spokane, Wash. 

Bluefleld Sanitarium a.Bluefleld, W, Va. 

Charl»ston General Hospital a-a. Charleston, W. Va. 

Memorial Hospital a-a. Charleston, W. Va. 

Camden Clark Memorial Hospital a. Parkersburg, W. Va. 

St. Joseph's Hospital.Parkersburg, W. Va. 

Ohio Valley General Hospital a-a. Wheeling, W. Va. 

Luther Hospital *"*. Eau Claire, Wi«. 

Evansellcal Deaconess Hospital a-t. Milwaukee 

Mllwanlee Hospital a-a. Milwaukee 

St. Luke's Hospital a-a. Milwaukee 

St. Michael Hospital a-a. Milwaukee 



Z 

1 


z .Se 

J 




_c 


3 •s.S ® 

1|= ^ 

:: cj c 




^ a 

t: c ot: 

^ b u 


Chief of Service 


< 


0 

t- 

J, C. McLoone. 

6,54."> 

75 

4 

4 

1 

350 

J, Daly . 



4 

S 

2 


H. Hartman. 

4,774 

45 

2 

4 

2 


D. B. Wolfe. 

6,403 

99 

1 

1 

1 


N. 31. Wall. 

G.ISO 

GS 

3 

G 

2 

400 

C. S. Kring. 

2,050 

GO 

.. 


2 


E. C. Falk. 

12.4S7 

So 

4 

8 

2 


E. J- 3Iara.. 



2 

4 

2 

250 

3L G. Howie. 

6,433 

137 

<1 

3 

2 

250 

W. T. Hendrix.. 

1S,62C 

140 

3 

3 

2 

200 

G. 31. Jameson.. 

2.435 

31 


3 

2 

AKJ 

T- Sattler. 

13,125 

50 

4 

4 

2 

300 

J. Raulston . 

12,4S2 

lOG 


2 

2 

250 

J. P. Lindsay. 


... 

3 

3 

1 

175 

E. Davenport. 

C,360 

45 

4 

4 

1 

250 

D. E. Compere.. 

4,752 

174 

.) 

5 

1 


3f. L. Ross. 



10 

13 


200 

B. Walpole . 

20,219 

100 

0 

12 


275 

J. 31. Travis.. 

5.3S1 

33 

1 

2 


250 

L. B. Jones. 

9,342 

127 

1 

2 


150 

L. B. Reppert. 

9,299 

209 

1 

2 

1 

lo(.> 

C. 3IcGehe€ . 


... 

1 

2 


250 

J. B. Hathom. 

9,744 

91 

.3 

i 

i 

300 

L. D. Nelson.. 

C,590 

7G 

4 

4 

1 

275 

R. .lohneton . 

12,1GS 

11b 

a 

1 5 


300 

A. B. Lawrence.. 



1 

0 

2 

ISO 

W. H. Huffstetler.. 



4 

4 

i 

250 

I. Hancock.. 


_ 

1 

2 


200 

G. H. Francis.. 

3,313 

40 

0 

: 4 


300 

J. G. Price. 


... 

4 

4 

1 

125 

A. A. Houser. 

733 

9 

3 3 

2 

200 

P. Thomas . 



.. 

3 

i 

300 

S. J. Minkove.. 

14,701 

183 

4 

4 

1 

250 

R. 31. O’Brien.. 

26.197 

255 

4 

4 

1 

250 

A. T. Perry.. 

2,8S1 

... 

0 

1 n 

2 

225 

J. R Shanklin.. 

2,191 

25 

4 

4 

1 

500 

3f. Barber . 

Inch in 

Int. Med. 

0 

' 0 

n 

225 

J. W. Hash.. 


* ... 

i 

i 

J 

250 

IV*. R. Yeaw. 

5,929 

50 

1 

0 

2 

200 

J. C. Bryce.. 

8,587 

90 

1 

1 

i> 

SOO 

A. J. Niehaus. 

2,952 

33 . 

fl 

! 4 

«} 

300 

R. R. Richards. 

8,449 

Ill 

2 

! 9. 

1 

300 

M. A. .Tochimsen. 

4,427 

42 

3 3 

0 

250 

E. R. Daniels. 



1 

1 

1 

245 

3f. Landsbere. 

6,C09 

io2 

1 

2 

it 

275 

A. Verdon**. 

.5,013 

70 

3 4 

<7 

2.V1 


8. INTERNAL MEDICINE 

Residency programs in the following hospitals have been approved by the Council, the American Board of 
Internal Medicine, and the American College of Physicians through the Residency Review Committee for 
Internal Medicine, as offering acceptable training in the specialty under any of the several programs 
leading to eligibility for examination by the American Board of Internal Medicine. 

Hospitals, 600; Assistant Residencies and Residencies, 5,342 


Name ol Hospital 
UNITED STATES AIR FORCE 
U. S. .4ir Force Hospital. 


Location 


Chief of Service 


, San .Vntonio, Texa.^ F. G. Keil. 


UNITED STATES ARMY 

Letterman .\nny Hospital v-s. San Francisco 

riirslmons Army Hospital s. Denver 

. Washington, D. C. 

V’. San Antonio, Texas 

Triew 1 Hospital. Tacoma, Wash. 

rriplT .Army Hospital s.Honolulu, T. H. 

UNITED STATES NAVY 

V s Oakland, Calif. 

U S vJr .Great Lakes. HI. 

u! S ,.St. Albans. N. T. 

C. S Xarni .. Philadelphia 

STATES PUBLIC HEALTH SERVICE 

s Slhl'iJ S'-’!',!; Hospital.San Francisco 

I’, s' SS wfflh Hospital v-e.New Orleans 

, Health Service Hospital r-a. Baltimore 

t. S S' Heaim Clinical Center r-*.Bethesda. Md L. 

r V nJiV ' f^ervtce Hospital v-wv. Boston 

>-'• s'. PuMlc Health len 1” Hospital >-».... Staplc'ton.' 's'.' I.. N. Y 

“s. surjiic Health Service Hospital i-a.‘. Seattle 

OEPARTHENT OF HEALTH, EDUCATION, 
r™*.. WELFARE 

rumen's Hospital X-..Washington. D. C. 

veterans administration 

'-'l-r''' »''A'al’ama®» . Binningham. Ala. 

uHospital and . . 

fteraas Admin. Hospits • ■ ’ 


Mowrey. 

M. Powell. 

W. Pruitt. 

C. Hunter, Jr., 

J. Sheehan,..,., 

K. Viras. 

C. Berry. 


O. Canada, Jr.. 

L. Lawler. 

31, Da\i«?. 

C. Parker, Jr... 
L. Jones, Jr..., 

L. Calvy. 

S. Cowan. 

G. Biirkley. 


A. Poerner..., 
H, Linn. 

F. Ellinper... 

Terry. 

J. Tenenbcr^. 

G. Spicknall.. 

H. Stim^on.. 


J. B. Johnson. 


2,1W 


4,353 

1,977 

1,39S 

7,53S 

3,2S1 

1,102 

8,902 


2,051 

3,350 

977 

1,957 

2,127 

2^459 

4,807 


3,302 

1,823 

319 

2.373 

2.025 

1,449 


l.C-M 


E. D. Linelatrry.O. C. McCam 2,16d 


••"hierletl and other rtftrtneta will be found 


R. Harrison. 

E. Eddleman, Jr., 


4,800 

502 


55 

IS 

5S 

S3 

119 

G 

03 


112 

20 

'26 

IS 

73 

34 


42 

32 


10 

31 


15S 

31 


-s-SS 
2: ^c 




16 

3 


15 

9 


G 

21 


G 

12 

o 

9 

6 

G 

9 

9 


3 

3 

6 

12 

3 

9 

3 


40 

18 


22s 

2y> 

ios 


on pages 556 through 559. 
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8. INTERNAL MEDICINE-Continued 


S 

a *5 

Chief of Service 

C. E. Porter. 3,281 

G. 0. Scijrest. 1,335 

E. T. Odom. 1.990 

M. H. Green. 959 

B. FrisscU . 2,075 

I,. ,T. Kent. 3,730 

R. V. Ehert. 9S6 

riio-pitki'i-i-”:;:;:;:::;:;;;;:;;...... wtjie h. k. hh-p . s,^ 

il of Uivor 8 l.le County ».Y ’ii^^Wey V"Z::;2,^4 

H. I. Hnrvcy. 2,1^ 

R.L. Byron, Jr. 233 


U 

o u 


>*«mc of Hospitnt Loention 

Uoyit Notnnd Uospltnl »-•. 4 !“- 

Motdlc County Ho'ipltnl .... Molillo, Alo. 

Velcrnnx Admin. Hospltul.TuskCKCo. Ain. 

Mnrlcopn County Gcncrnl Hoxpltnl *■’.. Phoenix, Ariz. 

St. Ju'Cph's HoxpUnl *■"...Kioenlx, Arlz. 

St. Mnry’.x IJoxpItnl nnd Snnntorlum »-». 4 /' 

rnlverMt.v Hoxpltnl V.. 

Veternne Admin. 

Gcncrnl Uoxpitnl .. -.. . 

Kcni County Gcncrnl Ifo>.pltiiI ». rnlit' 

Herrick .Mcmorlnl Hospital . rStif' 

Knn .Tonquln General Hospilnl ^... oniif' 

General Hospital ol Fresno County .VsF!! r 

Glondale Sanitarium nnd Hospital >.Ju' Cnt f’ 

.Seaside Munorlnl Hoxpltnl . l-onp Ucac 1, Cal f. 

Veternns Admin. Hospital ’-«•**. 

Cnlllnmln Hospital i-*-*®.....;. Tnx Ait-ees 

Cednra of lAihamm lloM'l‘»’,V . Tn« Am-e es 

Hospital ol the Oood .samarltnn ». Hos Angeles 

l.os Aim-elex County Iloipltal ]... .•.•■/ti;. i”! Am-eU 

Presl.yterlan Hospltut-Glnisted Memorial . Eo Am,®]" 

White .Memorial Hospital ';V.nnki'nmt'tfallf. 

Hivhtnnd-Alameda County Hospital »-»*. Oak and Cid . 

Kaiser Foundation Hospital »-». uaKinno. 

Coins P/md Ho/of;'H»''‘l'm-ton . Pasadena. Calif. 

Memorial Hosplt 1 ’ Bernardino. Calif. 

San Bernardino « ountj t haritj liospiiai. Dleco. Calif. 

.Mercy Hospital .CGJILl.'u'Vi-j. San Dleco. Calif. 

San Pleeo County General Hospital .San Francl.'eo 

Children's Hospital ' ..... __ Francisco 

Franklin Hospital .. Francisco 

Fteneh Hospital ..Sau Francisco 

Kaiser Foundation Hospital . •.Francisco 

Mary's Helii Hosidtnl ' . Francisco 



Southern Pncille General . .San FrancKco 

Ontif/it-rl Cnlversity nosjiUlUs ' ... o„„ pranefseo 


Stanford University H'/Pll«'“ .San Francisco 

UnWer-ity of California llo;m‘"‘ . .Sim Franel'co 

Veterans A*imln. H(>spllnl_ ....ipso, Calif. 


h. Armanlno .. E312 

M. .7. Flcsc. 2.937 

D, L. John. 

A. H. Buell. 4.093 

D. AV. Lelk. 2.;^> 

AV. P. AA'e.sselS. 3,409 

J. Rcynolds-L. Gunther....... 4,39o 

J. L. Reynolds. 3.^2 

AV. Graf . 22.^3 

J. MacDonald . 2,76- 

R. J. Brotchner. 4,^ 

E. AA', Boland. 2,318 

L. Fred . 3,^ 

A', J. Johns, .Tr. EmJ 

T. G. McClcavc, Jr. 

p. J. Raimondi. 4 ,S(. 

R. Jf. .Shelton. 2,473 

AV. L. Cover. 

A. M. Bassett. -0?o 

P. M. AkKfler. 

C. D. Mote.... 

D. L. AVIlbur.. 

C. C. Herbert. 

F. Kochex . Es" 

’ J, Sampson. 

Econard. 

2,613 
2,383 
2,52.5 
4,011 
2,070 


e.)A 

1,764 

1,900 

1,266 


Santn 4 'laTa t'ounty Hospltan .S,„, Mateo. Ca f. 

Community Hospital of Sm. Ma co_C_o^^^^ Bartmra. Cal f. 

Santa llarbara t ottaue llospUal •• _Torranre, Calif. 

Harbor (Jencrnl Hospital ..;.Denver 

Presbyterian Hospital .. .Denver 


.... 0 ^90 

Eralnerd. 2.fJ 

1,241 
74 


St. .TO'epll's Hospital 

University of”(’olo'rad'o .Medieai Center 
Colorado ■ 


Denver 


D. A. Rytand 
H. D. Brainei 

F. .M. AVillett 
, 1 . .M. Stone.. 

y/wr'!::::::::::::::--'- 

E. M. Duvnll-F. Kcliosg. 3.031 

A. \V. .Alutz. 

U. A. Brn<ilord. 

T. H. JIahony... 

R. Licmett. 

G. Mciklejohn.. 


,, . .. - . Denver 

General Hospital ....Denver 


Denter Cicnernl Hospital 
Veterans Admin. Hospltid 
Colorado State Hospital 
jlrldeeiiort Hospital 
St. Vlncrnt « jlo'sjiitHl 
GroiMiuii'h Ho^spltal ’ - 

_> fiI »“® 


3. 

J-**. 


Greenaien uo>i . 

V^mlfor^XdolM 

H«s(dt«i-»::- . 


” " ’" " .Denver 

.Pueblo. Colo. 

. Y. Bridgeport, Conn. 

.BridKcport. Conn. 

.rireenrvleh. Conn. 

Hartford, Conn. 
Hurt lord. Conn, 
art ford. Conn. 
Biltaln, Conn. 
New Haven. Conn. 
Xea Haven. Conn. 


nmn'nce mid .N'ovwdk: Cmm. 

H 0 U .1 .wiiminston. dci. 

Memorial Ho/p,t'll a-» .. 



i’rovldence HoM'l*}'' ,,;yi.a-ios. 

amn^imKcney Ho^pltnl • 

Riverside llospital ... 

St. Luke's HospUnl 

St. 


’p. p. Sears. 

G. R. Curl/s.....^. 

D. B. Hardcuborsh. 

V. Lynch .. 

J Lockwood . 

M. O. Phelps. 

W. P. Smith. 

,T J. .. 

J c. White... 

P. B. Bccson-T. S. Evans. 

t". S. Evans. 

P. Lipton . 

E. Gipstclu . 

D. L. .. 

JI. Cophak . 

,L A. Smith. - . 

.T AV. Hollingsworth . 

L. B. .. 

L. P. Lang....... 

^i”H.ttl5^UERomnnskV 

H li. Hussey. 

T, Jl. Brown. 

M Jlclncrney . 

E, D. .. 


a 

o 


3,766 

1,647 

1,730 

5,699 


65 

78 

61 

67 

46 

42 

93 

138 

118 

211 

77 
52 
179 
144 
183 
106 
253 
119 
141 

78 
1,014 

64 

138 

67 

64 

299 

62 

199 

128 

140 

179 

79 

197 

16 

28 

48 

91 
34 
52 
48 
81 
74 

140 
157 
29 
137 

92 
109 
223 

69 
60 
290 
52 
71 
60 
100 


^4| 

Vfl,$ 

-m 22 ct:2; 

05^ O ■*j*5 c 

&.«0 5<Ko 
2 




E46C 

2,641 

2,445 

2,141 

2,973 

3,152 

2,375 

4,817 

874 

4,123 

2,357 

4,030 

2,029 

1,220 

2,933 

2,557 

3,441 

3,018 

1,673 

2,516 

1,916 

1,482 

5,081 

3,279 

4.810 

1,704 

1,963 


AVashington, D. C. 
Coral Gables. Fin. 

. Jacksonville, Fla. 

Jacksonville. Pj“- 
. Jacksonville. Pin- 
, Jacksonville, Fla- 



Tampa, 
Atlanta, gn- 
- ■ Ga. 

Gn. 


Mound pork H^’dlni j .j.j. ---Vi's. .. 


i'. J. Abernathy... 
.T 51. Ruinball. 

K. B. Hanson. 

D. AVhitc . 

J 51. Borland. 

L. E- Gccslin. 

R. .Tones, Jr. 

Nathan. 

Stannus.... 
StcAvard... 
Grnu 

AV, Trice, Jr. . 

E ’h. Bishop, Jr. 

M. Johnson. 

J. AA’. Hurst. 


2 

4 

1 

1 

3 

6 

3 
1 

4 
1 
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9 

3 
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2 

16 

3 
1 
1 
6 
20 

2 

4 
6 

1 

4 

1 

4 
1 

5 

3 

4 
1 
3 
1 


2,116 

2,585 

1,802 

1,040 

2,300 

2,479 

5,173 

3,739 

2,655 

2,195 

2,505 

5.C9S 

3,774 

4,063 

2,5t9 


149 

250 

143 

183 

H2 

110 

87 

289 

60 

108 

118 

307 

71 

09 

78 

93 

SO 

in 

82 

ISO 

116 

49 

352 

155 

98 

65 

125 

'so 


4 

5 
2 
5 
8 

14 

3 

3 

3 

8 

9 

i 

3 

1 

s 
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0 

9 

i 

I 

II 

1 
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1 
7 
4 
6 


1 

3 

2 

1 

1 

20 

8 

2 

2 

5 


6 

2 

5 
3 
3 
3 
» 

6 
1 
8 


5 

6 

4 

3 

27 
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9 

6 
42 

3 

3 
1 

13 

51 

5 

U 

9 

S 

4 

3 

7 

2 

3 

4 
12 


1 

4 
0 

5 
7 
5 
12 
19 
23 


aii 

3 

1 

5 

5 

3 

1 

8 

3 

1 

3 

3 

1 

3 


5 . 

S' 


5- 
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Vi 

('■ 
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3 

3 
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3 
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3 
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1 
2 
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1 
8 
1 
3 
3 
8 
3 
3 
3 
3 
2 


0 

24 

9 

3 

6 

1 

30 


IS 

11 

4 


IS 

9 

6 

3 

14 

9 

12 
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5 
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6 

5 
3 
1 
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17 

8 

6 
15 


18 
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3 
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8. INTERNAL MEDICINE-ConKnued 


* w £ ~ 




Name of Hospital Location 

Pifdmont Hospital >....... 

vt Jo«eDh’s Infinnary . Atlanta, Ga. 

Veterans Admin. Hospital '•*.Atlanta, Ga. 

Medical College of Georgia Hospitals 

* Eucene Talmadge Memorial Hospital. Augusta, Ga. 

University Hospital ». Augusta, Go. 

Veteran*' Admin. Hospital ...Augusta, Ga. 

Emory Universitv Hospital .Emory University. Ga. 

Memorial Hospital of Chatham County .Savannah. Ga. 

\upu?tan3 Hospital . Chicago 

Coltimhus Hospital *. Chicago 

Cook Countv Hospital . Chicago 

Grant Ho>pftal ». Chicago 

Illinois Central Hospital . Chicago 

minol? Masonic Hospital . Chicago 

Mercy Hospital . (’hicago 

Michael Reese Hospital. <*hicago 

Mount Sinai Hospital . Chicago 

Northwestern University Medical Center ** 

Chicago Wesley Memorial Hospital . Chicago 

Passavant Memorial Hospital . Chicago 

Veterans Admin. Re>earch Hospital *. Chicago 

Evan^ton Hospital . Evanston, III. 

Norwegian .American Hospital . Chicago 

Presliytcrian Hospital . Chicago 

Provident Hospital . Chicago 

Ravenswood Hospital. Chicago 

St. Joseph Hospital . Chicago 

St. Luke’s Hospital V*. Chicago 

St. Mary of Nazareth Hospital . Chicago 

Cnlverslty of Chicago Clinics . Chicago 

University of Illinois Research and Educational Hospitals '■*... Chicago 

Veteran® .Admin, West Side Hospital . Chicago 

Woodlawn Hospital . Chicago 

St. Francis Hospital ^. Evan«ton. Ill. 

Veterans Admin. Hospital . Hines, ni. 

St. Francis Hospital'*3.,■. Peoria, III. 

Clinic Hospital . Bluffton, Ind. 

IndiauapolLs General Hospital ^. Indianapoll* 

Indiana University Medical Center '. Indianapolis 

Methodist Hospital ^. Indianapolis 

St. Vincent’s Hospital . Indianapolis 

Veteran.® .Admin. Hospital Indianapolis 

St. Ellzaiicth Hospital . Lafayette. Ind. 

Iowa Methodist Hospital . Des Moines, Iowa 

Veterans Admin. Hospital . Des Moines, Iowa 

State University of Iowa Hospitals . Iowa City 

Veterans Admin. Hospital Iowa City 

University of Kansas Medical Center . Kansas City, Kan. 

Veteran? Admin. Hospital ^. Kansas City, Mo. 

Veteran® .Admin. Hospital . Topeka, Kan. 

St. Franci® Hospital i**. Wichita, Kan. 

Wedey Hospital i-*. Wichita. Kan. 

Good Samaritan Hospital *. Lexington. Ky. 

St. Jo.«eph Hospital i-*. Lexington, Ky. 

Louisville General Hospital i-®..,. Louisville, Ky. 

St, Joseph Infinnary . Louisville, Ky. 

Veterans .Admin, Hospital ... Louisville, Ky. 

Charity Hospital of Louisiana 

Independent Unit ^. New Orleans 

Louisiana State University Unit '.New Orlean® 

Tulane University Unit ^. New Orleans 

Ochsner Foundation Hospital ^.New Orlean® 

Southern Baptist Hospital i-®. New Orleans 

Touro Inflnnarj* '. .New Orleans 

Veterans .Admin. Hospital --®.!. New Orleans 

Confederate Memorial Medical Center ®. Shreveport, La. 

Central Maine General Hospital ^. Lewiston, Maine 

Maine Medical Center ®. Portland. Maine 

Balt",wrc City Hospital . Baltimore 

t btirch Home and Hospital i-s. Baltimore 

Johns Hopkins Hospital J-i. Baltimore 

g^^Bital i-J. Baltimore 

. Baltimore 

roudent Hospital and Free Dispensary ^. Baltimore 

sL')?.''' ?."? *!!' ’. Baltimore 

Sinai Hospital '-a. Baltimore 

rS general Hospital Baltimore 

vJ General Hospital i-a. Chcverlv, Md. 

Hnspital i-s-iai.. Port Howard. Md. 

A(Imm. Hospdal i-s-isi*. Perry Point, Md. 

. Boston 

. Boston 


Veteran. .. 

JJeth Israel Hospital 
Boston City Hosjutal >-®*.! 

Ill Meillcal Service 

\l and lY Meillcal Service. .!!'.!!*!.!'.!!. 

\ and M Medical Service 

^amey Hospital .lirtcVnn 

-aMlkner Hospital . g": 

. '. Boston 

tul '"®. Boston 

pitnls ^-5. Boston 

, 1 . Boston 

dtal ^■®. Boston 

* .West Roxbury. Mas®. 

i. Mizatteth ^ Hospital i-a-iia hnstnn 


Chief of Service 

C. Smith . 

T. T. Blalock. 

♦T. C. Crutcher. 




T. Findley. 

•J. D. Gray. 

J. G. Bohorfoush. 

R. B. Logue. 

T. A. McGoldrict, Jr. . 

C. A. Hedberg. 

E. Foley . 

E. F. Foley. 

A. Vander Kloot. 

AV. .7. Hand. 

L. L. Braun. 

G. F. O’Brien......... 

R. I.«vine . 

E. B. Freilich. 


P. S- Rhoads. 

A. R. Colwell. 

C. Borden . 

L. F. Jounlonais 

M. P. Gethner_ 

J. A. Campbell... 
A. F. Connor.... 
M. Zeller. 

D. L. Kessler. 

H. Wakefield .... 

S. A. Motto. 

W. Adams . 

H. F. Dowling... 
H. J. Zinunerman 

M. Berg. 

R. M. Jones. 

L. A. Baker. 

R. B- Rutherford 
A. A. C. Nickel... 

P. J. Fouts. 

AV. M. M. Kirby.. 

E. P. Tischcr.... 

J. O. Ritchey. 

R. H. Bcbnke. 

R. C. Bolin. 

A. L. Jenks, Jr.. 

J. C. Parsons_ 

AV. B. Bean. 

AV. M. KirkendaU. 

E. G. Dimond_ 

C. E. .Andrews... 
R. Chess . 

B. Matassarin ... 
J. T. AVballon.... 

J. Scott . 

J, AV. Scott. 

B. T. Towery_ 

R. Denham. 

J. R. Gott, Jr_ 


J. O. AA’eilbaecber, Jr. 

AV. R. .Akcnhead. 

G. E. Burch. 

W. R, Arrowsmitb. 

N. AV. A'oorhies. 

M. Gardbcrg . 

H. A. Buechner. 

AI. D. Hargrove. 

M. .A. Chapin... 

R. S. Hawkes. 

G- S- Mirick. 

Z. R. Alorgan. 

L. .M. Serra. 

A. AI. Harvey. 

L. A. AI. Krause. 

E. F. Cotter. 

H. R. Peters. 

L. Martin .. 

L. P. Gundry. 

A. I. Alendeloff. 

L. P. Gundry. 

J. E. Howard. 

E. AA’oodward. 

B. Aloyers. 

Freeman . 

Goldgraben . 


T. 

AV. 


S 


H. L. Blumgart. 


Namtrie«l and other references will be found 


F. Biguria . 

AV. B. Castle. 

K, Katz . 

N, A. AA'elch. 

J R. Graham. 

L. AI. Hurxthal-F. N. Allan. 

T. C, Chalmers. 

AA*. Bauer. 

C. S. Keefer.!. 

S. Progcr. 

H, F. Root-C. C. Bailey.... 

G. AV. Thom. 

I. A- AA’arthin. 

S. AIcGinn .] 

111 B. Strauss. 
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8. INTERNAL MEDICINE-Continued 


u I 

s>*3’ 




' t) :s 


Xnme of HontHtiil Locution 

Mount Anbiirn Hosjiltnl i-’. OiiinltrldKo, Muss. 

Lnwrcnro K. Qulclcy .Mcinorlnl Hospitnl .Chelsea. .Muss. 

TriiPMlnlc Hospital >-». «'*»■<■ 

Lynn Hospital . 

.Miililcn Hos|iltiiI .... 

Nwton-MVllosloy Hospltnl >'*. Newton Lower Falls. .Mass. 

Onlnry t'ity Hospital .... ^ilncy, 

Snlem Hospital '.Wninnle* Mns^ 

I'on.lvlllc Hospital ». Mnlpole. .Mass. 

Memorial Hospital . 7/ & 

.stt, Vincent Hosiilta! *-*. Forrester, ^Jass. 

Wons'ster t’lty Hospital »'*. nr M?eh' 

Kt. .tosepli .Mercy Hospital. ''nU 'Ml ”I!’ « jll' 

Veterans .Vdinln. Hospital >->->»". 

.\le.\nti<ler Hlaln Hospital ..*... ‘ 

Detroit Meinonal Hospital . Tiet^o t 

r.vnnitcllciil Dencnticss Hospital . | 

.tcnnlnys .Memorial Hospital . D^frolt 

.Mount Carmrl .Mercy Hospital ... n^irnit 

rrosldencc Hospital ’^. Detroit 

Hee.hin« Hospital ;».nelroit 

Kt. .totin Hospltnl • .. .. HeltoU 

Ft. Joseph Mercy Hospital ...... Detroit 

.•tlnnl Hospital ’■*-•••;.Detroit 

.'atllK 

Hurley Hospital .Flint, Mich. 

McLnnn t.cncrnl Hospital L..^. r.rand UanUK .Mich. 

Hlodcett . (Hand nnpid-. Mich. 

liutlerworth Hospltnl^* . K„{,id<, .Mich. 

Ht. .Mary s HoM.ltnJ_\*. Orossc Polnte, Mich. 

Don .'li'couD’ V.V.i i’"*.lllL’liland Parle, .Mich 

William llcntinum Hospital ’ .. .Saitlnaw. Mich, 

.‘tiiKlnaw (icncral .. Minneapolis 

.\slmry .Methodist Rd'pltni ... .Minneapolis 

Minneapolis (Jenenil Hospital . ....... silnncapolls 

Mount Slnat Hospital • ..!'!!!.”.'!!!!. Minneapolis 

C«!verlur<d .Minnesota .\nillalc<i Hospitais.V.V.’.V Minneapolis 

. 

.tucker Hospital .. hochester. Minn. 

Mayo Foundation .. ;;. St. Paul 

Charles T. .Miller Ho'pltnl ‘ ’. .lacksoti. Mi's. 

rnlserslty HospitaP-'**. .Clayton, Mo. 

St. Louis County VvnVeVV-V‘".. Columtda. Mo. 

VnlvvDlty of Miss'" 

Kansas City Gene 
.Meiiornh Medical ' 

Ft. .loscl'lt Hospital 
St. LuVe'.s Hosidtal 

Harncs Hospital . 

I)e Paul Hospital a. .^t;. Louis 

Homer O. Phillips Hospital ... St. Lou s 

.Tewlsh Hospital .!’!!. St. Louis 

Ml“-ourl Haptlst Hospital ' . . St. Louis 

*•! • »»_UrtciifTttl • 





ts a 

Chief of Service 2p! 

D. HunsUz . 1.H3 

tv. K. Older. CW 

tv. Mason . LJH 

C. A, Pnllndino. 2,101 

D. Merrill . EWS 

A. tv. Locke. 2,212 

.1. C. Bnulno. l.2-»S 

S. K, Gardner. l.o32 

D. Merrill . •••• 

R. tV. Rohinson. 2,cos 

,T. T. Urosnnn. 

.1. Lundy . 2,0OT 

M, Marshall ... 

P. Darker . 

M. R. tVeed. 3,4® 

,1. tV. Klnttsloy, Jr. L-83 

J. L. .. 3,W.) 

L. D. Stern. 

D. tV. Myers... 

R. ,1. Schncck. 2 ,gWi 

J. G. Matcer. S,m 

R. A. .fohnson. 

E. .1. Tallant. a.™ 

L. J. Dailey. 3.413 

G. n. .Mycr.s. 2,2W 

, 1 . Murphy . J’H; 

E. D. .. 

J. E. Berk. -’p” 

B. 1 . .lolinstone. 

S. D. .. 

G. E. Drewycr. 

H. V. Sparks. 

C. B. .. 

.1. F. .Sanders. 

n. Grlflln . 

tV. D. Harford. ‘• 7 ?' 

E. E. Hammonds. 

T. Lowry . 

tv. Jncohson . 

M. C. Hanson. 

C. J. .. 

E. B. Fllnk. r *.5 

J. Bore . 

D. Sommers . ,’ 23.1 

J. R. .. Pg: 

K. 0 . .. ’ ,0 

tv. A. .. ^ JJ. 

T. R; Jones.. 

M.'p! Huntcr-R. P. tvright... |.a|| 

C. V. -Moore.. • 5 

D. B. .. ,*gjO 

,1. R. Smith. 

S. Sherry . 0-44 

tv. M. .. 

L, B. Harrison. ,V>(i 

McMahon... . 5 ;^ 

1,892 

5,3T4 


Veterans Admin. Hospital 
St Louis University Service., 
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K, V. Bing.... 


J. R. Gordon. 

.J. tValsh . 
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J tv. Wright. 
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tv. B. Stewart. 

R. L. Sharp. 

H -A. .. 

T J. White. 

C, F- Turner. 

p O. Bowers. 

l! E. Viteri. 

J, Levin . 

.1. Kaufman . 

N. A. Antonins. 

.1. Sandella — 

B, B. Chamberlain — 

g p. .Alexander. 
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p H. Corrigan...---" 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


S. INTERNAL MEDICINT:-(ConHnued) 


£ C!* 




Xunio of Hospital Location 

Wif-ans Admin. Hospltnl >->. Bath, X. X. 

Btoshamtra City Hospital »-=. BinEhamton V 

BrooUyn Hospital . n™i-Wn’ v' v’ 

Camherland Hospital .Brooklyn,^. T. 

Jewl-h Chronic Disease Hospital . Brooklyn, N. T. 

Jewish Hospital .Brooklyn, >*. T. 

KInes County Hospital v v 

Lone Island College Hospital . Brooklyn. N. T. 

Lutheran Medical Center . Brookis'n, T. 

Jlslraonidcs Hospital .Brooklyn, N. Y. 

Methodist Hospital . 2*‘00^'j5‘°» J- 

St. John's KpIscopal Hospital . Brooklyn, N. i. 

St. Mary’s Hospital .Brooklyn, N. Y. 

Veterans Admin. Hospital .Brooklyn, N. Y. 

Allied Hospital' of The Sifters of Charity i-*. Buffalo 

Kmergency Ho^^pital 
Sisters of Charity Hospital 

Buffalo General Hospital i-a- 2 «o. Buffalo 

Deaconess Hosi>ital .Buffalo 

Edward J. Meyer Memorial Hospital . Buffalo 

Millard rillmore Hospital . Buffalo 

Ro«weU Park Memorial Institute ^ 7 *. Buffalo 

Veterans Admin. Hospital .Buffalo 

Clifton Springs Sanitarium and Clinic . Clifton Springs, N. Y. 

Mary Iniogene Bassett Hospital . Cooperstown, X. Y. 

Elmhurst General Hospital . Elmhurst, X. Y. 

Flushing Hospital and Dispensary .Flushing, X. Y. 

Meadowlirook Hospital .... Hempstead, X. Y. 

Comell University Infinnary .Ithaca, X. Y. 

Tompkins County Memorial Hospital. Ithaca, X. Y. 

Jamaica Ho'‘pital . Jamaica, X. Y. 

Mary Immaculate Hospital *.Jamaica, X. Y. 

Queens Hospital Center i’*. Jamaica, X. Y. 

Charle.« 55. WiUon Memorial Hospital .. Johnson City, X. Y. 

North Shore Hospital ... Manhasset, X. Y. 

Mount Vernon Hospital .Mount Vernon, X. Y. 

Long Island Jewish Hospital .Xew Hyde Park, X. Y. 

New Rochelle Ho.spltal .Xew Rochelle, X. Y. 

Bellevue Hospital Center 

Dlv. I-ColuinMa University . Xew York City 

Div. II—Cornell University'•*-*^-”**. Xew York City 

Dlv. Ill—Xew York University College of Medicine.Xew York City 

Dlv. IV—New York University Post-Graduate Medical 

School “S’s.Xew York City 

Beth Israel Hospital . Xew York City 

Bronx Hospital *-#.Xew York City 

Bronx Municipal Hospital Center .Xew York City 

Columbus Hospital*...Xew York City 

Fordham Hospital .Xew York City 

t2nd Street Beth David Hospital.Xew York City 

Francis Delafleld Hospital .Xew York City 

French Hospital ^"*.Xew York City 

(toldaater ilemorial Hospital 

Columbia University and Research Division ^-*.Xew York City 

New York University Division III ^-*.Xew York City 

.New lork University Research Division.Xew York City 

Hospital for Joint Diseases *■*.Xew York City 

Knickerbocker Hospital ***.Xew York City 

wbanon Hospital '■*.Xew York City 

Lenox Hill Hospital *■*.Xew York City 

Lincoln Hospital '-s.....New York City 

.'leinorial Center for Cancer und .Allied Diseases A-a-is_New York City 

.lamcj Ewins Hospital 
.Memorial Hospital 

Miscncopiia Hospital.New York CItv 

J oateflore Hospital.New York City 

Mornsania City Hospital .New York City 

Mount S nal Hospital .New York City 

v! Hospital >-a.New York City 

w Xew York City 

* iM .,1 College—Metropolitan Medical Center 

r ™ • *-o!er Memorial Hospital and Horae .New York City 

riower and Tilth .Avenue Hospitals.New York Citr 

\w V Hospital '-a.New York City 

w vH , Po'Lelinic Medical School and Hospital Xew York Citr 

..^'’."■^'■•■'‘L-Bellevue Medical Center 

Hospital.New York City 

RmIZIu'c Hospital a.New York City 

St ”.TotL- City 

St i Hospital for Chronic Diseases a-s.New York City 

VeSt go^PJtal .York City (Bronx) 

CuitM .York City (Manhattan) 

. Port Chester. X. Y. 

M Rochester. X. Y. 

V*. Rochester. X. Y 

K 11 I« iif»-t^7‘l^”*'Pochf*stcr Municipal Hospitals Rochester, X. Y. 

Staten tVuIVvv”:--; .Schenectady. X. Y. 

^istc ^ *. Staten Island. X. Y. 

Hoiiiitn't^^i ^7 York Upstate Medical Center 

Yete^TA- 4.1 .. Syracuse, X. Y. 

_Admin. Hospital. Syracuse, X. Y. 


Chief of Service 

H. W. Baum. 

M. H. Paushter. 

I. Snapper. 

G. E. Anderson. 

M. Nlensch . 

S. P. Bailey. 

M. G. Goldner. 

J. D. Goldstein. 

A. Fankhauser . 

P. H. Long. 

J. H. Crawford. 

TV. F. Rexcr. 

M. Nlichael, Jr. 

H. D. Fearon. 

E. R. MarTullo. 

V. Annunziata. 

P. W. Spear. 

H. F. Brown. 


J. H. Talbott. 

M. S. Howland, Jr.. 

D. K. MiUer. 

J. F. Painton... 

J. E. Sokal. 

G. TV. Bissell. 

B. A. TT’alson. 

E. D. Thomas. 

H. E. Marks. 

C. Cramer . 

A. TV. Freireich. 

X. S. Moore. 

D. Porte. 

F. Mazzola. 

A. A. Fischl. 

X. Occhino. 

TV. J. Messinger. 

H. Belsky. 

E. Meilman . 

T\*. C. Meredith. 

D. TV. Ricbanls. 

T. P. Almy. 

TV. S. TiUett. 

C. F. TVilkinson. Jr. 

A. M. Fishberg... 

E. E. Fischel. 

I. M. London. 

A. Siragusn .. 

M. M. Levites. 

H. A. Solomon. 

R. F. Loeb. 

H. J. MeXeile.. 

Y. Knecland, Jr.-D. Seegal., 

M. Roscnblotb.. 

J. M. Steele. 

M. L. Kramer. 

M. S. Bruno. 

H. L. Frosch-S. TVeiskopf., 
E. .A. Lawrence* 

C. E. de la CJhapelle. 

C. R. Alesseloff. 

R. TV. Rawson. 


L. V. Roonpy.., 

L. Leiter. 

S. Biloon . 

A. B. Gutman.. 
D. P. Barr...... 

A, P. McCombs. 
L. J. Boyd. 


J. P. Croce. 

C. F. TVilkinson, Jr. 

R. F. Loeb. 

A. J. .Antenucci-J. M. Freston. 

A. J. Patek. Jr.. 

J. P. Croce. 

E. P. Flood. 

G. J. Coffin. 

O. La Rotonda. 

E. Appelbaum . 

J. TVoIf . 

J. J. Smith. 

X. Schwartz . 

H. Segal. 

J, TV. Holler. 

L. Horn. 

L. F. La Palm. 

TV, S. McCann. 

H. E. Reynolds. 

C. X. Acccttola. 
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502 APrUO\’ED HESIDENCIES AND FELLOWSHIPS 


8. INTERNAL MEDICINE-(Continucd) 


J.A.M.A 



XiitiW! Of Hospital 


Location 


(!ras-;laiiils Hospital >-»... VnlhnDn v v 

hito Plains Hosl»itat ... AVliltc Plain**' N* A'* 

North t.'nrollna Mi'lnorlal Hospitni >-»..uiiaocl HllV N* c" 

t hnrlnllo Mcttiorlal Host>lfaI >. Charlotte’ v' V 

mu Univorslly Alllllntc! Hospltnls....... .. l>hnrlotte. N. C. 

nuke Hospital >'». n'lirham" n-"o 

\ejernns A.lmln Hospital >-». nurlmm’. x'. O. 

< lt> Memorial Hospital . IVInston-KiiIem. X. C. 

North t arollna Ilaptlst Hospital. Wliiston-Snlem. X. C. 

liismnrrk Hospital ». Hlsmarok. X. Dak. 

M Luke s Hospital «.. Panro. X. Pak. 

\kron It)- HospltaP-e .. Akron, Ohio 

Akron t.eneral Hospital >.Ikron, Ohio 

Aultman Hospital . Canton. Ohio 

Merry llospltal >-». . Canton. Ohio 

HelheMta Ho-pHal >'». Cincinnati 

hrM Hospital '.Cincinnati 

I ntversliy oI Cinclnnall College of .\lrillclnp Hospital Oroiip 

I'lnelnnati Oencral Hospital . Cincinnati 

Cooil Saniarttan Hospital >-». Cincinnati 

.hnvish Hospital i-’. Cincinnati 

St, MaryVs Hospital >-». Cincinnati 

City Hospital . Clcvelaml 

Clevetaml Clinic HospUnl . Clcvehincl 

Pnlrvhnv Park Hospital . Clcvelaml 

Hlchlatni Vlinv-Ciiyahocn County Hospital. Clcvciawt 

Huron Itoail Hosiiltnl . Clcvelaml 

I.ntlieran Hospital . Clcvcinml 

.Mount Sln.al Hospital . Clcvclanil 

St. Al*"cls Hosiiltal . Clcvelaml 

.St. .lohri’s Hospital. Clevolaml 

.St, J.iikc's Hosiilt.al . Cleveland 

St. Vincent Charity Hos|iitnl . Cle.velamt 

Cniversity Hos(iltals t-’. Cleveland 

Veterans Admin. Hospital >-!>- 5 ’'-aor-aoH. Cleveland 

Jtoiint Cnrrne! Hostiltal '. Coiunihus. Ohio 

Ohio Stale I'nlverslty Hospitals 

Hnlver.-lly Hospital r-a-sje-a'i.'Coluuilms, Ohio 

Wlilte ('ross Hospital ’•*. Columhlis. Ohio 

Cooil Samaritan Hos|i!lal . Payton, Ohio 

Veterans .Vdmin. Hospital ‘-a. Payton, Ohio 

.Mnrvmimnt Hospital . Oarfleld Heh'hts, Ohio 

Mercy Hospital >-3 . Hamilton, Ohio 

I„akc«'ond Hospital . l.akevvood, Ohio 

Lima .Memorial Hospital . I.him, Ohio 

St. IHla'.s Hospital . T.lma, Ohio 

•Matimce Valley Ho.spltal . Toledo. Ohio 

Merev Hospital »-•. Toledo, Ohio 

St. Vlncenfs Hospital >■*. Toledo, Ohio 

Toledo Hospital . Toledo, Ohio 

Tnmihiill Memorial Hospital ’. Warren, Oh o 

.St, Kllmheth Hospital . A oun<.’stoan. Oh o 

Youm.'Stonii Hospital . A'ommstown, Ohio 

St. Anthony Hospital. Oklahoma City 

I’nlvcr.slty of Oklahoma .Medical Center 

rniver.slfy Ho.spltaI« >-3-’ie. Oklahoma f Ity 

Veterari.s Admin, Hospital . Oklahoma C |y 

Wesley Hospital *. 4' 

St. .Inhn’s Hospital . 

Kmanuel Hospital . rJZ' 

Cooil Samaritan Hospital >->. n™ 

Providence Hospital . 

University ot Oreyoii .Medical School Hospitals nr,. 

,in,! i*ltn!es 3 . .. 1 ortiami, ^rt. 

Veterans Admin, Hospital .. ^?,in"ton ^"a’ 

Aldnyton .Memorial Ho.spitnl .u infmen' Pa' 

Allcntoan Hospital 3-=>. uP ' 

Oeo"K Oew|yer%)mrlVd' llospiiai■' .f "Son! Pm 

Kaston Hospital '/*. Pn. 

Humot Hospital .iVn’rrisliurv’ Pii. 

Hiirrishiirft liosiiital,... . ilnrAshurc’ Pa 

Alhert Klnslejn .Medical Center Philmlelphla 

Northern P vh; on .;;;;;;. pidiadelphla 

Southern Division .. Philadelphia 

Chestnut nm phiindcipwii 

Episcopal Hospital -.-.phtladolphia 

Frankiord Hospital ... • ■ • 'CJ. Philadelphia 

. 

Hospital of the Woman .s .Medical ColKn Philadelphia 

.IfilTer.son Medical Collcyc Hospital ••• ..Philadelphia 

T.ankennu Hospital . ..;•. Philadelphia 

.Methodist Kpiscopal Hospital . Philadelphia 

Pemi.sylvanla Hospital 3 - •;••••;. Philadelphia 

Phlhidclphla General Hospital . Philadelphia 

Presl.yferian Hospital .. Philadelphia 

TemplB University Hospital .. PhUadclphln 

A'cterans Admin. Hospital .. Plttshurirh 

of uidl^^ty ormsImr«h_._ 

Ihsuiheu/stod Ma«cc Hospital 3-3. 


Oiiicf of Ser3-icc 

W. P. Reed. 

E. AV, AVchcr. 

C. H. Burnett. 

.1. M. Ale.\nndcr. 


E. A. .Stead, .Tr.. 

AV. P. Del.s.s. 

1, H. Munninp, Jr. 

T. E. Umphlet. 

C. H. Reid. 

E. H. A’oimt, .Ir. 

C. H. Peters. 

A. C. Fortney. 

-V. P. Ormond. 

R. F. .Iiikes. 

R. E. T.srhanlz. 

I,. 0. Underwood. 

Gnnirn.. 

AV. D. Ramey... 


R. W. A lltcr. 

h, 11. Owen.s. 

H. Schlro . 

.1. D. .Murionl. 

C. R. Rammelkamp, dr. 

A. C. Emstcnc. 

H. E. Christman. 

1>. R. Weir. 

E. A. Jlarshall. 

M, .Auetist . 

M. E. Slesel.. 

R. R. llartimek. 

AV. .At. N'ovince. 

A. D. -Nichol. 

F. R. Hnnrahan. 

R. JI. Ehert. 

X. P. Slniimcny. 

P. T. Knics. 


B. K. AA'i.scmnn... 

R. H. .Ineqilc.s.... 

,M. Block . 

S. Slmerman .... 

A. S. Broirlio. 

C. .A, Schuck. 

.1. T. Eedmnn_ 

E. N. Irvin. 

F. 0. .Alanrer. 

M. E. Green. 

G. AA’, Bascoin_ 

M. A. Selmltkcr... 

C. Miindy. 

.1, R. .AIcKny. 

P. .1. .Mnnar. 

.E Xoll . 

P. M. JfcXclIl. 


S. G. AVolf. ,lr. 

.1. F. Ilammar.stcn. 
W. AV. Rucks, .Ir. .. 

P. T. Stronc. 

G. R. .AicCutchan... 

0. Pairc. 

,1. .1, Muriiby. 

E. E. Roscnlinuni.. 


H. P. Eeais. 

I, . A\’, UiUmami. 

.1. T. Bennhvood, Jr. 

C. H. K'clchncr. 

A. AV. Dubhs. 

R. K. Shields. 

W, AV. Dyer. 

AA'. .1. Stnm.sby. 

.1. Kincov . 

B. Tredway. 

.1. A. Pnu'Hierty. 

A. AV. Cowley. 


B. A. Goulcy. 

T. Mcndcll . 

R. .At. Truitt. Jr. 

S. R. A'mrel. 

G. E. Mark, Jr.. 

R, AV. Mays. 

H, E. Bockus. 

.1. B. Donaldson. 

F. C. AA'ood.... 


AV. G. 
.1. K. 
P, E, 
H. P 
G. G. 
C. M. 

G. P. 
T. M. 

H. P. 
AU B, 


.. 

Deitriek.... 

Hartinann-E. E. Bortz. 

Robertson. 

Duncan. 

Thompson. 

Rouse. 

Durant. 

Close. 

.. 
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8. INTERNAL MEDICINE-Continued 


Kame of Hospital Location 

iofr'iS . 

. 

p'nnsTkSfHospitai'i-i;! Pittsburgh 

ResdicE HO'Pital . pS' 

Robert Packer Hospital . 

Wilke.i-Barre General HOcPital. kk ilke>-Barre, Pa. 

Rhode Island .\ffilmted Hospitals...V'i;‘V 

Xeirpott Hospital.. 5‘ 

Jleinorial Hospital.... Pawtucket. R. I. 

.Miriam Hospital. Providence. R. I. 

Rhode Island Hospital . Providence. R. I. 

Vetetans .kdmln. Hospital >-». Providence. R. 1. 

Medical Colleee of Somn Carolina . e c, 

TeachiDK Hospitals '. Charleston, S. C. 

Columbia Hospital of Richland County . Co urabia, S. C. 

Vet€ran« Admin. Hospital.Coluinbm. S. C. 

Barones.^ Erlantrer Hospital . Chattanooga. Tenn. 

Memorial Hospital . Chattanooca. Tenn. 

St. MarVs Memorial Hospital . Knoxnlle. Tenn. 

ruy oi’Meiiipbi? HospUals . MetnpWs, Teno. 

St. Joseph Hofpital . Memphi?. Tenn. 

Veteran> Admin. Hospital »-3-3«. Memphis. Tenn 

Baptist Hospital . Nashville. Tenn. 

Georee W. HuM.ard Hondtal i-*. Nashville. Tenn. 

Nashville General Hospital . Nashville, Tenn. 

St. Thomas Hospital . NashviUe, Tenn. 

Vanderbilt University Hospital . Nashville, Tenn 

Veterans .Admin. Hospital *. Nashville. Tenn. 

Oak Ridire Institute of Nuclear Studies '-a-si. Oak Ridge, Tenn. 

Baylor Universitv Hospital . Dallas. Texas 

Methodist Hospital . Dallas, Texas 

Parkland Memorial Ho-pital '-3. Dallas, Texas 

St. Paul's Hospital *'3. Dallas. Texas 

Veterans Admin, Hospital i'3-34?. Dallas. Texas 

Harris Hospital '-3. Fort Worth. Texas 

University of Texas Medical Branch Hospitals i-3...., Galveston, Texas 
Baylor University College of Medicine Affiliated Hospitals 

•lefTerson Davis Hospital 3-3. Houston, Texas 

Methodist Hospital . Houston, Texas 

Veterans Admin. Hospital '-3. Houston, Texas 

Hermann Hospital 3-*. Houston. Texas 

University of Texas Postgraduate Medical School Affiliated Hospitals... 

St. Joseph's Hospital *"**. Houston. Texas 

St. Luke's Episcopal Hospital '-a-ss. Houston. Texas 

Southern Pacific Hospital . Houston, Texas 

University of Texas M. D. Anderson Hospital 

and Tumor Institute 3-a-ss. Houston, Texas 

Vete^an^ Admin, Ho«pital ''3. McKinney, Texas 

Rol>ert B Green Memorial Hospital '-a. San .Antonio, Texas 

Santa Ro«a Hospital 3'*. San .Antonio, Texas 

Scott and White Memorial Hospitals '-s. Temple, Texas 

Tboma'! D. Dee Memorial Hospital '-s...Ogden, Utah 

Dr. W. II. Groves Latter-Day Saints Hospital 3-3. Salt Lake Citv 

Hol.r Cros< Hospital 3-3. Salt Lake City 

Iniversity of Utah College of Medicine Affiliated Hospitals. 

Salt Lake County General Hospital 3. Salt Lake City 

\cteran« Admin. Hospital (12th Aveuuel *. Salt Lake City 

I Diversity of Vermont Affiliated Hospitals 

^ Goesbriand Memorial Hospital . Burlington, Vt. 

Mary Fletcher Hospital 3-3-8*j». Burlington, Vt. 

Alexandria Ho.«piiaJ —j-r- 

Lnlverdty of Vlririnia ' Va. 

Chesai>eake and Ohio 1 ' Va 

Rivers.de Hospital 3-s, . v yp 

^ Paul Hu'pltal v-a.Va. 

-'ortolk General Hospital . Norfolk, Va 

■Jl^i'iuu-tVillis Hospital '. Richmond, Va. 

Medical CollCEc of Virginia—Hospital Division Richmond, Va. 

jeterans .tdmin. Hospital . Richmond, Va. 

■le..ersnu Hospital >-J. Roanoke. Va. 

wwu Gale Hospital . Roanoke, Va. 

Iwtors Hospital ■->. Seattle 

. Seattle 


Chief of Service 
•T. M. Johnston. 


A. V. Morgan. 

A. P. D’Zmura 
A. S. Glushien.. 

R. L. Forsyth. 
J. R. Spannuth 

S. D. Conklin.. 
J. F. Giering... 


H. W. Brownell. 

R. E- Steven**.. 

E. A. Sharp. 

M. N. Fulton. 

H. .A. Liuvson. 

V. Moseley. 

W. C. McLain. 

S. L. Zimmerman. 

A. S. Easlev. 

AV. B. MncGuire. 

B. M. Overholt. 

I. r. TwUvs. 

S. B. Blackwell. 

F. S. Dietrich. 

N. Thoma^son. 

F. T. BlHIngs. Jr. 

W. J. Card. 

•T. .1. Callaway. 

H. J. Morgan. 

R. France. 

G. A. Andrews. 

P Thom a« . 

T. S. Barnes. 

D. Seldin . 

P. Q. Needham. 

B. Friedman. 

J. M. Church. 

C. T. Stone. Sr. 

J. .A. Greene. 

H. W. Cummings, Jr. 

H. D. Bennett. 

E. A. Wia-erson. 

S. Setour. 

P. V. Ledbetter. 

M. D. Levy. Sr. 

C. D. Howe. 

G. A. Edwards. 

L. B. Reppert.. 

D. Sacks . 

J. G. Rodnrte. 

G. H. Keyes. 

A. P. MacFarlane. 

E. M. Kilpatrick. 


.M. Wintrobe... 

I. . Jarcho'... 

C. M. Terrien. 

E. L. .Amidon. 

J. Watson . 

W. Parson. 

A. Williams . 

J. W. Massey. 

J. D. Lea. 

M. R. AVbitehlU. 

J. M. Hutcheson. 

H. Walker . 

W. T. Thompson, Jr. 

R. C. Crawford. 

R. H. Jones, Jr.. 

Q. B- DcMarsh. 

R. Simpson . 

C. E. Walts. 


fkinc Countv Hosp 

Aetcran- Admin. Hospital 3-3.. . 

\«rRlnia Ma^on HoMdtnl i-*. 

Aharieslon General Hospital 3-».. . 

Memorial Hospital 3-s.. 

J-nesapeake and Ohio Hospital 
imio \alIoy General Hospital '-3.... 
j.a t ro«H' Lutheran Hospital '-3... 
Madison General Hospital '-s. 

• t. Mary’s Hospital 3-3.. 

imversity Ho.*pitaU »'3.!!!!!!! 

Hospital. 

Hospital i-3-3tt. 

;H;®3ikee County Ho'pitai‘3-s;“;; 
Milwaukee Hospital i-s-sts 
M ount Sinai Hospital ..V/.V.V.'..' 

Joseph’s Hospital 3-». 

c!‘ Hospital 3-*. 

M Jfary’s Hospital 3. 

Admin. Hospital i-s-ss-as* 

VJeen« Hospital 3-s.;**•* 

• 3. irancis Hospital '-3 .. 

^’syamoa District Hospital i-i. 

jusn City Hospital 
_ Admin. Hospital 3-*. 


. Seattle 

. Seattle 

. Charleston, W. Va. 

. Charleston, W. Va. 

— Huntington. W. Va. 

.Wheeling, W. Va. 

. La Crosse, Wi«. 

. Madison. Wis. 

.. Madison, Wis. 

.. Madison, Wis. 

. Marshfield, Wis. 

. Milwaukee 

. Milwaukee 

. Milwaukee 

. Milwaukee 

. Milwaukee 

. Milwaukee 

. Milwaukee 

Milwaukee (Wood), Wis. 

. Ancon, Canal Zone 

. Honolulu, T. H. 

.Honolulu. T, H. 

. Bayamon, P, R. 

..Sau Jviau, P. R. 

. San Juan, p, R. 


R. H. Williams. 

R. S. Evans. 

R. L. King. 

W. A. ThomhIU. Jr. 

P. A, Tuc^iUer. 

W. E. Bray, Jr.. 

R. N. Lewis. 

T. E. Gundersen. 

A. J> Richtsmeier. 

R. N. AlliD. 

0. O. Meyer. 

K, H. Doege. 

E. W, Mason.. 

F. D. Murphy. 

E. R. Daniels... 

N. Gro*^sniBn. 

W. L, Coffey. ] 

J. .Meyer. 

M. C. F. I.indert. 

M. AV, Garry.! 

E. A. Cleve. 

H. L. Arnold, Sr.. 

T. S. Min. 

E. Martinet. 

R. S. Diaz RWevn.’’ 

E. A. Ramirez. 


^fumerical and other references will be found on pages 556 through 555. 
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/.A.iM.A., Oci_ 


9. MALIGNANT DISEASES 

Reildency propram, j„ th* fallowing hospital, have been approve.# for ONE v..r r ♦ . . 

by the Council on Medical Education and Hospftai, ^ ^ training 

Hoipltali, 7; Aislitant Retidencles and Residencies, 25 


^ Jss: 


Xamr of Hosplinl 
OONFEDERAU 
‘ "S'of Hope Mi'dlrnl Center »'3.. 

Ifo''l'0«I (Htn«le<l Meim.Vli.V!-.’;;.] 

Jilrhnel Kwse Hoipltnl.... 

.Montefloro Hos-pitnl ’■>.. 

Aweefenn OncoIoKle Hofiiitiil . 

.I('nne« Iloujilln) ... .... 

•'»'ii'r.«mriVo«i)itiii. 

mill Tumor ItwtUiiie 


I.oenlUnt 

.. Rmirle, Cnlil, 
.... l,os Am;elw 

. t'Jilenuo 

. »ii- York City 
... PhihirtelpMii 
... Ph)!ii(l(>l|>lifit 


H<m<it<m. TV.'chs' 


f'lilel of .sVrvif 


10. NEUnOLOGICAL SURGERY 

Hospitals, 108; Assistant Residencies and Residencies, 349 


C- 

--ii "=?“ 


H. R. {Merman. 

M. .M. Kersten. 

.. 

lil 

37 

67 


t 


E. LTiImann . 

D, Lii.szio. 


1 

2 

<> 


•t. W. BransiieW. 




(i 

li] 

•f. tv. Cnrmvath. 


12 

5 

5 


E. C. tVhite. 



6 

6 

re 



24S 


9 

St* 


f.oi'nllon 


Al.-. 

H m"!.. t'ii!;l 
Los Aocelc-i 


Sntiie of l](i.>|i|tiil 
UNITED STATES ARMY 

Army .Medlrnl IVnter «-*. Washlm-ton. p. 

NONFEDERAL AND VETERANS ADMINISTRATION 
l.nU'rt-.lty fil .Mnhttwn Medlntl Ct'iiit'r. 

Cnherelty lloi-pltnl and Hlllmaii Ciiti.c ' ’ li:': 

V.-icriiiiv \«|nilti. Ilo'.pital i i -.s . ( 

r.o< .ttmelrs County Hovpltnt .... 

Cnlsft-ily of CaUfnrnlii .Meiilrnl I'eiUer......!’..,...’..,... 

t nlver'lty JIo«pItnl ..... (,o>. AnKeie.** 

ti'ti'rnti' tdmin Hospital . !.(,« Anttcle.i 

White .'teinorinl Ho-pltnl ■>'>. t.o« Aniteles 

CnllU l‘. nml Him uni 

UvmtlnKton Memorial Ho''i>iliil '•*. Pa<mteuu. Cullf. 

rniver.-lty of Cnllfowln Jfo«fiit»I«... 

ViiDiVIln Ho^pUnl ... San Krntu'Neo 

ITilver'.lty of Cnliforiiln no.iiltiil '■> . Snn Frnm'l“co 

Vi'O'r.iiK A'lmln. Ho<[i|{/i! < s-o*.. .S,,)) Vram-liro 

I'nUer'itV Ilf < 111 I'.iilii Meitl (il ('l•ll|er. 

I'olf/rnilo (liwml Jfo«pl<nl . Peto'er 

t*<‘!iviT tiVtie.'jif Hiiipltnl ’ ■* . Denver 

_ Wternni .tifmln. Htoipltnl . Denver 

Ft. frivtirD Hoiiiiliul *•>.... Hartfoni. Conn. 

(■Jtavi’.N'etv ffnveii Community Hm-pltnl '-‘-ffiutford 

H<i»tiltHt •'*. .Npw Ifiiven-llnrlfonl. Conn. 

Ceoryeliiwn tTilver.ity .\l1illiiteil lluipllaU 

ChllilrenV Uoupltnl . WasUftiKton, D. C. 

UUtrlet of Colittiililii DeiternI flii'pltiil. Washlnirtou, D. C. 

tT>Uer,’'lty Hn-pllal . WasWnttloh, D, C. 

Ui'oru’i' W«ii|i!ii(;l(>n VnUereliy Alllltatiai IloniiUal'i 

Children*.< Hospital . )V«.«lilm,'toii. P. C, 

Pl-trief of Colunjlila lieijenil Hii»jiltal . Wnshlnuton, I). C. 

Cniver.-lty Hf)i)iltnl . WafliinKton. D. C. 

Kmory Vuilver.-lty Hoipltnl >•*. Kmory Dniver.<|ty, Oa. 

Lri.vola Cniver.ilty (Str}tr)i ti/'lioo) i>l Mi'illrlm-) 

AttlHftteil HospltaL... 

Mervy Ho«p!tiil ' . Chleiico 

Veternnu Admin. Ho-ipltaf '. Hines. Ill 

,Vortlwr»leni Cnlvet'.lty Medical Center... 

<'hii iii:') Weiiley .Memorial Ilo-pllal '•.i. CWeiiKo 

l’a-»aviint Memorial Hospital ' *. ChjeiiKO 

Veterans Admin. Ueieareli Ho-pUal '. Ctdeairo 

Kvan-tiw IfoHiltnl »-». Lv(in«t_on. Ill 

I’reJlivterian Ho'-pUnl .. t hieauo 

.SI. HikeV HoMdtal >-*. ChteaKO 

fnlverelty of (Tiieayo Cllnlee ’ ’—... ... i 

Cnlver'lty of filfnid' .Venioji'veldatrle lii-Htiite • . < liHiii-'O 

Itnll/itiit Dniver^ll.v .Medleu! Center.. — •■••• 

imUatiii Dnivelsll.v Medieid Center Ho-pltal ’. Induiuujiol s 

VeteratiR Admin. Ho“plIal ' . I'alv 

State Ctilvef>lfy «f I«iu! Hiojillid'- '-e...i-'.n 

CnIversKy of Kntif:ii>- Medical Center > . Kansas t l(>, haii. 

Unlven'ity of I,mii“vllle AllUiiifed lfo“iilliiN.V'V Vii«" vi.' 

L^vllle General Ilospilul ■->->. o’ Kv' 

Veterans Admin. HoapUal . Lmiiss file. K>. 

(Tmrity UoepUa! of l.imi«amt tJrleanv 

• , ■ .... . . . Haltimoie 

. . Haiflmore 

■ " . 4. . Hixton 

lloKton City Ho.'-Piiio Hoeton 

'’Deter'Hind ^irll’lnon^ i-»!!! ii,'!!! ] ’!!ii!!!i:!!i!. »«'»'«• 

r.idiey (Tilde VV-i.Do-wn 

Muf<aelmKette J/"’)’>!» (.lamniva I’taini 

Veteraic Admin. Uwtilini . . Boston 

,N-ew Kntdaml Center Ifo.^plial .AnVAAor. Mich. 

l/Tdver.sUy IJoapitat ' ... • _ Detroit 

Graee HospUn! ... •.Dotroit 

Henry Ford HoHpltal ' Minncniioli.>i 

(Tilver.ii!y of MlmscMdit Ho.i|)dal> . Koeliester. Minn. 

.Mayo Fonmlation ...inckKon, Mis: 


Unlvemlly Ho.Gdral. 


Dal'tnioidh ^balieal Wvool Aibilid . Hanover, N, H- 

:: . .. 


Chief of Service 
G. .1. IlnypH, . 


J. Q. GaUiTailh. 

•f. D. French. 

C. W. Rand. 


W. E. Stem, 
tv. E. Stern. 
P. .1. Voyel.. 


K. R. De»ey-C. H. Slielden. 


H. A. Brosvn. 

.1. E. .tilams. 

(). tv. -loncj:, .If.. 


C. (». Freed. 

C. 0. Froed. 

K. tveich . 

ft. C. Hiiekley. 

tv. J. German-tV, 11. .Seoville. 
O. H. Fnlehcr. 


J. tv. Watts. 


E. F. Fincher. 


II. f. Vorl.i. 

U. C. Voris.... 

K. Oldhermtl. C. Voris 


P. C. Viicy .. 

L. DavF. 

f.. Davl.e.. 

J. Ttukitwloti . 

A. Ver Unipphen. 

E, Olilticrp..... 


P. Evans. 

Oldhcrp. 

F. Helmliorpcr. 


U. 
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Meyers. 

tVUlInmson.. 


,St. 3.o«Is 


R, 

E. 

D. 
1 ). 

A. 
. 1 . 
W. 

r. 

F. 

G. 
.}. 
J, 

B. 

E. 
E. 
If. 
W 
.f. 
0. 
II. 
R. 


G, Siiurling... 
Griintliam.... 


H. Echols. 

H. Echols_ 
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G. .Vmidd. 

Wepxier. 

D. Ingraham. 
D Inprnham. 


Morra.^. 

C. White...... 

H. Drew. 
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Numerical and other references 


will be found on pages 556 through 559. 








































































































APPROVED RESEDENCrES AND FELLOWSHIPS 
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10. NEUROLOGICAL SURGERY-Continued 


Xame of Hospital Location 

Ubsnr Hospital .. .Mbany. Y. 

' iiacs County Hospital 

Division II * Htooklyn, Is. Y. 

■ Buffalo General Hospital r-a-aaa. Buflalo 

' Bellevue Hospital Center ^ j * 

Div IV—yew York University Post-Graduate 

Medical School r®". York City 

' llbert Einstein Metlical Center x- v- , v,.. 

Bron.y Municipal Hospital Center .^.ew York City 

Monteffore Hospital.Jiatr York City 

I Mount Sinai Hospital r-a. yen- York City 

} Mfiv York Hospital r-a. yew York City 

Presbyterian Hospital r-i. yew York C ty 

St. Vincent’s Hcspital a-a. yew York City 

Veterans Admin. Hospital a-a-raa.yew York City (Bronx) 

■' strong Memorial—Rochester Municipal Hospitals t'®.. Rochester, N. Y. 
ir iDuke University Affiliated Hospitals 

. Duke Hospital a-a. Durham. N. C. 

Veterans Admh ^ •• C. 

SoTth Carolina . \ ' N. C. 

li'-Cnlversity of CIi ■ ' . * ^ . 

' ■ Christ Hospital ^. Cjncmnat! 

Cincinnati General Hospital Cincinnati 

Good Samaritan Hospital i-a... Cincinnati 

Cleveland Clinic Hospital . Cleveland 

IVestem Reserve University Affiliated Hospitals 

City Hospital i-3-ao4. Cleveland 

University Hospitals Cleveland 

Veterans Admin. Hospital Cleveland 

Ohio State University Hospitals 

Children’s Hospital *-*. Columbus, Ohio 

University Hospital . Columbus. Ohio 

White Cross Hospital i-a-ais. Columbus, Ohio 

University of Oklahoma Hospitals . Oklahoma City 

University of Oregon Medical School Affiliated Hospitals 

Good Samaritan Hospital. 

University of Oregon Medical School Hospitals and 

Clinics *. Portland. Ore. 

Graduate Ho«pltal of The University of Pennsylvania i-*.. Philadelphia 

Hahnemann Medical College and Hospital . Philadelphia 

Hospital of the University of Pennsyvanla . Philndelpbin 

Jcflerson Medical College Hospital . Philadelphia 

Temple University Hospital . Philadelphia 

Health Center Hospitals of The University of Pittsburgh 

School of Medicine . 

Children*? Hospital. Pittsburgh 

Preshyterlao Hospital and Woman’s Hospital. Pittsburgh 

Mercy Hospital . Pittsburgh 

Robert Packer Hospital . Sayre, Pa. 

• University of Tennessee Medical Center Hospitals 

Baptist Memorial Hospital 3-a. Memphis, Tenn. 

City of Memphis Hospitals . Memphis. Tenn. 

• Vanderbilt University Hospital .^sashville. Tenn. 

University of Texas Medical Branch Hospitals Galveston, Texas 

Baylor University College of Medicine Affiliated Hospitals 

Jefferson Davis Hospital i-a-sss. Houston, Texa« 

• Methodist Ho.«pItal . Houston, Texas 

leterans Admin. Hospital i-s-sai . Houston, Texas 

V^verslty of Virginia Hospitals 

Inlverslty of Virginia Hospital . Charlottesville. Va. 

X, Admin. Hospital ...Bfchmond. Va. 

Metiical College of Virginia—Hospital Division .Richmond, Ya. 

• Iniversity of Washington Affiliated Hospitals 

l^g County Hospital Unit JJo. 1 (Harborview) ^ .Seattle 

leferans Admin. Hospital J-a. Seattle 

University Hospitals i*’. Madison, Wis. 


II 

a a 

— c? 

Chief of Service —^ 

H. T). WbUfieia. 9^ 

E. J. Browder. 3.402 

W. B. Hamby. 519 

T. I. Hoen. 250 

ii. M. Davidofl... ITS 

*sV wV Gross*! * *. * * * -1'' 1 *' *. 1 V. ‘ 34*9 

B. S. Ray. 301 

J. L. Pool... 725 

C. G- Gutierrer-Mahoney. 92S 

3. E. Scarff. 291 

F. P. Smith. 335 

bV woodh all 1 ii9 

E. Alexander, Jr... 659 

R. I*. McLaurin....,. 

F. H. Mayfield. 390 

R. L. McLaurin. 251 

P. H. Mayfield. 174 

W. J. Gardner.v. 793 

B.‘ *M*‘BVoor.*.‘‘.^*.***!**’.****!.* 

F. E. Kulsen. 250 

F. E. Nulsen. 213 

M!‘p‘*SnVers*.**.\***’.‘.*!.'*!!^' U6 

H. E. LeFever. Sf6 

W. E. Hunt. S91 

H. Wilkins. 230 

G. M. Austin...... 615 

R. A. Groff. 496 

A, K. Olsen. 414 

F, C. Grant. 376 

R. Jaeger. 1,073 

M. Scott. 742 

J. F. Grunnogie...... 461 

S. >*. Rowe. t,4SS 

F. H. Bragdon. 501 

A. B. King. 579 

R. L. iieSaussure. 1,763 

E. Serames. 62S 

W. r. Meaebam... CT6 

S. R. Snodgrass. 504 

J. Greenwood. 193 

J. Greenwood, Jr... 791 

J. W'. Robertson. 309 

W. "gV Crutch field! .*.*! *H 9 

J. L. Ulmer. 339 

J. M. Meredith. 896 

A. A* Ward’ * Jr.! .*!!!!.*!!.*!.’.'! *413 

J. W. Bell. 179 

T. C. Erickson... 379 
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11, NEUROLOGY 

Residency programs fn the foffowing hospitals have been approved for THREE years of training by the 
Council and the American Board of Psychiatry and Neurology, through the Residency Review Committee for 
Psychiatry and Neurology. (Applicants Intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc. should refer to the Board requirements that the candidate have had at least 
two of the three years of bis training In a program or programs approved at the two or three year level.) 
Hospitals, 67; Assistant Residencies and Residencies, 291 


” o 


s"* 

O CJ 




Xame of Hospital Location 

,, united states army 

Ariar Mwlical Center .AVashington, D. C. 

honfederal and veterans administration 

^D^D'tal »-a. Long Beach, Calif. 

Vciveriftv*k<'',°’'m^ Hospital ». Los Angeles 

Vtte-sns^A^* talltomia Hospital a-s . Los Angeles 

Staafort . Los Angeles 

r.alversitT^ni'r^l*^ . Francisco 

Coloraifn'2' Meilical Center 

. »«bAer 

Vfiei-in' ,'beral Hospital >-a. Denver 

Urate-Vw '-'’•■a.- . Denver 

GMrjretosr, ■. .Haven. Conn. 

George \Va"s ' . Washington, D. C. 

Vetersas „ u . , ■ .AA'ashington, D, C. 

'"L.oa .Memoriil rV"'.AYashington, D. C. 

*lotn(rlcal and other references will be found on pages 556 through 559. 
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M. Feld . 
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41 
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J. M. Nielsen .. 


.... 3,73S 
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J. S. Lawrence . 
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1^ 

R. Baker . 


414 

10 
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4 


H. Newman . 


245 
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1,. E. Daniels . 


.... 156 
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It. E. Daniels . 
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W. V. Huber .. 
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G. H. Glaser. . . 
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F. M. Forster .. 
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H. F. Corson. .. 


.... 319 

3 

0 

4 

... 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


11. NEUROLOGY-Continued 

Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
. .-years of his training In a program or programs approved at the two or three year level.) 

' Hospitals, 26; Assistant Residencies and Residencies, 53 


Name of Hospital 


Chief of Sendee 


UNITED STATES ARMY 

Lettennan Anny Hospital . San Francisco 

UNITED STATES NAVY 

r. S. Xavnl Hospital ^. Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 
National Institutes of Health-Clinical Center .Bethesda. Md. 

NONFEDERAL AND VETERANS ADMINISTRATION 

White Memorial Hospital . Los Angeles 

CooV County Hospital . Chicago 

Veterans Admin. Hospital . lon-a City 

Veterans Admin. Hospital . Topeka. Kan, 

Veteran.c Admin. Hospital . Omaha 

Veterans Admin. Hospital .East Orange, X. J. 

Bergin Pines County Hospital . Paramus, X. J. 

Veterans Admin. Hospital . Albany, X. T. 

Jewish Chrome Disease Hospital . Brooklyn, X. Y. 

Veterans .4dinin. Hospital ...Brooklyn, X. T. 

Buffalo General Hospital . Buffalo 

Edward J. Meyer Memorial Hospital ...Buffalo 

Fonihara Hospital ...Xew York City 

Goldwater Memorial Hospital 

(Xew York University) Division III. Xew York City 

Icaox Hill Hospital . Xew York City 

Xew York Jledical College—Metropolitan Medical Center 
Metropolitan Hospital ... Xew York City 


Graduate Hospital of the University of Pennsylrania Philadelphia 
Medical College of So. Carolina Teaching Hospitals *. Charleston. S. Car. 

City of Memphis Hospitals . Memphis, Tenn. 

University of Texas Medical Branch Hospitals .Galveston, Texas 


W. Porter . 202 ... IS 


J. F. McMuUin. 227 ... 1 1 


M. Shy. 19.1 2 .. 7 


L. B. Mann. 122 3 1 1 150 

I. C. Sherman. 227 6 2 2 100 

M. W. Van Allen. 50i 32 1 1 

M. R. Shaver. 301 4 1 1 

F. A-Majka. 24S IS 1 2 

■\\*. O. Howard. 155 26 2 4 - ... 

S. A. Sandler. 221 SS 1 . 1 200 

J. H. Cullen. SOS 17 1 1 

A. M. Rabiner. 530 31 3 3 175 

M. X. Margulies. 242 23 1 1 

I. Hyman . 16S 4 12 175 

B. H. Smith. 224 5 1 2 iMS 

J. H. Friedman... 94 3 1 1 157 

I. S. Frelman. 299 S 1 3 IW 

A. Bell . 419 -6 1 1 ISO 

I. Tarlov ... 19 ... 2 2 ' 157 

D- Philpot . 279 12 4 8 

A. Tomay . 376 10 2 3 

O. R Talbert. 116 2 1 - 2 200 

X. Gotten ... ... 1 1 125 

T. Harris ... Incl. in Psychiatry 1 1 160 


12. OBSTETRICS AND GYNECOLOGY 

Residency programs In the following hospitals have been approved by the Council and the American Board 
of Obstetrics and Gynecology, as offering acceptable training in the specialty. 

Hospitals, 4S3; Assistant Residencies and Residencies, 3,436 


Name of Hospital Location 

UNITED STATES ARMY 

I^ttennan Army Hospital . San Francisco J 

Fitzsimons .Army Hospital s-s. Denver 

.Imy Medical Center '-s.'Washington, D. C. J 

nuaam Beaumont Army Hospital. El Paso. Texas 

Broobe Army Hospital . San Antonio, Texas 

gan Anny Hospital. Tacoma, Wash. 

tnpler Army Hospital r. Honolulu, T. H. 

UNITED STATES NAVY 

C. S. Xaval Hospital r-".. Oakland, CaUf. 1 

"• Hospital t. San Diego. Calif. 

1. S. Naval Ho-^pital . Great Lakes. lU. I 

U S, Naval Hospital . Bethesda. Md. , 

r c 0.“''“! Hospital i. Chelsea. Mass. 

r s’ Hospital i. St. Albans. X. T. 1 

t. S. Naval Hospital 1. Philadelphia 

• Xa\ al Hospital ^"5... Portsmouth, Va. j 

department of health, EDUCATION, AND WELFARE 

Freedmen-s Hospital . Washington, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

Unairay M.-thodist Hospital r-a. Bimilngham, .Ala. ' 

-Hedical Center 

Hospital and Hillman Clinic .Birminghaui, Ala 

Ho.<=pitnl 1-3. Fairfield, Ala. < 

MsnVrt Hospital 1. Phoenix, .4riz. * 

General Hospital . Phoenix, Ariz. 

. Phoenix, .4riz. 

Kfm rn ^ *. Rock, Ark. 

Hospital 1. Bakersfield, Calif. ] 

Hospital '-a. Berkelev, Calif. 

gAUi w ° .^‘^?eral Hospital i. French Camp, Calif. 

c Fresno County . Fresno. Calif. 

Hospital 1. Glendale, Calif. . 

Hospital i-3. Long Beach. Calif. 

'■auomia Hospital i-3-«o. Angeles 

"^ar. of Lebanon Hospital i**...Los Angeles 

of the Good Samaritan a. Los Angeles : 

Numerical and other references will be found on pages 556 through 559. 


Chief of Sen ice 


J. J. Young. 


W. S. Baker, Jr., 


J. W. Ross- 


T. 31. Bouhvare. OB 


W. X. Jones... 
O. T, West-... 
C. Van Epps., 


W. E. Brown.. 

R. L. Wilkening., 
F. E. Tounge...., 


H. L. Tieehe.. 


L. R. Hill. 

G. IV. Hewitt- 
J, F. Xolan. 
L. Erohn- 
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I 

i 

235 

. OBG 

3,747 

2 

4 

10 

s 

150 

. OBG 

4.275 

1 

4 

4 

8 

250 

, OBG 

3,445 

5 

i 

S 

3 

eh>\ 
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12. OBSTETRICS AND GYNECOLOGY-Continued 


Xiiiiie of Jfo«i)!tnl 


Locution 


Cliict ol Service 


Kaiser roniitintlon Hospital . AtiKCjc- 

l.ov Aiicolcs Counlv Hnspltnl'^.. Anitejev 

rri'sliylcrliin Hospltnl—01m«tC(l Memorial . l-os Angeles 

rnhcrvliy of California Hospital »-*.Los 

tVliite .Memorial llosi'ltal ’*=>—..XnJi'nn 

Hli-lilan.!-Alntm'(in Comity Hospital . RnbK* Cnl (' 

Kaiser roumlntion Hospital »•='...nwi’rmlt 

San hicgo Comity Ceiierai Hospital ’-•>. 

S,. .|“ RSK 

sl: siel i'KK i-;;;:::;;;;;;::::::;;......:.»■« r™'"-'.. 

San San Francisco 

stnnfo- '; scfviwY-^^^ 

Stmi'for.l rnliwity Hospltals^i;’..KbSac’sco 

fnlversHy of Callfoniin .lil'Snn .lose. Calif. 

Santa Clara CoimtyHospitnl . ’s’n'nta Monica, Calif. 

St. .lohn's Hospital ••‘Vi . ". .TorrnHcc, Calif. 

Hartior Ccnernl Hospital ... . Denver 


. Los AtiKClcs T. H. BaVer. OBG 

. Loa Angeles B. .1. Hanley. OBG 

l.OB Angeles R. R. Herren- 

n, Lusk- . OBG 

.. Los Angeles R. F- Kelly. OBG 

.. liOB Angeles H. G. Morton. OBG 

.. Los Angeles F. K. JHchols. OBG 

laklnmi. Catif. G- F- Calvin. OBG 

Inklnml. Calif. R- • Ring.. OBG 

n Uiego. Callt. F- L- MnfCn. OBG 

n Diego. Calif. -J. Rnr 

San Francisco O- A- Dallas. OBG 

San Francisco H. B. Nelson. OBG 

San Francisco C. L. Cooley. OBG 

San Francisco C. D. Hurt...„. OBC 

San Francisco «• 'on GcMem. OBG 

San Francisco -J. C{R°” . 

San Francisco F. H- sVmot.OBG 

San Francisco E. C. Hill. OBG 

San Francisco K. L. Schaupp, .Ir. 


C. E. .McLennan. 2 .CB 

E tv. Page. OBG 2 . 3 W 

.T O Muir. OBG 1 ,S 2 C 

B H. Watson. OBG 5 , 2 .M 

D. g: Morton. OBG 3.210 

M. C. tVaddcll. OBG S.ICG 

tv tv. Tucker.OBG 


ro>sI.yterInn Hospital ..Denver tV tV. Tucker.UBG 

St. .Inseph's H'"-;-f • - .. ..VV..-A"-;. 

FtiBer'ltv ot *' ' ’ ■ ... . Den\-rr K. S. Taylor.... 

<'oi(>ratlo Gc' - 1 i*- i’‘{al .*.*. Denver N. P. IsLcll....on" s'esa 


Bri-lgeport Hospital ..;;;; luwecport. Conn. 

St. Vineenfs Hospital .. Hartford. Conn. 

Hartford Hospital ._ Hartford. Conn. 

St. Frnueis Hospital r-CCi. ... Kew Britain, Conn. 

X,nv Itrltaln General R"" ’’ nnVnitniY-'*".Sew Haven. Conn. 

Gr.aee.Nea Haven Community Hospital . 

.... .Xcw Haven, Conn. 

Hospital of .St. Rni'Iinel V-»..'.Sw London, Conn. 

1 fiwrpniH' niul 11 o«pUiu‘' « Konvnlk. Conn. 

Nonvnlk Ho^pUnt ... Wllmlnpton. Del. 

IVtaware np.pital . . .. .„ r. r. 


F. Kinder ..wo 

L. F. .Mlddlchrook.OBG 

F X. Fagan.OBG 

D A. Brlstoll.OBG 

C. L. Bu.xton- 

3. A. Fiorlfo. OBO 

C. F.. .lohnson.OBG 

E. H. Blank.OBG 

G. V. Gorham.ou 

S tv. RcunicT.woo 


' l.ying-in' Asyhim .. 

. tYnsliington. D. 0. 

PnrkS'A. MnrchcttJ.e 

. OBG 
. OBG 

IKslrlct of C'oluinliln General Hosidlal 

Doctor’s Hosidtai »-». ;;. 

. tVnstiIngton. D. O. 

. tVnshlngton, D. C. 
tVnshlacton D. C. 

A. A. Marcbcttl. 

. OBG 
. OBG 
. OBG 

G. orbe tVnsldngton. FnH crvlty Hospital . •. • - - ■ ■ 

. tVnshlngton. D. C. 



rrovi<!oijpo Hoepitni . 

WHchlnitton ^-a . 

. tVnshingfon. D 0. 

tv, D. Terrell- 

.. OBG 

narn»'ltl Mcinorlnl Ho'iiAiiol . 

... .TncksonvUlc, Fla. 

R. tv. McDowell- 
D M. Baldwin. 

.. OBG 

Thivnl Medical center . 

... .Incksonvllle, Fin. 
Jack«=onvniCc Fin. 

R tv, ifcDowcU. 

e’ F. McCall- 

.. OBG 

St. Vincent’s Hospital . 

.... Miami. Fin. 

.T. H. Ferguson. 

.. OBG 
.. OBG 


.. Miami Beach. Fla. 

.. Miami Bench, Fla. 
Orlando, Fla. 

X.' A. Hclfemnn. 

f'. M. Parish- 

.. OBG 

.. OBG 

Orange Memorial Hosplinl 

. St. Pctcrahurg. Flu. 

. . Tampa, Fla. 

.LlpilkingtoD . . 

0. G. Rnrcbcck. 

R K Hancock. 

.. OBG 
.. OBG 
.. OBG 

Georgia . 

Cindy Mcmorla Hospital . 

yedmont Hospital . . 

si .Joseph’s liilinnary >'=■.. 

. Atlanta, Ga. 

. Atlanta. Gn. 
Atlanta, Gn. 
Atlanta, Gn. 
Atlanta, Gn. 

■ Augusta, Gn. 

' Snv«nnnk» Gn. 

E’ D Colvin. 

.1.' B. Cross . 

C B. Hpshnrv . 

tv. V. Skllcs . 

tv G. tVatson . 

m’ M. Schneider . 

B. E. Tucker- 

OBG 
... OBG 
... OBG 
.. OBG 

... OBG 
... OBG 
... OB 

... OB 

. 

... Chicago 

A. Webster- 
p H Falls . 

.. OBG 
... OB_ 





ft ^ 




m 



05 

« 

o o 

c 



P. 

o- 

•U U 

-a 

-S« 
er: c 




Iz 

4.“ O 

cite 

r-eio 

^ w w 




t-l c.i: 

StC 

1 

3 

9 

3 

61 , 

S^i 

4 

1C 

3 

S'* 


2 

.7 

3 



2 

c 

3 


0 

2 

s 


:> 

3 

1 

4 

3 

h 


o 

c 

3 

5"( 

r> 

3 

9 

3 


1 

1 

4 

3 


4 

1 

0 

2 

}h 

7 

0 

4 

3 

h> 

0 

0 

f, 

3 

% 


1 

0 

2 

ii' 

'i 

3 

3 

1 



1 

1 

1 

3‘*' 


1 

S 

0 

Hffi 


1 

S 

3 

yxi 

2G 

2 

3 

1 

r*. 



. 

3 

,, 

17 

'i 

3 

,, 


2 

4 

11 



J 

Of 

9 

'3 


0 

2 

6 

3 

yti 

3 

2 

0 

2 


10 

o 

C 

0 

'ly 

1 

1 

o 

1 

tb 

1 

1 

3 

3 


G 

3 

9 

3 



Chicago 


?l.moIsMnspnieH^^^^i.^^ 


Chicago 

Chicago 

Chicago 

Chicago 


V ■ ■ , ... . 

Vlich’nel Reese Hospital _j. . 

.. 

t . _ .. . V S . . Chicago 


BilllngB Rosi'Ha' • jj^spiVaV n od Dispens ary^- 

Chicago LyIn!H5Ji_i_—on 


Chicago 

Chicago 

Chicago 

Chicago 

Chicago 

Chicago 

Chicago 

Chicago 

Chicago 


A- •r?hb"ors"'‘“': OBG 

.t P. Fitz-Glbuons. 

,T. J. .. OBQ 

y J. Roos.... OBG 

H E Schmitz. 

A. D. Green. .. Qgg 

H. E. Sc'imitz...••• Qgg 

L. FrankenthnJ „gQ 

C. Fields . 

.. OBG 

G. Gardner . OgG 

J. 1. .obg 

D. N. Danforth. ^gg 

H. Boy.sen .. ggo 

R. C. .. ggg 

tv. G. Rdrik.... Qg 

B. ,1. Bnyrjcins.. ggg 

F. J. .. ggg 

O. .T. Geiger^._-.. ggR 

E. A. .OB 

>1. E. Davis. 


pages 556 through 559. 
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12. OBSTETRICS AND GYNECOLOGY-Condnued 


Name of Hospital 


Location 


Chief of Service 


£ o w ® 


rniver^itv of Illinois Research and Educational Hospitals Chicago 

<t Francis Hospital i. Evanston, Ill. 

Little Company of Mary Hospital. Evergreen Park, Ill. 

West Suburban Hospital ®. Oak Park, Ill. 

Methodist Hospital of Central Illinois ^. Peoria, Ill. 

St. Francis Hospital . JJ- 

Anthony Ho^^pital . Rockford, III. 

Indiana Cniversity -Medical Center 

Indianapolis General Hospital i...Indianapolis 

Indiana University Medical Center Hospital ^.Indianapolis 

lleth(xii«t Hospital ^. Indianapolis 

St Vmcenfs Hospital . Indianapolis 

St. Elizabeth Hospital i-*.Lafayette, Ind. 

State Cniversitv of Iowa Hospitals ...Iowa City 

Cniversity of Kansas Medical Center .Kansas City, Kan. 

St Francis Hospital .TVichIta. Kan. 

Wedey Hospital . Wichita. Kan. 

SI. .loseph Hospital .Lexington, Ky. 

Louisville General Hospital Louisville, Ky. 

St Joseph Inflnnary . Louisville. Ky. 

Charitv Hospital of Louisiana 

Independent Unit ^. New Orleans 

Louisiana State University Unit ^. New Orlean« 

Tulan* University Unit ^.New Orleans 

Hotel DIeu ^.New Orleans 

Och^ner Foundation Hospital .New Orleans 

Southern Baptist Hospital New Orleans 

Touro Infirmary ^.^’ew Orleans 

Confederate Memorial Medical Center ^. Shreveport. La. 

Baltimore City Hospital . Baltimore 

Bon SecouTS Hospital *.BaUiTniOTe 

Church Home and Hospital . Baltimore 

Franklin Square Hospital . Baltimore 

Hospital for Women . Baltimore 

Johns Hopkins Ho.<pitaI . Baltimore 

Lutheran Hospital . Baltimore 

Maryland General Ho.«pital . Baltimore 

Mercy Hospital . Baltimore 

Provident Hospital and Tree Dispensary *....Baltimore 

St, Agnes Hospital . Baltimore 

St. Joseph’s Hospital *. Baltimore 

Sinai Hospital '“*. Baltimore 

South Baltimore General Hospital . BaUlmore 

Union Memorial Hospital . Baltimore 

Cniversity-Hospital . Baltimore 

Prince George's General Hospital .... Cheverly, Md. 

Beth Israel Hospital . Boston 

BoMon City Hospital . Boston 

Boston Lying-Iu Hospital .Boston 

Camey Hospital ®-St. Margaret's Hospital . Boston 

Massachusetts Memorial Hospitals .Boston 

New England Ho.epital . Boston 

St. Elizabeth's Hospital i-a. Boston 

Booth Memorial Hospital ... Brookline, Mas«. 

Free Hospital for M'oinen . Brookline. Mass. 

Cambridge City Hospital . Cambridge, Mass. 

St. .Ann^s Hospital. TaU River. Mass. 

vuincy City Hospital . , .... Quinev, 3fas* 

St. Joseph Mercy Hospital. Ann Arbor, Mich. 

Cnnersiiy Hospital . Ann Arbor, Mich, 

Hospital . Dearborn. Mich. 

Anttenton General Hospital . Detroit 

Detroit Memorial Hospital i-®.Detroit 

hvangelical Deaconess Hospital i-®. Detroit 

nmee Hospital i-®. Detroit 

Hanger Hospital Detroit 

Henry Ford Hospital . Detroit 

Hotint Carmel Mercy Hospital ’-a.!i_. Detroit 

Hospital '. Detroit 

. t John Hospital i->. Detroit 

"t. Joseph Mercy Hospital '. Detroit 

Sinai Hospital r-a. Detroit 

"nytif Unlrcrsity Affiliated Hospitals 

Hmnan Kieftcr Hospital t-a.Detroit 

Kecclvinc Hospital '-a-n.r.. Detroit 

Hntey Hospital a-a.;. 

Blodcett Memorial Hospital a-a. Grand Rapids! Sllcli. 

UJUentorth Hospital a-a. grand Rapid?. Mich. 

. Grand Rapid?. Mich. 

fieneral Hospital a. Highland Park. Mich. 

'. Kalamaroo. Mich. 

St Pontiac. Mich. 

Uliaai Beaumont Hospital a-a.jjoyal Oak. Mich. 

Mta“r,T a-a. Sapinaw. Mich. 

Ocneral Hospital a-a. Minneapolis 

. 

•iumrriMl and other references will be found on pages 556 through 559. 


kV. r. Mengert. OBG 3,VS2 

J. S. Breraner.OBG 4,474 

P. E. Lawler- 

W. T. Carlisle. OBG 6,456 

F. H. Fells.OBG 3,960 

R. \V. Brnndes. OB 3,303 

E. P. Bnrt. OBG 4,690 

G. T. Bums. OBG 2.03S 

. OBG 4,006 

C. F. Gillespie. 

C. P. Huber.. 

.1. H. Hawk-. OBG 9,006 

P. F. Muller.OBG 3,733 

F. W. Peyton. OBG 2,4S9 

J. H. Randall. OBG 2,722 

L. A. Calkins. OBG 2,909 

E. 6. Anderson. OBG 4,629 

F. F. Xyberg. OBG 5JIM 

.1. B. Stitb. OBG 1,32! 

W. O. Johnson. OBG 3,879 

E. R. Cadden. OBG 4,237 

A. Jacobs. OBG 5,114 

M. L. McCall. OBG 8,565 

C. G. Conins. OBG 7,322 

M. J. St. Romain.OBG 4407 

C. Tyrone . OBG 4,791 

F. O. Bmmfield. OBG 6,960 

IF. E. Eery. 

C. G. Johnson.OBG 3,947 

E. E. Dilwortb. OBG 6JM5 

P. E. Molumphy.OBG 6,53S 

H. B. McEal\y-E. Movak OBG 3,455 

J. K. B. E. Seegar, Jr... OB 1,185 

I. A. Siegel. OBG 1,495 

J. E. Savage-L. Brady.. OBG 5,223 

X. J. Eastman- 

R. ■«■. Te Linde.OBG 6,599 

W. X. Long, Jr.. 

W. K. Diehl.OBG 3,337 

D. M. Dixon- 

J. D. IVoodrufl.OBG 2,495 

J. J. Erwin- 

F. K. Morris. OBG 4,056 

■W. B. Butler. OB 1,640 

J. C. Dumpier- 

H. B. McXally.OBG 2.652 

J. B. Boyle, Jr.- 

Vr. A. Dodd. OBG 2,452 

I. A. Sicgel- 

A. A. Sondheimer__ OBG 5477 

H. A. Beck. OB 1,020 

J, M. Haws.OBG 2,187 

.4. L. Haskins. OBG 4,692 

J. F. Warren. OBG 3423 

H. H. Rosenfield.OB 2,850 

B. Tenney. Jr. OBG 5,521 

D. E. Reid.OB 7,627 

R. J. Heffeman- 

D. J. MeSweeney. OBG 5,171 

L, Parsons .OBG 1,776 

M. A. PhiUips. OB 1,464 

IF. J. McDonald. OBG 4,807 

S. C. Kasdon. OB 652 

G. T. S. .Smith. GTX 2,719 

P, P. McGovern.OBG 2457 

E. F. Shay. OBG 1,975 

T. J. Slomkowski. OBG 2,956 

IF. Belser. OBG 2,600 

X. F. Miller.OBG 4432 

M. S. Dennis. OBG 15,015 

H. B. Gaston. OBG 4,010 

H. F. Jarvis.OBG 2.259 

L. Broun .OBG 1457 

L. E. Bauer.OBG 8,674 

H. C. Mack. OBG 3,132 

C. P. Hodgkinson.OBG 3,626 

.1. IF. Pichette. OBG 8474 

H. Henderson .OBG 4,595 

J. Ottaway .OBG 3,327 

J. E. ClifTord- 

G. E. Rodgers.OBG 2,747 

E. D. Rothman.OBG 3,407 

.OBG 

C. S. Stevenson. 5,703 

C. S. Stevenson. 

C. Shelton-H. M. Xelson OBG 6401 

I. H. Gutow. OBG 4,955 

IF. IF. Jack. OBG 3,44S 

E. T. Postma:. OBG 9463 

R. Xanrig . OBG 4,1K 

R. S. Siddali. OBG 3401 

E. P. Herscy. OBG 2,541 

H. .4, Furlong. OBG 4,612 

K. .4dair. OBG 3,695 

H. IF. Longyear.OBG 4.103 

C. E. Toshach. OBG 3463 

M. T. Slitchell. OBG 1,333 

E. Ingalls. OBG 34S3 

M. T. Jlitcheli. OBG 3,462 

E. C. Maeder. OBG 0,092 
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4 


SI. J 
'"Is -J 
III 


1 

15 


3 

23 

S 


21 


13 
■ 3 


5S 

143 
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6 
1 

*2 

6 

12 

3 
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16 


1 

1 
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9 

34 

14 
o 

6 
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6 

9 

15 

4 
1 

5 
11 

33 
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6 


10 
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3 

15 
6 
o 

16 
16 
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5 
3 
.4 
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12 

3 
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0 

i 

12 
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6 

4 


8 

12 

6 

3 

3 

4 

*4 

22 

6 

3 


?^X—' 

125 

1T5 


200 

225. 

200 

2C6 

165 

2TS 

275 

225 

140 

125 


2S0 

105 

210 

100 ‘ 

300 

100 


123 

125 

50 

2So 

200 

0*75 

200 

150 

”220 


200 


260 


110 

ISO 

215 

75 

200 

oS 

112 

100 

150 

100 

75 

125 

200 

100 

100 

200 

163 

275 

354 

250 

250 

275 

S07 

275 

225 

225 

275 


310 

275 

& 

259 

475 

225 

275 

SCO 

250 

STK 

325 

32.5 

345 

2ro 

'y/f 

233 

2fO 
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12. OBSTETRICS AND GYNECOLOGY-Continued 


Nmnc of Hosi>!liil I.orntiim 

-Mliorl Kliistoln MmIIchI Center 

Xorthern DlvWIon >-». I'hihitleI).Ii » 

Smithem Division . P)i inle iH « 

Cliestmit Hill Hosnltiil ’. E’ , 

Kiilseojinl iio«iiltiit . 

KninUonl Itosnlliil . ' "'i''!’’!’ " 

Heniuintown Dlsiiensiiry mill Hosnltitl .I*',!'"!’’!’ii” 

Grn.liinte Hosiiltiil of tlie Piilversity of Teiiiisylvmilii 

Hnimeniiinn Medleiil College iinil llo'-i»!tiil '•“. 11 

Hociiltnl of Uie University of Demisylviinln . f hllinleUihlii 

Ho'^Iiltnl of tlie Woninn’s .Meilleiil Colleen 
of IVniisylvitnln . Phllmlelplilit 


Chief of Kervice 


o o 
tnC- 

efl 

SiSo 


' « K 

cs,; 




urr ir- 


.leiTer“on .Metlleiil Colleye Hosiiltnl 


PhltmlelphlK 


I’lillinfelnhlii 

Phllinleliililii 

PhUiKleli.hlit 

I’tillnilelphln 

Ptill'iilelphln 

Ptill-nlelphlH 


I.nnVennu Ho<lilliil —.. 

Methoillst Kpl<eo|iiil Hosjilliil . 

.M|serlrorill!i Hosiilliil ’. 

Pennsvlvntiln Hosf>Unl . 

Phitinielphlii Geiieritl Hnspltnl . 

I’hllinlelphln Geiieriil Hospitiil- Norllieni TilvWnn 

. ,, . i,..i . Pliilinlelphlii 

Pn-. .yterlnn Homi! til > . Philintelphln 

St. .Mtirys Hospltiil > .. piitUtdeUihlii 

Tonmlo I'njyer.slty Hn^pltiil .. Phllii«|elph!ii 

Henllh Center Ho-^pltitl- of the ftnlveislty of Plttsl.iireh 

Seliool of .Mi'tlleine.... 

KU/.nhelh Steel Mneee llowpitnl. 


Merey Hospltnl 


Piltshureh 

f'lttshitrch 

Plttshnreh 


G. tVcInstclu . 

... OBG 

4,393 

. ^ 

2 

4 

a 

V.i 

ly 

A. First . 

... OBG 

2,4fil 


i 

3 

3 

Z. B. Xewton,. 

... OBG 

2.W3 

i 

1 

i> 

2 

3.V1 

.1. 11. Dugger. 

... OBG 

3,00(1 


1 

3 

5 


G O. Hanna. .Ir. 

... OBG 

4.039 


1 

3 

3 


Z. B. Newton. 

... OBG 

2.030 

2 

] 

3 

3 


S. B. Israel. 

... GVX 

rdfl 

0 

1 

2 

2 


X. F. Piixson. 

... OBG 

2,<y>n 

40 

3 

9 

3 


P, 1,. Piiyne. 

... OBG 

3,03(1 

13 

5 

15 

3 


A. G. Taylor- 

M. D. Pettit. 

T. Montgomery- 

... OBG 

... OBG 

2,018 

3,0.39 

4 

10 

2 

5 

3 

IP 

.1. Montgomery ... 


8 

3 

IV 

R. B. tVilson. 

,... OBG 

1.400 



"s 

8 


R. tv. .Mohlor. 

.... OBG 

1,730 

i 

1 

3 


,1. E. I.vneh. 

.... OBG 

3,473 


1 

4 

‘ 3 

» 

R. A. Klmliroiigh... 

.... OBG 

.3,900 

8 

8 

8 

5 


C, Mii-kle . 

.... OBG 




7 

3 

lil 

K. S. tVnip.'h- 




2 


1 

I’l 

,1. R. Willson. 

.... OB 

1,797 

1 

2 

.1 C. Corhll. 

. OBG 

2,273 

2 

i 

3 

3 

3 



.... OBG 

1,770 

1 

1 

4 


,1. R. tvm=on. 

..... OBG 

4.071 

11 

4 

32 

8 

... 

A. G. Taylor- 
H. Angelticcl. 

..... OBG 

2,044 

4 

2 

4 

3 

IB 


.... 0GB 



.. 


3 

..s 

ii. A. Power- 
.1. A. Hepii. 


0,0.'?0 

12 

4 

12 


B1 


Monteflore Hospltnl .. putshiireh 

l!;nirin!;si,Unl nlni n;-hni.nit«Hon insliinte flt.shnreh 

St. .^IIm:^lret^s .Meinorlnl Hospltnl . pHtshlireh 

Snulli Hospltnl^ .. rittsburiih 

WV-tem PennsylvHiiIn Hospltnl .IteinllnK. Pn. 

Hon^llnK liospUnl • — ... ‘ ProvlUcmf. R. 1. 

t.yInK-ln .. I*rovUlenvo» R. I. 

Columt-ln Hospltnl of Hlehlnml ( omitj .. Flou'tiee. S. C. 


Oreenvllle. S, C. 
ciinttniioo'.'ii, Tenn 
Chnttnnoovn, Tenn. 


‘.Meinorlnl Heseiireh Center. ^-„oxvltle. Tenn. 


.MeI.eoil Inllnnnry 
(;r*-*-nvllIe (o’liernl Hosiiltnl 
IHtone.s Prlunyer Hospltnl 
Metnotlnl llospltnl '■ 

fnlverelty of Temie*- .. 

nml Hospltnl ■,VTi i-'ii'i.Memphis. Tenn. 

Hnptlst .Metnorinl Hospltnl .. Memphis. Tenn. 

City of .Memphis Hospltnls . Meiiipi'*!'* Tenn. 

St. .loseph Hospltnl ..Siishville. Tenn. 

Hiiptl'I Hospltnl t..N'nslivllte. Tenn. 

Oorye W. Hnhhnnl Hospltnl ... Suptivllle. Tenn. 

Xiishvllle tieiiernl Hospltnl . . Xnsl vllle. Tenn. 

<1 Tliomns Hospltnl V.’’''i'.’ i i-.-i.N’nshvllle, Tenn. 

Viiml-rlillt rnlveisity Hospltnl . .tastln. Texas 

HrnekeiirlilKe Hospltnl . ; . nnljns. Texiis 

"I’nrkl'UPl Meinorlnl Hos)illnl .. .Pnlliis. nexus 

S 1‘mir.s Hospltnl .... KI mso.Te.xns 

Hotel Hieii .. . Fort Worth, lexns 

’ felTersim Dnvls Hospltnl .;;;. Houston. Te.xns 

Metho.llst Ho.spltiil .. Houston. Texns 

H»*ni»»nn llosiiltin .. 

■ ■ 1 .rsltv of Texns Postyriohiiite Seliool of Me.llelne 

. 

o/Texn^M- 0-... Honslon. Texns 


H. A. Glllis- 
G. .1. Carlin. 

OBG 

OB 

y \ rrAniJ .. 

. OBG 

J. ii. Carroll- 

. OBG 

t> r* .. 

. OBG 

.l' A.’ Xc\v-,1. Hodgkiss. 
A. C. tVillliimson. 

. OBG 
. OB 
. OBG 

f. s. Houston. 

if. C. MeDiilI, .Ir. 

I,. T. Hester, -Ir. 

. OB 
. GVX 
. OBG 
. OBG 

R. F. Zelgler. 

. OBG 
. OBG 

rV G. Demos. OBG 


H. E. 


tv. DliWle. 

H. B. Turner. 

p. C. Schrcler. 

H. Felnstein. 

T. F. Wnrilcr. 

W. F. B. .lames. 

R 1.. Chiilfnnt. 

R. tv. Pinker. 

F. K. tVhilnere. 

M. Turner. 

tv. K. Strother. .Ir. 

P. D. Sewell.... OBQ 

.1. .t. Pritehnrd. '’o" 

O. Y. Prejenn. cm’ 

K. S. Kuril.. OlO. 

k SSr, 

a,SSiX a: mf: 

T G, Gicmly- 
A. M. Fiui?. 


3.4ilS 

l.«n 

2,4.'i2 

2,87(1 

1,202 

2S0 

2,087 

l.T'd 

9,7(m 

1,2.'>:? 

3.mi 

3,411 

2,SS.'i 

4,287 

2,090 

183 

4,071 

10..i21 

3.201 

3,007 

1,331 

1,CS1 

1.S31 

2.2.’i« 

2.180 

10,2.38 

.3,333 

3,9:10 

0,192 

1,988 

6,741 

2,207 

973 

S,72:i 


OBG 8.0!» 


48 

4 


OBG 
OBG 
OBG 
OBG 
OBG 
OB 
, OBG 
OBG 
. OBG 
. OBG 
OBG 


2 

1 

1 

1 

1 

2 

2 

2 

1 
1 
1 

2 

i 

1 

1 


4 

1 

3 

1 

1 

2 

ii 

0 

.3 

1 

3 

f. 

1 


13 

3 

4 


3 
12 

1 

7 

4 

12 

3 

■1 

3 

9 

9 

3 


1 

3 

1 

2 

3 

3 

1 

3 

3 

1 


H. I. 

.1. P 


. (inrdner. 

Snlei'iio... 



F. Riilledae. 

,j. tVorshnm. 

G. G. Passmore.... 

V. 1.. tViud. 

M. S. Sanrieis. 

tV .1. .tones. 

k'g. Holmstrom... 


OBG 

OBG 

GVS 
. OBG 
. OBG 
OBi; 

. OBG 
. OBG 
. OBG 
OBG 


SaU I-nke i’oVmty Genei_ _ 

Cnlversity <>1 Vermont 

' He Goeshrinnil i-s-nm. 

Fletcher Ho.spjti'l 


Burlinitton. 

Biirlincrton. 

Alexandria, 


Mary Fletclier f.. ArilnKton. Ya. 

.tlexnnilrlH nospUiU ... V'*- 

ArlinytoH Hospital ... I.ynchhuvt;. Vn- 

noneral,Hosplt^^ 

tlyer.si<!e n®8p!l«'j „ .Sorfolk, ta. 


,lr.... 


University 

uyi 

Provhlcnee Hospltn* 


Rlehnioiirt, 

Richmond, 


Va. 

Ya. 


' '("Hnrhorvlcw) 


Seattle 

.Seattle 

■"!!. Seattle 


tv. Sliivin 
. 1 . Y. S, Me.eck... 

H. Pieot. 

,T B. .lacolis.... 
tv. X. Thornton 
j R. Saunders.. 

.l'. F. Gayle. 

.1 R. Kisht. 

B. D. .’on';:'-,, 

R. B. Xicholls.. 

E. Rucker........ 

H. H.JVnre .ir.- qjjq 

R. H. Hoge. QjjQ 

C. S. Fine....^;;. OPG 

R, R. De Alvarez.. g 

,1. tv. codling . 


OBG 
OBG 
OBG 
OB 
OBG 
, OBG 

OBG 
. OB 


3,424 

7,399 

377 

ri.(4:4 

4,017 

3.128 

6,C«i 

2,9.39 

!KKi 

■ "49 

1,782 

4,221 

3.371 

3.203 

1,705 

2,8.'>S 

3.840 

4,201 

1,080. 


19 


21 

4 

0 

14 

2 

i 

1 


3 

4 

'll 

4 

1 

8 

1 

1 

3 

4 
1 

12 


3 

3 

3 

S 

3 

3 

2 

3 

1 

3 

3 

3 

3 

o 

i 

3 

3 

3 


K-i 

9.1 

9" 

99 

S3 


Ii 

is: 

IB 

ill 

i’e 

2i 

iV 

I.V1 

99 

li 

2V1 

1.1 

IV 

99 

;! 'I 
.V 
JVi 
liV 
•y»i 

ir. 

lii 

IV 

.yi' 

J.II 


IV 

II" 


I'.' 

iS 

IV 

!» 

IV 

S" 


iB 

i-' 

I'9 

ill. 

51 

:(> 

jji. 

9*’ 

li 



' Humerlcat and other 




pages 556 through 559. 
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12. OBSTETRICS AND GYNECOLOGT-Continued 


Name of Hospital 


Location 




Chief of Service 







Sireflish Hospital . Seattle 

nrFinla Mason Hospital . Seattle 

Sscreti Heart Hospital *. Spokane. "Wash. 

St. lute's Hospital .....Spokane. Wash. 

Memorial Hospital ... Charleston, IV. Va. 

• Madison General Hospital . Madison. Wis. 

St, Mary’s Hospital ... Madison, Wis. 

•rciversity Hospitals . Madison, Wis. 

Colombia Hospital ''*. Milwaukee 

Milwaukee County Hospital i-a-arr. Milwaukee 

Miiwantee Hospital . Milwaukee 

Mount Sinai Hospital . Milwaukee 

• St. Joseph's Hospital . Milwaukee 

St. Luke’s Hospital .-. Milwaukee 

St. JIary’s Hospital . Milwaukee 

Gorcas Hospital ^. Ancon, Canal Zone 

. Kapiolani Jlaternity and Gynecological Hospital— 

St. Francis Hospital . Honolulu. T. H. 

Queen’s Hospital . Honolulu, T. H. 

Bayaraon District Hospital i**. Bayamon, P. R. 

■ San Juan City Hospital .. San Juan, P, R. 


D. J. Thorp. OBG 

R. 2v- Rutherford.OB 

R. L. Rotchford.OBG 

H. W. Robinson. OBG 

J. L. Crites.OBG 

W. T. Luetke.OBG 

E F. Schneiders.OBG 

B. Peckham. OBG 

L. T- Sends.OB 

B- E. Urdan. OBG 

F. J. Hofmeister. OBG 

B. E. Urdan.OBG 

G. S. Kilkenny.OBG 

R. T. Flynn. OBG 

J. D. Owen-D. Werner... OBG 

I. J. Stnimpf. OBG 

F. Carty*J. Wong.OBG 

R. Y. Sakimoto.OBG 

E. Arandes. OBG 

M. F. Foster. OBG 


4,427 

2.392 
5^256 
1.491 
2J251 
2,673 
3,12S 

S74 

1.6C6 

2,S09 

14100 

3,350 

74>50 

7J61 

2.916 

2,573 

7.15S 

3.393 
2,693 
5,551 


1 

4 

2 

1 

13 

ii 

2 

o 

13 

i' 

23 


6 



1 

1 

1 

2 

1 

1 

3 

2 

2 

1 
1 

2 
3 


2 

2 

i 

3 



4 

1 

3 
1 
2 

1 
1 
7 

2 
6 

4 
3 
6 
3 
3 
3 

6 

5 
2 
9 


13. OCCUPATIONAL MEDICINE 

The programs In Occupational Medicine which have been approved by the Council and the American Board of 
Preventive Medicine through the Residency Review Committee for Preventive Medicine, 
will be found listed under Preventive Medicine, page 534. 



1 

1 

3 

1 

1 

1 

1 

3 

'1 

3 

3 

1 

3 

1 

2 

3 

3 

2 

1 

8 





150 

250 

o>>!; 

250 

150 

250 

100 

245 

207 

245 

300 

-2S0 

275 

oq:; 

345 

ICO 

150 

250 

300 


14. OPHTHALMOLOGY 

Residency programs In the following hospitals have been approved by the Council and the American Board of 
Opntnalmology through the Residency Review Committee for Ophthalmology, as offering acceptable tralnlno 

In the specialty. 

Hospitals, 161; Assistant Residencies and Residencies, 676 


yamc of Hospital 
UNITED STATES ARMY 

letterman Army Hospital ^"8. 

.tfiny Medical Center *•*.... 

Brooke Anny Hospital 1 - 8 .... 


Location 

. San Francisco 

.Washington, D. C. 

.San .Antonio, Texas 


UNITED STATES NAVY 



I Hospital ^ . Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 

r 5' Health Service Hospital '-8.Xew Orleans 

C s' lilhii? Hospital .Baltimore 

i. s. Public Health Service Hospital r-s. Stapleton, S. I., X. r. 

; department of health, education 

AND WELFARE 

Fteedmea-e Hospital <-a. ^yashlngton. D. C. 

NONFEDERAL and veterans ADMINISTRATION 

Ulversitv of Alahama .Medical Center. 

V? .■Biraingham; '.iia. 

hos.iDgeies ,'o, n(v Hj^TnifotV. Hong Beach. Calif. 

' ’.''"aas -Wmln. Hospital r-a . t 

' ) •'’™'otial Hospital i-» . -^selcs 

Vnlve"|,;“7 Cen'm;.- To^^nae” CailT 

HospitSl r-a . 

^tri«7f cShircSo?' Haven.^oim 

t'a.hincton Hospital Cent™ . IVaJhington. D. C. 



Chief of Service 

R. KeUey. 

A. Lowrey, Jr.. 

K. E. Hudson. 


K. J. Palmberg.. 

R. P. Xadbatb. 

S. J. Ryan.. 

D. A. MiUs. 

W. L. Smith..... 


333 

744 

399 


27c 

421 

297 

134 

266 


Earlnflmin^‘i-i. 

■ raoaS Wesw‘T“CenterV.'.'.';;.';,V.V V. 

.^^™on“pft°a^ .•.•.•....•.'.•.■•Chicago 

^ • -wmin. Research HospitaVi;;;;;;:;;;;;;;;;;;;;;;;;;;: chSfS 

'«! and other references will be found on pages 55S through 559, 


W. E, Hoyle..,.. 140 

W. P. Griffey. 152 

J. B. Peebles. 235 

C. L. Cowan. 56 


. 1,059 

O. Dahlene, Jr... 145 

H. G. Dwjggins. 154 

R. C. Cook....... 594 

R. A. Ronald. 120 

G. C. Stnjble. 233 

W. Endres. l.OPj 

O. H. Ellis...,.. 3 'M 

S. R. Irvine. . 2iS 

C. S. 3Iumma. 49 S 

S. B. Brownsberger. 2S0 

M. E. Gump. 201 

D. K. Pischel..... 735 

F. C. Cordes. 510 

M. Fine-D. O. Harrington... 165 

S. R. Irvine. 204 

J. C, Long.,...!. ioi 

G. A. Filiner.[.*.”[ 53 

R. M. Fasanella. 494 

E. Cummings-R. A. Cox.... US 

G. V. Simpson. 1 cty: 

J. F. McKenna. ^4 

F. P. Calhoun, Jr...’ * 555 

J. S. Fair......i;... ^ 

O. B, Sogent. 319 

T. X. Zek-man.i ^ 

^ UnirersltT of Hllnoi.s Hospitals) 

I . M. obapira.... 

W. A- Mann....!!*!!. 

D. Vail... 

H. Rattner...••,.!!!!!! m • 


c> 

29, 

35,247 

12,975 


5,445 

23,445 

C,26S 

3,772 

8,121 


5,055 

3,874 

5,134 


2,348 


7,717 

633 


5,0S9 

1,631 

1 

979 

4,523 

2,862 

8,755 

3,744 

8,213 

10,032 

1,510 

6,274 

9,^1 


6,195 

4,526 

32,501 

16,4n 
695 

11.947 

15,671 

5,626 


tw X 9 : 

9 V 6. 

C* C-e 

..■ii uig 

isfe SSt 

&s:o E-ao 


142 


i. ^ 

-sf. 

cc-iS 

122 

Sate 


‘T'CJS 

5 a*i 

.*2 o c 

^£•5 


218 


250 

300 

246 

160 

393 

200 

SO 

210 


160 

157 

50 

233 

215 

75 

100 

200 

100 

ICO 

ICO 

50 
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15. ORTHOPEDIC SURGERY—Continued 


Xiuni- of Hosiiilnl 

I>i-trioi of foluinUin Htwrtil Hosnltiil . 

Ontrnl DIspoiiMir}- (ind Kiticrm'tify HneiiituI I'-i.. 


t.oontlon 

Washinifton, V. C 
WiislilnKton, n. C. 


.laok^on Memorial Houiiltal 
\«rlely ('hlliiretiV Ho'.plliil. 


Oraiu:e Meinorlii) 

Aliierleiiti l.eeloii lI(o)i!tnl for f'rhiiileiVt'liiliiren 

<;e!iei!il lio.^iiUuI i-». 

in'oraia flniilNt Ilo-pital. 

Orrtily Jlemiuial i-i. 

ICOKene Talimiihre Memorial 

1‘nlvet.iily '. 

llmory I'nivervlty I!o'i|il(al '■!>. 

f'liieai.-o We 


. .Miami. Fill. 

. .Mliinil. Fla. 

—... -Orlmiilo. Fla. 

SI. Felersliurr. Flu. 

. Tnmiiii, Fla. 

. .\tliinla. On. 

..— Alliinlu. On. 

.. .Aimiistu. Ga. 

—.. Aueusln. Gii. 

Finory l'jilvpr..<lty. On. 


e*ley .M-tnorial llosiiltiil . "... (’hlciiL'o 

Cook Comity Ho-i.ltiil . .ChKo 

■Mleh.ael IfeeM' no.pltnl.i..!!.!”! Chleuco 

I'li^'iiviiiti Meiiioritil Jiociiftni '-i. r.i.L,,,,,, 

Hi. Kliralielli Ho-tiiliil . Clileaao 

Shriller' llo'j'lliil lor Crljijileil Chlhlren ». Chicnrro 

rnherrily of Chleneo ('lliilr,- . ClilenKO 

1 lilver.'ity of llthiol' Ile.euieh nrol Fihieiitional Ho'HiUuIh ChiciitfO 

Veteruti"' Ailimti. I{e>eureli Ho'iillnl >. CWcntro 

Fvaii'toti Ifo'iiitiil . Kvanstoi). HI 

St. Friitie!' Ho'i>ltaI '. Kvinwton. HI. 

Veteriin's .\ilmlii, Ho-pltal '. {lines. Ill. 

Wi-'t Suhiirli.'iii Jlo'iiltiil ». Oak- Park. 111! 

St, Fruiiels Ilo'-iillal > ='. Peorhi, 111. 

ImlliitmiiolU tieiieriil llo'iiitiil '. Intllttninioll.s 

Imllami Cnlver'Uy Meillenl ('enter Ilo'i>ltiil •. Imtluixitinli.u 

St. Vlmvnt's Ho'-iiltiil '-n. liuUiinnjiolls 

Veterntis .\tlmin. Ho'iiftiil *'». Initlanntioll!: 

Veterans A<im!ii. lltoiiiliil '■>. rie.s MoliiC!'. loiea 

.State rnlver.'ily of loan Ito'iiltal' . loivn City 

I'nlverrlly of Knti'ii' Nl('<lleiil ('enter ca. Knn.'iis City. Kiin. 

Veteriin» .Vilmiti. Ho<ii!tiiI '•*. WmJsworth, Kun. 

SI. Fr!inel>! llo'pltiil . Wlehlta, Kan. 

(iooil .Sanmritati Hospital ’. Ix-.xlncton, Ky. 

St. .tO'epli {[o'liftal '-a. J.r.xItiKton, Ky. 

Shritiers Ho-iiital for Ctliiiiled (’hllilreti ' a. l.r'xlnKtoti, Ky. 

Ko'iitr Crififilial ChlMri'ii Ilo»ii|tal ’’a. I.otilsville, Ky. 

I.OIll'Ville Gelierii! }IO).|iit!tl ’ a... I.OIll,«l'lIIp. Ky. 

Veteruti' .\<liniii. Uo'i'Uiil '•*. I,<)ii!.>;vllle, Ky. 

Charity Ho'iiHiil of l.oiil'laim 

Imtepemlent Cult '. New Orlenti? 

I.oiil'lann State CnUer'lty Cult '. .Ww Oricnnp 

Tnliitre Chlvet'Uy Cult '. New Orleans 

Oeh'tier Fotimliitfon Ifo'iWtal ''H'. New Orloan.« 

Toiiro liillrmary '. -I**"' Orjenns 

Veteran' .Viliiilti. Hosiiital . Orlean.' 

Conle.lernte .Memorial Meilluil Center '. Shrevotiort, I.n 

Shriner.s Ilo'i'ituI tor Criiiiiled Chlldieii t. Shreveport, I.ti. 

Iiiiltlmori' City Ilti'iiltal . Hujtfmore 

ChlldreiiV Ho'|i!tid Sehool. 

.tohti' ilojikiii' Ho'ldtal^*"-’. ****llo.'ton 

. . !!!!!!!!!!!!!!!!!! itoston 

I.iihey Clinic 


IlO'lon City Ho'idtat > 
Children'.' .Medical Ceitier 



.St. Mary 
.Shtlnen 


Chief of Service 
M. 0. Cohey 
•t. Xevinser . 


F. M. Himd- 
-t. S. Ncviascr... 

A. H. Welland_ 

R. P. Kel.'cr.. 

N. 0. McColloiiEh. 
R. C, IvoncrKan... 
F. I.tndcmun . 


^ c 


ACT 


AF 

AF 

C 

ACF 

C 

ACF 


u, oi 

C.S* 

© © 

i, 2 • 

o' 

r: 


i.a. . Uuslon 

Ma-m'lm’seVls General Ho'^pitni . Im'Snn 

Veteran'Admin. Mo'pltal.. Ilos-ton (.Immika Plain) 

MnMaehufCtt.'i HC'pilal Sehool ' . C'"a'fP'MnLV 

Shriiiers Hospital for Criiiided Chlhlren -•. u'li \rhor Mich 

Childn-n'.' .. 

St, Mary s Ho. 1 Ita^I . . KaJaniazoo.-Mich. 

SS«;llo.|:i:!isr;» iSSSHSl’ 

Veteran; i-a ' .Rochester. .Mtun. 

nmeUe .StaleSlo.'pHal tor Crlppied Children .■.tncksmnl'.Mh=s' 

,Mi','isslpp! llKpfi.'^i Hospttai .. .Jack.'on. Miss. 

lUilver.'it>' Hospital .I!! Jaek.son. Ml.'.'. 

Veterans A<lmlti. Hospl <1 ' . Kansas City. Mo. 

Children’s .Mercy v;.' i. Kansas City, Mo. 

• ■ .. jjp 

Mo. 
oitis 
olds 


ii. P. Kciiy. 

... AF 
... -ACF 


w 

.{. h. Chandler.. 

... -ACF 

R. P. Kelly. 

... A 

E. L. Compere., 

ACF 

F. Shnplro. 

... ACT 

S. HIdeman . 

... AO 

E. Htinser. 

... A 

C, Scuderi . 

... F 

C. N. Lamhcrt.. 

... -AF 

H. A, .Sofleld.... 

... r 

C. H. Hatcher,. 

... ACF 

R. D. Ray. 

... ACF 

E. L. Comiicrc.. 

... AF 

A'. C. Turner.... 

... AF 

.T. 3. Fahey. 

... -AF 

H. A. Sofleld..., 

... AF 

U. A. Sofleld..., 

... ,AF 

H. E. Cooper_ 

ACF 

L. 1. Thomas.... 

... ,\F 

G. J. Gnreeau... 

... ACF 

G. J. Oarceau... 

... AF 

G. J. Garceaii... 

... AF 

T>. N. Oih.'on.... 

... AF 

C. B. Larson.... 

... ACT 

L. Pelitlcr . 

... ACT 

R. L. Dlvcley.... 

... AF 

H. 0. .Mnr.'h.... 

... ACF 

K. Thomiison ... 

... ACF 

O. B. Murj'by.-- 

... ACF 

7'. D. A'oemn_ 

... C 

K. .A. Fischer.... 

. . r 

K. A, Fischer,... 

... AF 

.1. Lylord, HI... 

... AF 

L. K. Loomis— 

... ACF 

H. T, .Simon. 

... ACF 

J, AA'lckstrom ... 

... ACT 

G, A. Caldwell... 

... AF 

0, BcrkPtt . 

... ACF 

R. U. Alhlrcdge. 

... AF 

C. U. Rccd. 

... ACF 

G. A. CidducU... 

... C 

.M. 51. Kavitch... 

... AF 


... C 

ii. A. Robinson, 

... AF 

A. P. -Aitkeii.... 

... .AF 

\V. T. Green ....1 

... C 

G. E. Hn,,*giin.. 

... A 

J. S. Burr. 

... ACF 

AV. T. Grt^-n. 

... AF 

A. Thibodeau .. 

... AF 

P. L. Norton — 

... CF 

G. D Hough, Jr 

... C 

C. E. Bufl'gley... 

... ACF 

P. J. Fischer.... 

... C 

F. J. Fischer— 

... A 


Si5 


l,2C>-2 

1,890 

■13,5 

1,43T 

508 

SOI 


3 

11 


SOS 

T.'ii 

778 

82C 

DD7 

Wf 

1,0U 

•H9 

2!>0 

!S7 

1,005 

2r>s 

000 

1,08-' 

1.109 

349 

•2,074 

840 

742 

1.097 

4-29 

1,256 

2,'23; 

52G 

ISS 

1,44S 

1,531 

(W! 

240 

705 

4.50 

.510 


4 

20 


3 
11 

4 

10 

o 

1 

4 


.501 

i.rio 

1,530 
343 
1.192 
,l(il 
],'2.53 
279 
693 
IU9 
S90 
2,007 
930 
.590 
1,910 

AF lacl. in Stirgcry 


St. Louis 

;.. St. Louis 

Idncoln, Neb. 
Lincoln, Neb. 

. Omiihii 

.'.‘.'.'.’.V Hanover, N. H- 


ry’s Grouji of Hos|iltal.s *"*•••-•• 

,-,iin.ie..s Hospital (or Crippled {.hlidnn 

Nebraska Orthopedic Jlosidtul . 

Veterans Admin. Hospitnl 
.'.y.*'” .... Vnt.nisktt Hospital 

■ V orlal Hospital.; LonrS-aneh, N'. -T- 

; "Sffiil ■-■.v.v.v.v.'.'.v.v.. 

o:r„a 1 1 

Onuif^c *.* ’.... Paterson. 

St. HojjpUul ^* ' . 

Carrie Tinsley llospitai tor jj'rutJ) or Consequences, Mcx. 

CrliuOeti ChUUreu . .. ...—--— 

other references will be found on paoes 55G through • 


C. L. .Mitchell. 

.A. Goct.z. 

C. F. Frantz. 

G. T Aitkeii. 

R, De Lonp. 

D. R, Lunnin. 

E. T. Evans. 

H, H. Voting. 

AV. Cole . 

T. H. Blake. 

AY, F. Ennekine... 
T. S. Rohortson... 
C, VUiuer . 

F. G. Pipkin....... 

R. L. Diveley. 

R. L. Dlvcley. 

F. Rc.vnoIds . 

,1. 0. I.ottes- 

R. E, Funsch— 
R M. O'Brien.... 
C. H. Ctego, Jr. . 
F. Teal . 

3. E. JI- Thomson 
AAL R. Hauls a. 


IG 

1 


1 

3 

13 

3 

4 

5 
1 
1 
2 
4 
3 
3 


s: 

fG 


43 

7 

42 

47 

51 


5) 

55 


55 


50 

55 

9 

0 

9 

9 


IP 

115 


T'-i 
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15 . ORTHOPEDIC SURCERY-Continued 


Xame ot Hospital Location 

'■ 01 '^ of St. OilM <l'« Cripple >-L... Brooklyn. X. Y, 

nr< County Ho<5pitBl v v 

.'teran^ “rnin- Hospital .Brooklyn X. Y. 

jilslo General Hospital . 

h'lclrtn’s Hospital ... Buffalo 

' dVanl J Mever Memorial Hospital . Buffalo 

etPrans Admlm Hospital '-»... 

• eadoirbrook Hospital . Hempstead, N. 

tuiu Hospital . Mmeola. X. 

e’ienie Hospital Center 

IHv IV—New York Uni\ersity Post-Graduate 

Medical School . -Ve'v York City 

roni Municipal Hospital Center . New lork City 

ospital for .loint Diseases . New York City 

o^pital for Special Surgery . New York City 

ftropolitan Hospital »-■». New York City 

mint Sinai Hospital . New York City 

etr York Polyclinic Medical School and Hospital.New York City 

re^byterian Hospital ^. New York Citv 

t. Luke’s Hospital. New Y'ork City 

eterans Admin. Hospital .New York City (Bronx) 

■ fterans Admin. Hospital . New York City (Manhattan! 

t. Charles Hospital . Port Jefferson. N. V. 

('Chester General Hospital . Rochester. N. Y*. 

tronp Meninrial-Rochester Municipal Hospital.- . Rochester, N.V. 

Ills Hospital . Schenectady, N. Y. 

t. Y'incent’s Hospital . Staten Island. N. Y* 

ea Vlc5\ Hospital . Staten Island. N. Y*. 

jehalillitation Hospital . YVest Haverstraw. N. Y*. 

orth Carolina Memorial Hospital . Chapel Hill, N. C. 

• 'harlotte Memorial Hospital '. Charlotte, N. C. 

Hike University Hospital Durham, N. C. 

.cterans Admin. Hospital . Durham. N. C 

lorth Carolina Orthopedic Hospital. Gastonia. N. C. 

. Iniih Carolina Baptist Hospital . YVinston-Salem, N. C. 

)kron City Hospital . Akron. Ohio 

ikron General Hospital ^. .Akron, Ohio 

lary Day Nursery and Children’s Ho«piial . Akron, Ohio 

’hlMren’s Hospital '. Cincinnati 

'inclnnati General Hospital . Cincinnati 

cw!«h Hospital '■*. Cincinnati 

>)eland Clinic Ho^pltal . Clevpland 

ii. Luke’s Hospital *“*. Cleveland 

’niver.dty Hospitals . Clevelaml 

{cteran- Admin. Hospital . Cleveland 

'hllircn's Hospital . ColmnfiU'i. Ohio 

»!ount Carmel Hospital *. Columbus. Ohio 

)Mo State University Hospitals 

University Hospital . ('oluintiU’i, Ohio 

nhite Cross Hospital . Columbus. Ohio 

•Aytia Memorial Hospital . Elvria. Ohio 

5t Mneenfs Hospital . Toledo. Ohio 

fouagstown Hospital ... Y’oungstown. Ohio 

Bone and Joint Hospital ^. Oklahoma Oitv 

?t. .Anthony Hospital. Oklahoma City 

^Diversity of Oklahoma Hospitals Oklahoma City 

leterans Admin. Hospital '-a. Oklahoma City 

Lpanuel Hospital *•*. Portland, ore 

Hospital for Crippled Children 1 -*. Portland, Gro. 

imversity of Oregon Yledical .<!chool 

Ho«rltnl5 and CHnic.c ». Portlami. Ore 

V Geldncci Memorial Hospital . Danville, Pa. 

Hospital for Crippleil Children *. Eli7al)cthtown. Pa 

Haniot Hospital . Krie Pa 

rln P Medical Center.*.’,V.V.V.V.V.V.V.V.V.'.V.. .V.’.V Philadeiphijj 

J^niMrens Hospital . Philadelphia 

tA*.' u the University of Pennsylvania Philadelphia 

( PJfliof (he Univer-ity of Pennsvlvonia . Phihulelphia 

J^‘ersoD Medical College Hospital . Philadelphia 

Hospital i-s. Philadelphia 

JM&lcIphla General Ho>pital *. Philadelphia 

for Crippled Children . Philadelphia 

< in? K Hospital *-». Philadelphia 

• •'lipheny General Hospital ' . Pittsburgh 


Chief of Service —— 

M. Cleveland . C 

M. Schneider. C SS 

S. Bem«tein-A. Kenin AF 007 

C. C. Y'ltale. ACF .W 

R. F. Warren. ACF 

H. C. Fetr. C 337 

S. E. Chessid. AF 

B. E. Ohletz. AF l.OUh 

J, D. Godfrey. C -167 

J. P. Cole. AF iZ9 

YV. 31. Chardaefc. AF 47S 

O. C. Hudson. F 

O. C. Hud-on. AF 1.0A9 


1 

3 

4 
1 

10 


****”''^ University of Pitl.-t'iirgh 

-cnool of Medicine. 

I hlMren’s Hospital »** . 

irc'ibytcrian . 

.J’-Francis Genes 
Hch.iMlj'tntion 

Admin. Ho-pitnl ' ->..!!! i!;;;; ] ]! i!!! ] ]!!! Pitt.<tmn.-h 
. Heading. Pa. 

Kbrilp . P"- 

'f'-iitil Can ““JP''"' . Providoiica, H. I. 

' Trarhlm" uA’aridina 

*. Charleston, s. t 

vSn P' KWiland Coimt.v . 

Grslr„.n, -U'’"'”- H»‘hital.. . 

n^'’Pr'’' RP^P'fnl . 

himn^.H-PJP’'”’ yriPP'^l Children »-■>. .... Jiic. \ 

Fs't Chattanooga. ’Tenn 

Ei't Ho-pitan-*. Kno.wille. Tenn. 

'''t .Marv* Crippled Children’^ Hospital. Knoxville. Tenn. 

Ho-pua! *-■«.?. Knoxville. Tenn. 

-Memorial Research ('enter 

CiT'-r.un i-ttlv*”,;****.*. Knoxville. Tenn 

Ho>pU»l . Memphis Tenn. 

NumtrlcM and other references will be found on pages 556 through 5 


Pittsburgh 

Pilt.-t»urgh 

Pitt.«lmrgh 

Pittsluirgh 


A'olumbia. S. C. 
Columbia, S. C. 
Greenville. C. 
Greenville. S. I' 


J. Sfepling . 

W. A. Boyd. 

J. T. Green. 

F. Stelling . 

F. H. SteUing... 
J. J- Killeffer,,,. 


J, S. Speed. 


ACF 

ACF 

AF 

AF 

C 

ACF 

AF 

C 

AF 

AF 

ACF 


IPG 

1.710 

32S 

S79 

S43 

I.C-Vj 


•2,313 


2G. 41 
S4 
S4 


•24 

24 

S3 

24 

3S 

3S 


P-kC 

KO 

200 

ICO 

104 

104 

32o 

17.^ 

i*r» 

24S 

•^7 

SIS 


YV. A. L Thompson. 

ACF 

300 

2 

4 

32 

51 

71 

A. Schlldhaus. 

ACF 

•297 

6 

2 

’ 6 

.. 

105 

J. £. Milgram. 

ACF 

2.99'» 

10 

6 

19 


So 

T. C. Thompson..... 

ACF 

2.(jG3 

10 

4 

12 

<VJ 

16f! 

31. J. Wilson. 

AF 

497 


f) 

4 

67 

104 

R. K. Lipptnann. 

ACF 

1,032 

4 

2 

4 


lii 

D. 31. Bosworlh. 

F 

•210 



1 

26 

1-25 

F. E. Stinchfield. 

ACF 

2.<V43 

0 

7v 

-24 

.. 

•2.50 

D. 31. Bosworih. 

ACF 

807 

0 

1 

3 

41 

lf<! 

T. C. Thompson. 

AF 

714 

4 

2 

4 

22 


G. Truchiv . 

AF 

yd 

2 

2 

6 

SO 


F. S. Child. 

C 

479 



3 

3S, 43 

iyi 

M. L. Rowe. Jr. 

A 





31 

12.7 

R. P. Schwartz. 

ACF 

l,-r)2 


3 

7 

31 

117 

\\ - E. Gazelev. 

ACF 

1,309 


1 

3 


3.50 

D. M. Bo-worlh. 

F 

.^>4 


1 

1 


lyi 

D. M. Bosworth. 

A 

170 


4 

4 

26 

157 

J. (* 3lcCanIev. 

C 

IV.2 

T 

4 

4 

51, SO 

261 

R. B Raney. 

AF 

a:>& 



2 

81 

156 

C. R. Carr. 

AF 

1,484 

s 

1 

4 

4S 

250 

L D. Baker. 

ACF 

821 

•> 

C 

19 

19 

127 

E. S. YY'hltcsides. 

AF 

7.M 

2 



19 

... 

\Y. M. Roberts. 

C 

0->4 


*4 

*4 

19. 81 

150 

H F. Forsyth. 

AF 

970 

1 

0 

4 

77 

103 

.A. E. Davis. 

AF 

1,489 


0 

6 

15 

ry} 

D. I. .Yllnnig. 

AF 

1,2:30 

4 

1 

4 

5S 

250 

F. B. Roberts. 

C 

898 


2 

6 

15, 5S 

2.50 

.1. Freiberc. 

C 





17 


J. Freiberg . 

AF 

207 

4 

2 


17 

77) 

R. Perlman . 

A 

8V> 

5 

,, 

3 

17 

165 

J. I. Kendrick. 

ACF 

972 

15 

2 

6 


175 

W. H. 3Ic6aw. 

ACF 

1.187 

3 

i 

4 


140 

C. H. Herndon. 

ACF 

i.:)2i 



4 

27 

12 .) 

YV. H. .McGaw. 

A 

.V>4 


1 

4 

27 


H. B. Lacey. 

C 

J't'i 



4 

25 

266 

H. B. Latcy. 

AF 

1,370 

3 


2 

•25 

275 

YV. S. Smith. 

AF 

472 

9 


5 

25 

202 

J. D. WIbon. 

AF 

1,173 

1 

1 

3 

25 

290 

C. H. Herman. 

C 




0 

27 

270 

.A L Bershon. 

ACF 

l,-2^2 

5 

1 

S 


275 

\V. D. McElroy. 

AF 

lISGa 

6 

1 

3 

71 


E. D. 3IeBride. 

AF 

•2.07G 

•> 

1 

4 

53 

300 

W. K- West. 

A 

1,843 

4 

1 

1 

53 

•ryj 

D. H. O Donoghuc... 

ACF 

1,2:j2 

0 

2 

8 

53 


YV. K. West. 

AF 

730 

4 


1 

53 


T. J. Boyden. 

AF 

2.073 

12 


•> 

28 

•27.5 

L. S. I.uca-. 

C 

380 



•> 

2S 

300 

W. E. .Snell. 

AF 

n.» 

12 

2 

5 

2S 

100 

L- F. Bush. 

AF 

783 

4 

r 

3 

C 

175 

T. Outland . 

C 

315 

3 



^1 


C. W, Fortune. 

ACF 

1347 

5 

1 

4 


225 


ACF 

1,537 


1 

4 


300 

J. T. Nfehobon. 

C 

244 




•23. 7 -' 


J. Nichobon . 


270 


1 

i 

23 

ICO 

y. Colonnii. 

ACF 

943 

$ 

0 



a") 

.A. F. De Palma. 

ACF 

12304 

3 



21 

300 

J. r Xsehobon. 

F 

284 

3 

1 

1 

23 

20 

1. Stem . 

ACF 

038 

24 

2 

6 


321 

J. R. 3Ioore. 

C 

241 


i 

4 



J R. 3 I 0010 . 

P. B. Steele- 

AF 

l.(.‘G4 

9 

0 

6 

29 

... 

J. .A Hcberlicg.... 

ACF 

1,897 

16 

1 

0 

69, 71, S3 

200 

.A. Ferguson . 


2,765 

IS 

3 

9 


l-’7 


C 





6. *30 



AF 




.. 

20 


C. C. Yount. 

A 

•261 



1 

69 

2"0 

P. G l.aiug. 

AF 

1.4.V> 

15 


3 

SO 

E. J. Ylornssev. 

AF 

771 

10 

1 

3 

72 


D. K. Baker. 

ACF 

907 



3 



K. G. Burton. 

ACF 

1,711 

9 

1 

4 


loo 


4."> 

19 

4S, 


137 

17.> 


IVt 
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15. ORTHOPEDIC SURGERY-Continued 


JA.M.A., Oct. 


Nnim’ of Ho^i'itn! Location 

Yclmiits Ailmln. lio^pilnl . ^5cmplllK, Tenn. 

Viimlcrlillt Univcr-lty Hosultnl . Xiislivillc. Tonn. 

Ilnylor l-;tln'r>!l,v . DiilliiH. Tc-v. 

rnrWanil Mciiiorliil Hospltnl . Diillns. Texas 

Texas Scottisli Kite llosiiltiil for 

Crlpnlctl Chllilren ’-■>. Dallas, lexas 

Ileniiami Hospital . Houston, exns 

.TcfTersoti DavD Ho-pllal . Hoiis on, lexas 

Veterans .liliiiln, Ho'-iiltal . 

Veterans .Vdtuln. Ho'-iiltal .. McKinney, jexas 

Scott anil AVhite Memorial HospliaD . 

Dr. \V. H. tlroves Latter-Day .Salats Ho“pltal . Salt Lake t It) 


Olilcf of Service r- 

n. M. Street. A! 

K. M. Reiten. A 

M. P. Knight. A 

C, P. Gregory. F 


H. G. Holtirook. 

P. A. Pemlicrton. 

P. A. Pemlicrton —, 
.1. A. GnWer. 


.1. H. Allen. 

.t. T. Tucker.... 


It. D. lJuttenvortli... 


\eii-rnns .\iiniiii. iiosi'iim - . 

ChlMri'n’s tirtlmpeillc Ho-.-pltal ..•‘■.ri. Seattle 

King County HoM-Ital fait No. 1 (Hathorvlea) . Seimie 

I’rovlilenre Ho-pltal .. Senltle 

Veteran- .Vlsnln, ..MaiilVon. Wis, 


fnlver-lly 

I'ohimlita 


y Ho-plIaD »•».....'... Mlltvatikee 

i Ho-pllnl > ’ . MiUvmikee 


.1. \V. Hell. 

11. Itiinis. 


.Mihvnnke.' Clillilren's Hospital . 

Veteran- A'l'nln. Hospital 

.Shriller- Ho-pital- for t tlppleil t hlhlren '... 


. MiUviinkee 

Miivvankce (WooiD, WD. 
. UonolnUi, T. It. 


\V. P. IJlount. 

P. L. Camesale- 


AF 

1,189 

5 

2 

7 

1 

ACF 

1,055 

1 

1 

3 

A 

2,100 

2 

1 

2 

s r 

H r 

F 

033 

5 

0 

2 

C 

f)S2 

.. 

1 

8 

S2.T5 I 

ACF 

l,9iQ 

0 

1 

4 

ACF 

776 

8 

2 

5 

49 i 

AF 

1,103 

1 

2 

5 

49 

AF 

1,2GS 

1 

i 

6 

Tfi 

ACF 

810 

1 

1 

3 


AF 

9-28 

3 

.. 

3 

a 

C 

3-17 



,, 

7,B 

F 

103 

1 

1 

1 

34 

c 

243 


0 

2 

Si ly 

A 

370 

1 


i 

31 

F 



., 


K 

ACF 

709 

.3 

3 

6 

.. l>' 

C 

420 


, . 

1 

ai h 

AF 

1,428 

14 

3 

9 

S.> Tj 

AF 

9.'i9 

1 

1 

4 

ai 

, C 

852 

i 


3 

K k.- 

. AF 

P’O 

32 


2 

a; V, 

. A 

2,180 

0 

i 

i 

M y.' 

. A 

190 

n 


1 

Vj 

. ACF 

727 

16 


5 

Iv 

. AF 

822 

8 


8 

ST 

. C 

482 


2 


Sf,49 i.» 

. AF 

. C 

1,299 

101 

S 

1 

1 

0 

1 

W 

50 19' 


Residency proorams In the followino ho’nltajs "-oK for Orthopcd^irSurB^^^^ 

Orthopedic Surpery. throuph the Residency Rev ew Committee for Orthopem^^^^ y. 

Sno in adalt orthopedic, and a^^ttegra plan of training are designated by a 

services or ns a separate Services collaborating m^nn^i^ on pages 519 and 520. 


UKITRO STATES AIR lORCE 

c S Air Kcme .. 

UNITED STATES ARMY 

lettetman Army Ho-pItal .•;;;. Denver 

rilr-Imon- Army Hospital . 

UNITED STATES NAVY . 

V S. Snvat Ho-iiltal I'’. •. Chelsea. Mn-i'. 

r s N'lisal IKispltal .. . Pliila.lclphlu 

»•' s' Vi.val Ho-pltal .. pnrtsinonth. \n. 

. Washington. P. t- 

I-nviimeir.- Hosplln! 


orthopedic surgery. 

Hospitals. 26: Assistant Residencies and Residencies. 86 
g.„. tnronlo. Texas F.. W. Brannon. AF 


I Diego. Calif. 
San Francisco 
. intUanapolis 


,1. Blair . 

A. W. Splttler. Ai 

U. A. Streit. AF 

W. S. Stryker........ Ai 

W. D. Bnnden?, .Ir. .. Ai 
C. .\. Stevenson. Ai 


.1. R. Gladden. -AP 


K. Maret, .Ir.. 

T. G. Reynolds— 

F. E. "’ost. 

R. Soto-Hall . 

W. Xotman . 

W. Gelmnn .. 


Vr&or. AF ^ \ \ \ 

Lenox Hill ' • .Cleveland AF 6 ^ ^ 

-’"'"'“A-lniln. BranclVnoVplU G-O'-e-'ton. r.Mi- AmerRan^Board 

, t„e following ’'osP’|?*n,y®''Review “committee for n' t';"-:'"^..f'"''''®[’^these services 
o^“Wp« .■■■ -■ 

Hosplt . .. . . C 628 •• ‘j 

ONFEDERAL Los singcles | Westo----'--' o ^ 

1: x.-pwer.c ^ 


veterans Ad^^^^ BraticU HospUals 


also participate 


Surgery 


NONFEDERAL Los singcles 

,, , j . Los -Angcte 

Clilldren'.s ''“■--■■•••■•"V'oi.fcland. Calif. 

W-^'.'rit.^G^ldUd of the East Bay .. ... 


Children’s i\“sp|t«l .. Newington Conn. 

N-ewington ... .facksom-nie, F a. 

Hone*11 .’^“^llVnVtaVfoVcrl’w^^^^^^^ ^.“^Dccatur. Ga. 

American Children. . Chicago 

;sK?5;-?Si 


B. H. Curtis. ^ 

F L. Fort. X 

R C. Lonergan. ^ 

J. H. Kite. ^ 

C N. Pease. X 

A F. .. ^ 

B; G. Holbrook. g 


Scottish ime i„,i i-a.. . Lexington. i-J- t j._ yoshel 

Clilldren'-'’ crippled Children hia're'n Bnltiniorc A. ^ gojbri 

SKS uS«* 


Numerical and other 


references will bo found on pages 
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15. ORTHOPEDIC SURGERY-Continued 

ORTHOPEDIC SURGERY—PROGRAM IDENTIFICATION 


vsrrani 
. tr.l'cr 
1, 


in. 


11 . 


w. 


lo. 


1 ?. 


Hospital Location 

irl-snsas Children’s Home and Hospita'. Little Eock, Ark. 

Vcterais Admin. Hospital. 

CWIdren’s Hospital of the East Bay. il’ 

Samuel Merritt Hospital. Ontlnort Calif. 

Veterans Admin. Hospital. 

Children’s Hospital. 

Frac” - . 

San 

SliriL. .. .. 

Universit 
Sbriners 


Program 

Number 


Hospital 


Oakland, Calif. 

.San Francisco 

.San Francisco 

. San Francisco 

... San Francisco 
.... San Francisco 
. San Francisco 
... Los Angeles 


Highland.’. Oakland, Calif 

Veterans -\dmln. Hospital. San Francisco 

San Francisco Hospital. San Francisco 

Stanford University Hospital. San Francisco 

Children's Hospital. Hen\-er 

Colorado General Hospital. Denver 

Denver General Hospital. Denver 

Carrie Tingley Hospital . ^ 

for Crippled Children.Truth or Consequences. N. Mex. 

GracC'Ncw Haven Comnumity Hospital.New Haven, Conn. 

Newington Home and Hospital 

for Crippled Children.Newington, Conn. 

George F. Geisinger Memorial Hospital.Danville, Pa. 

Chlldrcn-s Hospital. Pittsburgh 

Chicago Wesley Memorial Hospital. Chicago 

Passavant Memorial Hospital. Chicago 

Veterans .Admin. Research Hospital. Chicago 

Evanston Hospital. Evanston, Ill. 

.St. Francis Hospital. Evanston, Ill. 

Carrie Tingley Hospital 

for Crippled Children.Truth or Consequences, N. M^. 

Primary Children's Hospital.. Salt Lake City 

Veterans Admin. Hospital. Indianapolis 

Indianapolis General Hospital. Indianapolis 

Indiana University Medical Center. Indiftnopoll? 

St. Vincent's Hospital. Indianapolis 

Shriners Hospital for Criiipled Children. Lexington, Ky. 

Veterans .Admin. Hospital. Louisville, Ky. 

Kosair Crippled Children Hospital. Louisville, Ky. 

Louisville General Hospital. Louisville. Ky. 

A’eterans Admin. Hospital. New Orleans 

Charity Hospital of Louisiana 

'fiilane University Unit. New Orleans 

Touro Infirmary. New Orleans 

Children’s Medical Center. Boston 

Massachusetts General Hospital. Boston 

Peter Bent Brigham Hospital. Boston 

Children'.^ Hospital. Detroit 

Harper Hospital. Detroit 

Receiving Hospital. Detroit 

A’etcrans Admin. Hospital. Boston 

Boston City Hospital. Boston 

Massachusetts Hospital School. Canton, Mass. 

Rehalillitation Hospital. West Havorstraw, N. T. 

Unlrersity of Virginia Hospital. Charlottesville, Va. 

Mary Day Nursery and Children's Hospital.Akron, Ohio 

Akron City Hospital. Akron. Ohio 

Veterans .-^dmin. Hospital. Minneapolis 

Shriners Hospital for Crippled Children. Minneapolis 

Gillette State Hospital for Crippled Children. St. Paul 

Children’s Hospital. Cincinnati 

Cincinnati General Hospital. Cincinnati 

•Tewi«h Hospital. Cincinnati 

Acterans .Admin. Hospital. Wadsworth, Kansas 

Children’s Mercy Hospital. Kansas City, Mo. 

Kansas City General Hospital No. 3. Kansas City, Mo. 

M. Luke's Hospital. Kansas Citv, Mo. 

if. Admin. Hospital. Kansas City, Mo. 

I?. Duke Hospital. Durham, N. C. 

Aeterans Admin. Hospital. Durham, N. C. 

•North Carolina Orthopaedic Hospital. Gastonia. N. C. 

G^avllle General Hospital. Greenville, S. C. 

Shriners Hospital for Crippled Children. Greenville, S. C. 

-A*. Alfred I. du Pont Institute of the 

Nemours Foundation. AVihnington, Del. 

Hospital. Bethesda. Md. 

- . ‘ tstc Hospital for Crippled Children. Elizabethtown, Pa. 

■» College Hospital. Philadelphia 

~ Hospital (Bronx). Xew Tork City 

•>- . ’“.I Speciai Sutfrery. Men- York City 

"■ '"xP”'!"*?’. Phiiadelphia 

1 *^ Ho.p^nl of the University ot Pennsylvania. Philadelphia 

-I vi?./'''™?'." .Hospital. Philadelphia 

' ' Hospital. BufTalo 

OhnaiJn^ir'’ BuUalo 

Mniint Colutnhus, Ohio 

Ohio stnt'^r'^1 Columlms, Ohio 

■ Ohio Mate I nlversity Hospitals 

White Coliimlius, Ohio 

■M Ho ,se of r, Colamlnis. Ohio 

Xcw’ynrlp;P‘r^.‘'’x'.^'''PP''^. Brooklyn 

9t Hospital.. New Tork Citv 

Mirieu . Staten Island. X. Y. 

. Cleveland 

riTri? gP'P'*'". Cleveland 

S'- Emrooei’ n - p Elyria. Ohio 

'shriaer. . Portland. Oregon 

i’alre,5,? Crippled Children. Portland. Oregon 

Hofoi.'Jt- ' Jledical School 

. Portland. Oreyon 

Crippleii Childten. Philadelphia 

‘tmple I Diversity Hospital. Philadelphia 


Notatrlcal and other references will be found 


Location 

30. Children’s Hospital. plttshureh 

Presbyterian Hospital. ^ 

A'eterans Administration Hospital.v^v 

31. Rochester General Hospital.. $* v 

Strong Memorial-Rochester Municipal Hospitals.. Homester, N. i. 

32. Baylor University Hospital. Jwo- 

Parkland Hospital... 5 » i 

Texas Scottish Rite Hospital for Crippled Children.. Dallas, T«a^ 

33. Nebraska Orthopedic Hospital. Lincoln, 

Veterans Admin. Hospital.- 

34. Veterans Admin. Hospital. ^ 

Salt Lake County General Hospital.Salt L^^k^ 

Shriners Hospital for Crippled Children.Salt Lake City 

3"*. Veterans Admin. Hospital. Richmond, A a. 

Crippled Children’s Hospital. Richmond, A a. 

Alt^ical College of A’irginia-Hospital Div.Richmoim. A a. 

3*5. A'eterans Admin. Hospital. ^ 

Children’s Orthopedic Hospital... 

King County Hospital, Unit 1 (Harbonriew).Seattle 

Providence Hospital.. • • Seattle 

37. Columbia Hospital. Milwaukee 

Milwaukee Children’s Hospital. Milwauk^ 

35. Meadowbrook Hosjiital. Hempstead, T. 

Nassau Hospital. Mineola, N. i. 

St. Charles Hospital. Port Jefferson, N. i. 

39. Grady Memorial Hospital.. Atlanta, Ga. 

Emory University Hospital.Emory University, Ga. 

40. A’eterans Admin. Hospital. Milwaukee 

Milwaukee Children’s Hospital. Milwaukee 

41. House of St. Giles the Cripple. Brooklyn 

St. Luke’s Hospital.New York City 

42. Michael Reese Hospital. Chicago 

St. Elizabeth’s Hospital. Chicago 

43. Hospital of St. Raphael.New Haven, Conn. 

St. Charles Hospital. Port Jefferson, N. T. 

44. Veterans Admin. Hospital. Birmingham, Ala, 

Crippled Children’s Hospital.....Birmingham, Ala. 

University Hospital and Hillman Clinic.Birmingham, Ala. 

45. A'eterans Admin. Hospital. Columbia, S. Car. 

Medical College of South Carolina 

Teaching Hospitals. Charleston, S. Car. 

40. St. Louis City Hospital. St. Louis 

St. Mary’s Group of Hosi»itals. St. Louis 

47. St. Luke’s Hospital. Chicago 

University of Illinois Research and Educational Hospital.. Chicago 

4^. Charlotte Memorial Hospital. Charlotte, N. Car. 

Shriners Hospital for Crippled Children.. Greenville, S. Car. 

49. A’eterans Admin. Ho.«pital. Houston, Texas 

Jefferson Davis Ho.spital. Houston, Texas 

.vi. .A’eterans Admin. Hospital. Hines, Illinoi* 

Shriners Hospital for Crippled Children...... Chicago 

Shriners Hospital for Crippled Children. Honolulu, T. H. 

West Suburban Ho.«pital.Oak Park, Ill. 

51. Bellevue Hospital Center, Division lA’-New Tori: 

University Postgraduate Med. School. New York City 

RebabiJitation Hospibal.AA’est Haverstraw, N. Y. 

52. Veterans .Admin. Hospital. Brooklyn 

St. Charles Hospital Orthopedic Clinic. Brooklyn 

53. Veterans Admin. Hospital. Oklahoma Citv 

Bone and Joint Hospital. Oklahoma City 

St. Anthony Hospital. Oklahoma City 

University Hospitals. Oklahoma City 

54. Central Dispensary A- Emergenev Hospital.Washington, D. C. 

District of Columbia Genera! Hospital.Washington, D. C. 

.55. A’eterans Admin. Hospital. Dos Moines, Iowa 

University Hospitals. Iowa Citv 

Ochsner Foundation Hospital.New Orleans 

Touro Infirmary. ;^ew Orleans 

.57. Children’s Hospital School.Baltimore 

Johns Hopkins Hospital. Baltimore 

Baltimore City Hospital. Baltimore 

55. Akron General Hospital. Akron, Ohio 

Mary Day Nursery and Children’s Hospital.Akron, Ohio 

59. Good Samaritan Hospital. Lexington, Ky 

St. Joseph’s Hospital. Lexington, Kr. 

Barnes P —St. Louis 
St. Lou. * St. Louis 

Shriners St. Louis 

m. No]»raska Orthopedic Hospital. Lincoln Neb 

University of Nebraska Hospital. Omaha 

<J2. Massachusetts Memorial Hospital. Boston 

Lynn Hospital... Lynn Ma^’^ 

Newington Home and Hospital 

for Crippled Children. Newington, Conn. 

C3. Dr. A\’. H. Groves Latter-Day Saints Hospital.Salt Lake Citv 

Primary Children’s Hospital. Salt Lake City 

Hospital. Long Beach. Calif. 

Children < Hospital Center. Los Angele=. Calif. 

»i5. Harbor General Ho'^pital. Torrance Calif 

Orthopedic Hospital. Lo/AngelS: Calif 

Boston City Hospital. Boston 

Lahey ClinicBoston 

Massachu>ett’5 Hospital School. Canton, 3Ia««. 

Shriners Hospital for Crippled Children.Si»ringfield! Ma«!x 

c7. Hospital for Crippled Children..... Newark N J 

Metropolitan Hospital.York*City 

r»5. Crippled Children’s Clinic & Hospital.Birmingham Ala. 

Lloyd Noland Hospital. Fairfield! .Ala. 

69. Allegheny General Hospital. Pittsburgh Pa. 

St. Francis General and Rehabilitation Institute... Pittsburgh! Pa! 

Cotifederate Memorial Hospital. .‘Shreveport’ La. 

Shriners Hospital for Crippled Children.Shreveport! La. 

71. Allegheny General Hospital. Pittsburgh! Pa. 

Youngstown Hospital.. A’oung«town. Ohio 


on pages 55S through 559. 
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AW'ROVED RESIDENCIES AND FELLOWSHIPS 


Oct. 


15. ORTHOPEDIC SURGERY-Continued 

ORTHOPEDIC surgery-program INDENTIFfCATlON 

Projcrnm 

N'limlipr HdCiUtii! , PiOKnini 

7':. <'hiMron-8 UoHi.Un!. n'T! T 

>:i. -Mls’-Mppl iinptlst Hospital.V.'.V.V..Reliat.illtntion Hospital. 

In ver.-ity Hospital.i;;:;:.";;" ; K ' m ^ Carolina .Memorial Hospital ' " 

An i-raiis .\<lmln. Hospital. .Iack«m' mus Carolina Orthopedic Hospital. 

<1. ^I’lcraiisAdmlii. Hospital. I)inuV>r ^’c'CnKton Home and ’ 

t iirrlc’1 Iimlcy Hospital .. Mary Hitchcock Memo 

- ’■‘■‘'’'’’r'i Childri'ii. -I'nitli or {'mis,..|iicnccs. Xctv Mexico Veterans Admin. Ho.sp. 

.... iv.\!i,s.s<.(,tt|sh Kite Hosplia! (i n c.. .vc\ .m. M(o Edtv. .1. .Meyer Mem’’^ ■. 

ior ( riiiidt*.l t’iiliiircn. Hallns, Texas AllcKheny General . 

7>i . .McKinney. Te.va.s »‘l. -Jewi-'h Chronic Dise«.se hospital. 

- ■ .Miami. ITorldn .lewl.sh Hospital.1. 

77 Vi>rlir»'arii!ltm'■ ”■ ■ Miami. iTorida Kl. Hii.st Tennes.see CTippl--’’ ■ - 

Shrl erV^ ■ ■' X. C. Ka.st Tennessee Baptl 

7s T,m ^ lireenvllle, S, 0. .St. .Mary’.s .Memorial 

■ ■ \meHenn I ,'e ■ ; ' ' ■ Tamf.tt. Plorlda Unicersity of Tennessee Memorial 

■'( r (-H..,.!. I / Research Center & Hospital. 

7P ttrthoUe.ii.'. J'l». f^i. CeorKla Baptist Ho.spitnl. 

\t’rv\ lliiloltl'' .;; .\imeles. Galif. Kiiuvne TahnndKe -Memorial HospituV. " 

M. .\iar\ no.pitii. Sim 1 ninelM-o. CalU. Cnicersity Ho.spitii!. 


■■■■ chmmj'i.'. 

.paste;,, j-;,,; 


"line Kitt: J«.v 

ilik 1! 

.j 

.BlooVijj, s I 

KBDtTii;. 7,- 

KbpiiSv j.-". 


• Kcoxvif.j,;; 

.Athi!!, {.. 

. 

— I - 


10. OTOLARYNGOLOGY 

Residency pronrams in the followlno )iospU.iIs have been approved by the Council, the American Board of 
OtoinrynDOlouy .md the American Cotteoe of Suroeons, throuph the Residency Review Committee for 
Otolarynflolooy, as ofTcrlnp acceptable training In the specialty. 

Hospitals, 129; Assistant Residencies and Residencies, t47 


t. * 


Nmiii’ of Ho'iiital l.ocallon 

UNITED STATES ARMY 

.truly .Medical i'enter . Washlncton, D. t’. 

Brooke .\rnty Hiopltnl ... San Antonio, Texas 

UNITED STATES NAVY 

t”. .s. .Vavnl Ho^l'itnt . Oakland, Oalif. 

1‘. S. Naval Ho'idtill ’... San DIepo, (.'alif. 

I’. S. Naval n«<pilnl . Belhe.'dn, Md. 

r. .s. Naval Ho'pital ‘. Pima.lelphiii 

NONFEOERAL AND VETERANS ADMINISTRATION 

riilver.-lly of .■thitnimu .Me.lintl renter 

l'niyer..lty Ho>pItnl »"il Hillman ('llnie . Illrminpham, Ala. 

Veterniei Admin. HoM'Slid '. Blwilnphaw. Ala. 

l.i". .\npele« (.‘ouiily Hokplial i. l.os Anpelc^ 

("iiiver.'lty <>! (•iilUoriilit Ho..iplt(iI. Bo-.^ .tnpeles 

Veleranv A-lmiii. Ho,filial. Anpelei 

WhlU’ Memorial llo^iiltal ... Bos Anpekv 

author General no>pltiil -s". Torrance, t’allf. 

Stanford Cnlversliy Hospitals'». .Saii Inmeseo 

San I'ninel-co Hospital (.Stanlord .ServJre) . San I ranelseo 

rnlversltv of falltoriila Hos(dtiil > ='. .San Iraiidsco 

fhndr,":i's HoM-ital »■»•='>. him jnmeiseo 

Sail Ftimclsco Ho'pital , 

(Cidver.-iiy of t'allfornlii Servin')'-’'*''-. kim hrimelseo 

Vet,Vans .tdmln. Hospital '-»•••’.•••• 'hi'" BnineiM-o 

(;raee-.Ni’'v Haven Comtmmlty Ho'tiUal . Nc"' Hnsen, ( onn. 


Chief of Service 


Waslilnition HosiiitaH'enter «•, n f 

I’pi-eopal live. Car and Tliroiil Hospital'. W as!ilw.toii. P. ( . 

Taiiipa tTner/d Hospital ... > JJ- 

Graily .Memorial Ho'i>ltiil . Atlimtii, Ga. 

Norlli«i'»terii Cnlverslty .Medical Centi'i' /-hipm-n 

Cl,learn. tVe.sley .Memorial Hospital . t « mo 

Mirlmei Ree.se Ho.spftal . Cto M 

St. Bnke's Hospital vViMA... Vl eae 

Velerntis .tdmlti. Research Hospital. ' 

t'n!vet.“!ly of t'hleiit;<i ciinh'-s'^’'". ^ 

to 

hleayo 
hleayo 
Hines, 111. 


truiversily of Illinois Ho.s|iltals t-Wea-i 

Hlhiois Kye and Bar inllrmary .••••••• 

Preshyterlnn Hosjdtal ' . rhleam 

Besearcii and IMiieatlima! Hospitals ' ■’.; ' 


Veterans Admili. Hosiiilal 
Indiana t'nlverslty Medical C''"h'i' 

Indianapolis (.•eneriil Uospilal 

Indiana L'nlverslty .Medical Center Hospitn! 

Stuti* r»lrf»r.-UV fif .- 

Veterans Admin. Hospital V"'”-. 

Cniver.slly of Kiinsas Medical t enter . 

Iviinsiis City Genera! Hosidtai .No I .. 

Veterans Admin. HnsidtuI . 

I'uiveisltv of Boiilsville .Mediea! Center 

t.milsvllle fieiiend Hospital . 

Veterans .Admin. Hospital 
/'i,„riiv ttfisiittiil of I.miislana 



Merey Hospital >;•. 

South Bttlflmore, General Hosidtai 

University Ho.sfiital . 

Boston City Hospital ' ........ 

M.tcciieliiisctts Bye and Bat Inliii 


miiry 


Massachusetts Eye 
Massiieluisetls Memorial HospHiUs 
’ Beth Israel Hospital J-a-e" ..... 
Veterans Ailmin, Host,Ha! ' ■' 


i-a-ir.T, 


11. .S'. .Miiridiey., 
T. B. Hartridyc. 


1,4WI I-VIU 

fiWI 11,191 


K. ,1. I’almhcry. Hi.s 

B, F.. AVihle. IJSl 

G. AV. Taylor, -It . I.oiii 

\V. C. Bivinyood. UT.'I 


. ludiunapoHs 

. Bnllunapolis 

. Iowa City 

.. Iowa City 

Kansas City, Kan. 
. Kansas City. Mo. 
, Kansas City. Jfo. 


Bonisville, Ky. 
I.ouisville, Ky, 


F. 

M. 
B, 
. 1 . 

O. 
B. 
.S’. 
R. 
.S. 
F. 

R. 

F. 
AV 
. 1 . 

A’. 

. 1 . 

AV. 

G. 

S. 

N. 

P. 
.t. 
.1. 

F. 

S. 

F. 

F. 

D. 

.M. 

1 ). 


.s, .Aloody. 

B. Nanimore. 

Honsc-A, Miller. 

.1. Pressman. 

K. Mnmma. 

R. House. 

Knpfan . 

C. .Ale.Nimyht. 

A'on Christiersou. 

.A. .Sooy..... 

C. -Martin. 


(i'.iti ■ 


A, .Sooy. 

. P, AYork. 

A. Kirchner. 


l.!GS 

-pi 

477 

474 

iS7 

4«S 

tr.ii 

-’SO 

sss 

SB' 

O.023 

4* 


A. -Alfaro. 

B. Fnrrior. 

C. AVnrrcn, .ir. 


E. Shnmhauyh, ,tr. B3H 

.f. Pearltnim. t.-'t' 

Beshin . 

H. Holinycr. 7.a>| 

AA’idler . 

R. I.ind.say. 

. mo 

. not 


B. l.cderer. 

-A, Priedherg. 

E. .. 


I.. I.ederer. 


Brown . 

AA". -Manion. 
-At. Bierle... 


40(5 

m 

•>7S 

'’,.AS3 


Nea- Orleans 
New Orleans 
New Orleans 
Baltimore 

. .. .Baltimore 

.lohns Hopkins Hospital .. Baltimore 


Baltimore 
Baltimore 

. Boston 

... '. Boston 

.”!!!!!.Boston 

.Bo.ston 

liosVon (ilanialea Plain) 


G, 
P. 

H. 

AV, 

H. 

V. 

. 1 . 

C. 

A. 

. 1 . 

T. 

S. 

T. 

A. 

B. 
M. 
B. 


O. Proud. 

Bureih . 

A. KimutT. 


C. AA’olfe.. 
Opitenheim 


H. Fuchs. 

\V. McBaurin.,.. 
E. Granhcrry.... 
T. Bieherman... 

K. Bordley. 

-A. Sehwart/.. 

L, Fox. 

R. O'Rotirk. 

,T. Gorney. 

A. .s'chalB 

S. .Strong 
Zondermiin 
Ij. Tomh. 


«S3 


72 

177 

720 

9S.> 

5,872 

5,271 

1,120 

i,r>7« 

SSf 

187 

1,310 

.135 

sn 

eon 


0,117 

12.244 

e,4i>4 

8,937 


2 ,,.» 

579 

19 

4,978 

3,637 

5,44.'> 

•2,'199 

5,8SS 

1 

(1,010 

7I.A 


3,440 

4.'227 

lG,'i>'2 

3 


1 

24,691 

2,246 

10 

204 

S,W4 

33,130 

2,114 

12,110 


(!,449 

1,448 

5.207 

]'ti.7m 

4,021 


e,»! 

593 

7,OS! 
7,535 
13,227 
S,4'28 
7,742 
1,789 
325 


1.5,099 

21,903 

l,05i 

1,474 

1,695 


S ylfi |:j 


3 

4 

3 

4 

IJ 

's 

1 


4 

4 

II) 


1 

3 

3 

B 

I 

1 

.3 


if 

?> 

ii' 

iv. 

y 

I'O 

ii' 

ii' 

p'. 


ill 

i\ 

p: 

li 
. i' 
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16. OTOLARYNGOLOGY-Continued 




£■ 5,2 


Name of Hospital 
1 . 


Location 
Ann Arbor, Mich. 


vr^-ity Hospitr.1 ^ ^ 

- [^r Hospital . 

^ Fonl Hospital. 

••‘riar Hospital . I^otroit 

rer«‘h’ of Minnesota Hospitals i-3-=oo.3Iinneapolis 

b-VapoIis General Hospital . Minneapolis 

Trter Hospital--=6..... St. Paul 

»ran 5 \dinin. Hospital Minneapolis 

: Foundation 1-5.Rochester, Mina 

' rer G. Phillips Hospital 1-5. St. Louis 

Mary's Group of Hospitals St. Loui« 

' shlngton University Hospitals 

'amesHospital^-*.St. Louis 

cMiBan Hospital. St. Louis 

t. Louis City Hospital ^-5-=®....,. St. Louis 

erans .Admin. Hospital .Hast Orange, N. J. 

rark Eye and Ear Infinnary ^-^-Harrison S. Martland 

Wical Center. Newark, N. J. 

'fmy Hospital J-’.Albany, N. T. 

- L- loklyn Eye and Ear Hospital .Brooklyn, N. Y. 

iss County Hospital 

);visioa 11 Brooklyn, N. Y. 

ntr Island College Hospital i-*.Brooklyn, N. Y. 

. ffalo General Hospital i-s-sap. Buffalo 

■ eburst General Hospital a-a-ir-spo. Elmhurst, N. Y. 

■ Cevue Hospital Center 

L liv. IT-New York University Post-Graduate Medical 

" khool .....New York City 

■- iriem Eye and Ear Hospital i-*...... New York City 

lahattan Eye, Ear and Throat Hospital ^-a.. New York City 

, 5U3t Sinai Hospital .New York City 

w York Eye and Ear Infirmary .New York City 

srYork Hospital .York City 

w York Polyclinic Medical School and Hospital New York City 

.* Tibyterian Hospital ^.New York City 

U JOMvelt Hospital'-'...New York City 

.. Luke's Hospital.New York City 

iterans Admin. Hospital.New York City (Bronx) 

'Toag Meniorial-Rochester Municipal Hospitals Rochester, N. Y. 

:8te University of New York Upstate Medical 

. Center Hospitals . Syracuse, N. Y. 

, orth Carolina Memorial Hospital . Chapel HUl, N. C. 

- uke University Affiliated Hospitals. 

• Ihke Hospital '-a. Durham. N. C. 

• Veterans .Admin. Hospital '-a-sc.Durham, N. C. 

.. ePher^on Hospital '-a.Durham. N. C. 

,! orth Carolina Baptist Hospital.Winston-Salem, N. C. 

• Cincinnati College of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

- *’)■ p-'Pital . Cleveland 

wvcland Clinic Hospital . Cleveland 

t. Luke’s Hospital . Cleveland 

, alvetjitr Hospitals . Cleveland 

' .4dmm. Hospital . Cleveland 

, University Medical Center 

- tWHren's Hospital i-J.Columbus, Ohio 

UDivei^ity Hospital >-». Columbus. Ohio 

.niverstyol Oklahoma Hospitals'-*. Oklahoma City 

■ oi-ni H Oregon Medical School Hospitals and 

•.•V.. Portland, Ore, 

'. “• . Portland, Ore. 

- Hospital . Danville, Pa. 

Rn University of Pennsylvania Philadelphia 

1 ,.?'*° University of Pennsylvania .Philadelphia 

' Hospital .Philadelphia 

: . 

^RthWh's h . * 

Fr.’ "1 Medicine 

? . 

• ^ CaVolina.'' 

of VpmnhT '. Charleston, S. C. 

. Memphis, Tenn. 

Vn^rans irimi Memphis, Term. 

Vs'verdtv o7t' 5-5-=*9.Dallas, Texas 

EitW r j Me<lical Branch Hospitals .Galveston, Texas 

College of Medicine Affiliated Hocpitnls 
M^St H lpifaTA”' . Houston, Teas 

UalreSfv o? V Houston, Texa.s 

M.ueji J.?' ''A“. a Hospital . CharlottesviUe, Va. 

‘Gm -Vffflorial r * 'i,'^'‘''“-Hospltal Division .Richmond. Ta. 


» — -......... Akivuojv.'uu, ta 

i-ye. Ear, and Throat Hospital.Roanoke, Va 


^,"!'^^rsity Ho.piuU „ Hospital. 

Ho.spital 


Chief of Service 
A. C- Furstenberg... 


J. E. Croushore. 

L. R. Boies. 

B. Bofenkainp . 

D. Kusske. 

H. T. Hanson... 


A. J. Cone. 

B. J. McMahon.. 


T. E. Walsh. 2,724 


J. W. West. 


.. ». 

5> 

S-c 

r-SSO 


CTO 

8,322 

3 

12 

154 

3,377 

7 

1 

3 

225 

1,111 

20,390 

1 

4 

225 

473 

5411 ’ 

1 

3 

289 

394 

4,616 

0 

8 

185 

292 

3,554 


1 

209 

344 

3,145 

1 

1 

165 

174 

SS 

0 

0 


1,453 

22,223 

2 

7 

175 

203 

2,09-> 

0 

6 

203 

500 

2,549 

1 

3 

100 

2,724 

0 

3 

9 

75 

162 

5,03? 


1 

92 

316 

242 

1 

3 


2,540 

5,449 

0 

6 

125 

739 

3 

1 

S 

ICO 


J. P. Baker. 4,9W 

I. J. Polisar. 512 

C. R. Weetb. 604 

H. E. Bo7er. 7S9 

C. A. Seelig. 393 


J. F. Daly. 2,144 

E. Grabsebeid . 2,751 

W. B. Allan. 6,474 

J. L. Goldman... 1,790 

J. S. Hanley. 

J. A, Moore. 1,548 

W. W. Morrison. 5S6 

E. P. Fowler. 1,762 

R. C. Grove. 621 

D. R. McCuaig. SIS 

F. Altmann . 343 

C. A. Heatly. 1,027 


A. Doust. 206 

N. D. Fischer. SO 

W. W. Eagle... 

. OIS 

. 95 

G. B. Ferguson. 3,017 

J. A. Harrill. 570 


H. Goodyear . 

S. J. Missal. 

H. E, Harris. 

F. W. Alexander... 

C. C. R. Jackson. 

V. M. Jordan. 


CCK» 

2S9 

SS6 

2,nr. 

1,274 

462 


E. W. Harris. 1,325 


O. A. IVatsoD. 


G. L. Boyden. 


J. A, Perrone. 


31,063 

4,37S 

1,330 

sn 

3,1S7 


12,195 

23,530 

46,145 

5,965 

36,209 

U,153 

6,823 

18,309 

4,187 

9,434 

4 


3,170 

1,492 


7,144 

15,394 

1,.5SC 

4,840 

2,570 

16,580 

3,738 


412 


J. C. Dickson. 

H. H. Harris..... 

G. S. Fitz-Hugh. 

P. N. Pastore. 


4-: 


year program Ophthalmology .Otolaryngology 


Madison, Wfs. 
Milwaukee, (Wood), Wis. 


C. Taborsky. 


12 

3 

9 

3 
12 

4 

5 
8 
3 


100 

101 

150 

175 

104 


50 

104 

125 

250 

1S3 

lOO 

117 

233 

3e50 


35^1 

125 

75 

lC2.r,<p 

175 

140 

158.3:4 


fnirictl and other rtferences will he found on pagei 556 through 


559. 


.. 517 

3,998 


6 

202 

,. 174 

2,392 

3 



.. 42.'. 

3,243 

1 

3 

100 

.. 191 

1,098 


1 


.. 1,00? 

9,663 

1 

3 

175 

,. 1,C^ 

2,001 

0 

4 

ICO 

.. 1,146 

3,533 

•1 

G 


.. 1,393 

3,944 

0 

3 

100 

.. 1,995 

2,119 

2 

C 


.. 2,161 

o 

1 

3 

235 

.. 4,005 

5,C17 


4 

125 

.. 712 

13 

1 

3 


.. 1,490 

2,602 

1 

0 

jm 

.. 195 

1,054 

0 

3 

137 

.. 434 

5377 

1 

8 

32.5 

... Incl. in Ophthalmology* 

1 

1 


432 

9 

1 

0 


.. 390 

4,064 

2 

4 

jr/i 

... 2n 

6,270 

3 

3 

75 

.. 1,163 

1 

1 

1 

lOff 

.. 333 

g 

1 

3 


.. 1,107 

5,024 

1 

3 

50 

.. 1,257 

4,938 

n 

4 

75 

... Incl. in Ophthalmology 


.. 

350 

.. 565 


1 

3 

100 

... SS»7 

2,454 

1 

1 

... 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J-A.M.A., Ott, s, 


17. PATHOLOGY 

Residency pro(irnms In the following hospltnls have been approved by the Council and the American Board of 
Pathology ns offering acceptable training In the specialty. Services which have been evaluated on the basis of 
training In the two categories, pathologic anatomy and clinical pathology, are designated as follows: a- 
pathologlc anatomy only; c—clinical pathology only: p—pathologic anatomy and clinical pathology. 
Hospitals, 633; Asslst.ant Residencies and Residencies, 2415 


Naiiii' of lIo'-|illnl 
UNITED STATES AIR FORCE 
f. S. .\ir rorio Ito'.iiUal '. 

UNITED STATES ARMY 


t.ni'iitinn 


I.otliTiniin Army Ho'-pllal . 

riU'imoii'- .Vriiiy Ilo'.pltiil ’.. 

ArmnI ^nrtv^ In-tltiil<' of 1‘iitliolo^’y 

Army Mi'illciil fVnIi'r .. 

Ilroohi' Army Ho^iiltnl . 
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' Name of Hospital I>ocjition 

•, .'^norni Tlosiiital .Torrance, Calif. 

■: rtner-Penro'e Hospital . Colorado Springs Colo. 

• ^ nirea’s Hospital ..Denver 

■ -a?;aIRo-^ Memorial Hospital. Denver 

rcT Hospital .*,*'*’;.*...Denver 

rtf Sanitarium and Hospital . Denver 

fWtprian Hospital .Denver 

Anthony Hospital. Denver 

Jo'fph’s Hospital. Denver 

LuVe's Hospital'-^*,. Denver 

- ijversJty of Colorado Medical Center 

^ .-oloraiio General Hospital . Denver 

• Denver General Hospital Denver 

fterans .Admin. Hospital . D^ver 

f’d County General Hospital... Greeley, Colo. 

j’orado State Hospital . Pueblo, Colo. 

.. ndreport Hospital . Bridgeport, Conn. 

• Vincent's Hospital . Bridgeport, Conn. 

. snhury Hospital . Danbury, Conn. 

• reenwich Hospital . Greenwich, Conn. 

‘ artiord Hospital . Hartford, Conn. 

‘ ^ Franci« Hospital . Hartford, Conn. 

frid«i Hospital . Meriden. Conn. 

Id-llesex Hospital . Middletown, Conn. 

■ fT Britain General Hospital . New Britain, Conn, 

race-N'ew Haven Community Hospital . New Haven, Conn. 

|n«pltal of St. Raphael *. New Haven, Conn. 

■ etcrans Admin. Hospital '■'*. Newington, Conn. 

’ orTralk Hospital ...Norwalk, Conn. 

tamford Hospital. Stamford, Conn. 

t, Mary's Hospital. Waterbury, Conn. 

Vaterhury Hospital . Waterbury, Conn. 

j'elerans Admin. Hospital i-a-ios. West Haven, Conn. 

Wavare Hoypftal i-*. Wilmington, Del. 

feraorial Hospital . Wilmington, Del. 

.Yllnilnpton General Hospital . Wilmington, Del. 

Children’? Hospital . Washington, D. C. 

District of Columbia General Hospital .Washington. D. C. 

Doctors Hospital . Washington, D. C. 

jcorgetown t’nlrersUy Hospital . Washington, D. C. 

jforge Washington University Hospital '-*.AVashlngton, D. C. 

Providence Hospital »“*. Washington, D, C. 

SlMcy Memorial Hospital . Washington, D. O. 

Veterans Admin. Hospital . Washington, D. C. 

Waehineton Hospital Center 

Central Dispensary and Emergency Hospital Washington, D. C. 

Garfield Memorial Ho.«pital . Washington. D. O. 

leterans Admin. Hospital ^. Coral Gables, Fla. 

Baptl«t .Memorial Hospital . Jacksonville, Fla. 

Ihjval Medical Center i-*. Jacksonville, Fla. 

R Mncent‘.< Hospital »-«. Jacksonville. Fla. 

Jackson Memorial Hospital . Miami, Fla. 

Mount Sinni Hospital of Greater Miami . Miami Beach, Fla. 

Uraoce Memorial Hospital '-». Orlando. Fla. 

Crawford W. Lon? Memorial Hospital . Atlanta, Ga, 

Oeorcia Baptist Ho.spital . Atlanta, Ga 

Grady Memorial Hospital . Atlanta. Ga 

St. Joceph's Inflnnary . Atlanta. Gu. 

\e erans Admin. Hospital . Atlanta. Gu 

. Augusta, Gn. 

*. Emory University, Ga. 

Memorial Hospital of Chatham County . Savannah. Ga. 

.Alexian Brothers Hospital «. . Chlcoco 

.American Hospital _.' Chicago 

Mcta-ater Hospital. . ChicaEo 

iraaols Masonic HospiVaVi-i;";... Chiclco 

Michael RfSe Hospitai;":;:;;;;.ctSS 

Mount Sinai Hospital a-j. i;;"'.:;.cKIS 

^ Medical Center 

Jg^.^jarchHosplG.1.......... 

. 

Raventwood Hospital . Chicago 

if. fuke's Hospital ua . 

. “^^bonal Ho.spftaic ^-s r'v., 

iiospit.;! V .• 

'nthonv' . rocm o^d! in; 

Mtthodid H^piul ,'-l.. ''■“j-''-- 

fntrical and other references will be found on pages 556 through 559. 
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ii, ii&ss: I i; 

' !'W?“h “pha/”-s’. Suinmit, X. .1. 

/ t, Trancis Ho.cpital '“=*..!. X 1 

*raRinio^^pAiilt Ho*'iiitnl . Albuquerque, X. *Mex. 

• ; Goiinti'-indian Hocpimi ^. Albuquerque, X'. Mex. 

> ■ SVosjTai .-■^''■"‘’"Tirnvx-’v' 

' 'tMh Ho.spitais’i-j'‘”. Xlll'iiiv’ X y 

;; i Wi^i hJX’. '!“■ Home...;::;;;.;:;.;;;.;;; ajj-hov; x. l 

i '•■f*’*mton Citv Hospital 1-3 .Vii,;',^' 

; »*iMcc Hospital '-s' . Hin^(.hniin 

: ‘tb El Hospila) 1-3. .. 

rooklyn Hospital 1 -i .. 

' • r!;?.Hospit,ai:;;;;;";. 

, ■ ^^'Cri.snd Hospital i-s . 

•• -'fTisfra* Hospital i-s.;;;;;;;;;. 

^ Hospital 

a/: Hospit'ai ceni;;;;;;;;;”;;. _ 

■ : Hospital '-s. Brookiyn; k; j'. 

'■ X ** '"'Heal and other refertnees will be found on pages 556 through 559, 
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17. PATHOLOGY-Continued 
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H. G. Little. 

I, . McGary . .. 

AV. D. Stovall- 

i> M. Anfrevinc... 

. G. itfteltie .. 

. .4 H. l.unseth. 

; E. -A. Birfh-’-;. 

. H. .Altshuler- 

; B E.’Clarke. 

■; SB. Pessin. 

j M. Luhitz. 

■ G. E. Cosgrove.... 

AV, H Civin- 

p. Tainura . 

R. Chappell . 

;■ R. Riimimz . 

1' E. Koppisch. 


176 19(1.730 14.2l’d 13,009 1 2 4? 5 

-05 296.321 5,101 4,169 T ^ f J 

419 2.'>0,937 0,9.39 0,003 2 6 4? 1 

4(d .360,000 4,091 4,^.5 2 5 j? 1 

00 jof) J?,023 1,001 1 4 4^ J 

59 470>54 2,-501 2.29'2 2 4 4? , 

219 441,070 10,’240 9,^3 1 ^ , 

131 1.59,005 7,102 /,!»(. ^ j 5? 

191 126,291 0,3(44 .’,495 1 4 4 

-46 203,635 0,045 0,04- - B 4? 

P26 1S9;o 12 '2,127 ' A. ■ f, 

11!9 l=0,th0 .1,^1 4,il3 1 4 

•r/i 1.37,.543 2,05. 2,^ 1 4 

-13 2((5,4(>4 0,114 3,954 1 


49,606 1,73.> le-O 

76,101 5,097 4,693 

7,3,332 1,(466 94" 

261,472 10,603 19,»3 

99,037 4,552 4,-.^ 

49 074 2,70o -,300 

1=;603 3,009 3,0W 

207,056 6,001 i ,044 

105,907 9,0(10 9,0» 

09,244 ■ 3,41. 3,41. 


1 4 4? 

1 1 B 
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4 976 3,10.- 

-177 2,16. 

3:271 3,20= 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


IS. PEDUTRICS 

Residency proorams In the following hospitals have been approved by the Council and the American Board of 
Pediatrics, through the Residency Review Committee for Pediatrics, as offering full training in the specialty: 

(I. e., TWO or more years!. 

Hospitals, 250; Assistant Residencies and Residencies, 1,671 


529 


^ S — 


of Hoypitul Location 

UNITED STATES ARMY 

:tennan Amy Hospital >-». San Francisco 

TiMons Army Hospital '....... Denver 

^i vMictl Center . Washington, D. C, 

■ £;mSmo“t -Army Hospital. ... El Paso. Texas 

- KtT.Army Hospital >->. San Antonio. Texas 

ji!;: Arror Hospital *..*. Honoluln, T, H. 

UNITED STATES NAVY 

S. Kavftl Hospital .^ Oakland. Calif. 

•. S. Naval Hospital i- .San Diego. Calif. 

. S. Naval Hospital . Bethesda. Md. 

. S. Naval Hospital 1. CbeUea. Mass. 

' ' S. Naval Hospital ». Philadelphia 

department of health, EDUCATION, 

AND WELFARE 

Ktlmca’s Hospital . Washington, D. C. 

NONFEDLRAL 

iversity of Alabama Medical Center 

■ Tiildrea’s Hospital ***. Birmingham. Ala. 

-• 'Diversity Hospital and Hillman Clinic . Birmingham, Ala. 

- jyd Noland Hospital . Fairfield. Ala. 

ibile County Hospital . Mobile. Ala. 

■ m'copa County General Hospital . Phoenix, Ariz. 

• Joseph's Hospital 1-*.. Phoeni.T. Ariz. 

iversity Hospital ^... Little Rock, Ark. 

rn County General Hospital '. Bakersfield, Calif. 

• n Joaquin General Hospital *. French Camp, Calif. 

• ceral Hospital of Fresno County i-a-s®. Fresno, Calif. 

^ ilifomla Babies’ and Children’s Hospital ’•-». Los Angeles 

dars of Lebanon Hospital i”*. Los Angeles 

•• inJrea’s Hospital ^..... Los Angele* 

. ij .4ngeles County Hospital 1... Los Angeles 

teea of Angels Hospital . Los Angeles 

dversity of California Hospital . Los Angele* 

• hite Memorial Hospital *"*... Los Angeles 

iPJren’s Hospital of the East Bay *. Oakland. Calif. 

.'s' izhland-AIameda County Hospital ^. Oakland. Calif. 

• iber Foundation Hospital '■*. Oakland, Calif. 

tfldrea’s Hospital i-*. San Francisco 

apartment of Contagious Diseases. 

. . Mary’s Hospital . San Francisco 

; aaford University Hospital* 

San Francisco Hospital .San Francisco 

Colverslty Hospital ... San Francisco 

•; ilversity of California Hospitals 

am Francisco Hospital .....San Francisco 

-■ LDlversity Hospital . San Franci.«co 

lata Clara County Hospital . San Jose. Calif. 

. John's Hospital *..... Santa Monica. Calif. 

' arbor General Hospital . Torrance, Calif. 

-• iMren's Hospital . l>enver 

Diversity of Colorado Medical Center 

‘ ^®^®tado General Ho.*pital ...Denver 

; Reaver General Hospital . Denver 

/ artford Hospital »-». Hartford. Conn. 

:• i FrMcIs Hospital . Hartford. Conn. 

•. race-New Haven Community Hospital .New Haven, Conn. 

cjpjtal of St. Raphael *. New Haven, Conn. 

«aware Hospital . Wnraington, Del. 

Wdrens Hospital i-*. Washington. D. C. 

btriet of Columbia General Hospital .Washington, D. C. 

• : Cnlverslty Hospital . Washington, D. C. 

aval Medical Center a-*—St. Vincent's Hospital '■*.. Jacksonville, Fla. 

- iftspa Memorial Hospital . Miami, Fla. 

• ^^\^^'V. Long Memorial Hospital . Atlanta. Ga, 

^^'3 Baptist Hospital . Atlanta. Ga. 

" Hospital . Atlanta. Gn. 

iMrictta Egleston Hospital for Children ^.Atlanta, Ga. 

infirmary . Atlanta. Ga. 

" s Memonal Hospital . Chicago 

■ Hospital 1-5. Chicago 

or Contagious Diseases. 

V (Stritch School of Medicine) Affiliated Hospitals 

t I'i ,Hospital i-s. . Chicago 

'' yvIStlM or’'°5P cwcalo 

^ t Vrin-t PI IlhPois Research and Educational Hospitals Chicago 
' Jut. fvi Hospital 1. Evanston. III. 

- Misn« twi*^.®’ Hospital. Evergreen Park. III. 

' lM?...^'°lVt5lty .Medical Center 

'■ Hospital r. IndianapoUs 

^ Ri'ir Ai'PlyPi^lly Medical Center Hospital ^. Indianapolis 

i hihJiiH .. Indianapolis 

•. HyEoad v' . Indianapolis 

'■ ftr-nirrii. HPmorial Hospital for Children De.s Moines. Iowa 

I ■aitril, 'O"-® Hospitals .lowii City 

t Jo^Tth^lfl Medical Center .Kansas City, Kan. 

' •iwi'. LonisviUe, Kv. 

Hospitals 

■ ' Lrrln-nv ?P'PHiiI I'*. Louisville. Ky, 

: ; - -lytillt General Hos pital . Louisville, Ky. 

. huaiirlc.l and other references will be found on pages 556 through 551. 


I'hief of Service 


AL E. Stcinheimer.. 

L. »L Geppert. 

T. W. Cap.. 

J. V. Fairchild. 

O. C. Bniton. 


T. E. Cone. Jr...,, 
D. W. Sherwood. 
W. I. Neikirk.... 


R. B. Scott. 


C, L. Lamar. 

K. Hare. 

G. C. McCuHongh. 

J. H. Baumhaucr. 

C. A. Holmes. 

j. Kaye. 

K. Dodd. 

A. J. D<J Fede. 

W- T. Awld. 

J. P. Conrad..... 

T> L. BImberg..... 

B. Kagan... 

R. AV. Mapes. 

R. F. Chinnock. 

C. Jlouton. 

J. M. Adams... 

R. F. Chinnock. 

H. Long. 

M. H. Schwartz. 

A. L. King. 

H. E. Thelander. 

E. B. Shaw. 

R. Flood. 

E, H. Senz.. 

E. H. Alway... 

H. B. Bruyn. 

W. C. Deamer.. 

B. D, Cutter. 

A. B. Poison... 

A. J. Moss. 

R. O. Sherberg. 

C- H. Kempe. 

E. Plattner... 

J. B. Griggs. 

•p J* 

3L J.’J ■■ 

P. F. • • 

R. O. i. »»until. 

R. H. Parrott. 

L. Hoeck. 

F. G. Burke. 

J. K. David, Jr.-H. Carithers.... 

R, B. Lawson... 

J. H. Patterson. 

J. Tarapolsky. 

R. W. Bluinberg....... 

M- H. Robert.*. 

C. D. Fowler.. 

p. Mulherin. 

J, A. Bigler. 

AI. P. Borovsky. 

.A. L. Hoyne. 

W. H. Elgharamcr.. 

J. Metcotf... 

I. Al. Levin... 

C- J. Harrison. 

C. J. Runner. 

A- D. Biggs... 

F. H. Wright. 

H. N. Sanford. 

N. G, Shaw. 

Ee G. Lawler. 

He F, Call. 

Le T. Aleiks. 

p. Hedrick. 

L. E. Hill. 

C, D. May. 

H. Miller. 

J. B. Larson. 


J. 

A. 


J. Steigman. 
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IS. PEDIATRICS-Continuecl 




Nmiii’ of Uo^plliil I.ocutton 

Chiirltv Ilos|iltii! of T.otiisinna 

toiirslnn:! Stntc Cnlv'rslty Unit '. N''«' Orleniis 

Tiiliinr rtilvorsltv Viilt '. N''"' Orlanns 

Coiifcdcnitc Mi'iiioriiil Mc<licnl fViitcr '. Slircvcporl. l,n. 

ifiiitimon’ f'ity Hosplliil ... jfiiltiniori> 

.folms JIoi>kln>- Ilo«!t!tiii . liiil|ji)ioro 

Mercy lioMillnl . i,'' 11!!™ 

Ttiloii Mcmorliil Hocpllnl >. linn. 

ITiIvcrsIly Uospiiiil . ' ' » 

Cl.mircn-.s .MOicn) tVnlcr . 

Ccncriil UoM'!I« 1 . n.’.ci.'.r Mn«< 

M-ortcMci City Ilo.pltnl . r ,n M ciV 

irnlccr..ily Ilospllnl -<. 

riilliircn;); .ixroii 

H!trpor_HoM>hiil J-;. _ . li,.troii 

Hotiry I;or<l Ho-P tnl .. 

HurJey Ito^pltiil .V.V V.'.'.V ' Cramt RapW-. Midi. 

. Pontiac, .Midi 


Chief of Service 


Saelnaw. Midi. 

.. Mimieapoli' 

. Minncafioll.^ .t. A. An(lcr..:on. 

.lV<idie.itcr, Mltiti, .f. W. Dti .‘'hane... 

... .1ock..on, 

CoUmilila. Mo 


ilnttcrivortli Ho>iiital . 

.S|. .!o..cpli .Mercy Ho..|iHiit . 

Sneinaw (icperal Ilovpltnl . 

.Minneapolis Ccneral Ho.spllal . 

University of .Mlnne-ota Hospitals 

Mnvo I'oiinilation *“■'. 

UnlversUy Hospital '. 

University of Ml-souri MHlcal Center -■.kansarniv; Mo. 

('hlMren'.s .\Iercv ” if ’ iv.' i i-. Kansas t'ltv. Mo. 

Katis-.s citv l.•enf•ral Hostiltal N”, 1 ■ . j., j 

Homer Phillips Hosi.llal ..;; j,, 

St. I.onls fhllilren’s Hospital .... i.onls 

St, l.ouls City Ho-pital ‘'.-/v T-s.■ St. I.onls 

' . . .. tlmalia 

iiosiiitaV:’: 

Hospital 


]{. L. Fowler. 

1{. V. Platon. 

C. H, M’dih. 

H. K. Harrison. 

R. K. Cooke. 

F. H. Smith. 

H. II. Ciorilon. 

C. 0‘Doiiovnn. .Ir. 

■t. K. Uratlley. 

S. S. Oelli?. 

•t. M. Haty.. 

C. -X. •Inti"wny. 

A. M. Hutler. 

R. Cox. 

.1. L. Wilson. 

P. V. Woolley, .tr. 

K. K. .Martnier. 

.t, A. .Irilinston. 

K. M. Kidiom. 

M. Dick. 

F. .'1. Aflnms. 

R. M. Ueavcnrich. 

K. B. Ualle. 


n. Batson. 

K. 7- .lafkson. 

W, Hart. 

0. K. Huehe.s. 

1’. .1. White. 

\ y, Hartmann. 


St Mtirv's drotiii ot Hosi|ilals 
ClilMreii'.s Memorial Hos(i tal 
Crelvhtoti MeiipirPil - St, .io«eiih - 
t'V.ritacion.s Hivtslon of < ountv 
Omaha Chlhlreii’s Hospital 
Rlterviep Home 
St, .losepti ('rplianiute 
Uiilversit.v of .Nehraska 


V 

. 1 . 

,1. 

.1 


I’edcn... 

P. Kim;. 

U. Oedaoml.. 
H. Mnriihy... 


2,148 

2,1«7 

3,235 

1.3G1 

l.y.M 

524 

i)8« 

nr. 

780 

l.-iS? 

2.o7.5 

],.5,s.5 

l.aol 

il4!> 

1,0141 

(1,9W 

1,737 

l..')71 

S.O.'iP 

1,203 

s.nw 

1,909 

1,099 

2,3.57 

S.Kfi 

1.104 

287 

1,929 

T\15 

2,752 

4,fi.50 

2,150 

2,457 

4.200 

1,9.11 


,, ,, , .Omaha 

I iiiversii.. nil,it '. . Haiiovor. K. H. 

M'trv Hltchcork Memorial Hospital . eity. N. •> 

.ler.s'cy City Me.llcal t enter -. ■. Keptunc. N. 

Kitklii .Memotlal Ho«|iital ' . . Newark. N. •[ 

U-iMes'Ho»iiila!—Colt Xlemorlat . . Newark, S. •! 

Newark Beth I>rael llospila. - .y;;. Newark. N. -j 

sv MUtmef.s Ho-t>ltal .. Trenton. N- •' 

Hospital.'•MhuomW.o.N.^tox. 


St. rtaliel' Hospital • ••. 
Ii.'rrmlillo Coniiiy-Imllan 

\l1>nny Uosiiital . 

Iteth KI Hospital '- = ■ . 

Brooklyn Hosi.lftl . 

l•^.nev Islaml Hospital. .. 

Ciimhertanil Hospital '. 

I. 

Klni-s Comity Ho-pital ( 
r.oim Islatpl Colleve Ho-pBal 
l.ntheran Medleal < enter 


. .. urooktyn. X. \ 
Brooklyn. X’. \- 
Brooklyn, N. \ 
Brooklyn. X’. \. 

.. Brooklyn. X >.• 
iirooklyn. X.X. 
!!... Brooklyn. X’. \. 
... Brooklyn, N- X 
Brooklyn. X, X. 

Brooklyn. X'. X. 


Brooklyn. X’. Y 
. Brooklyn. X. X 

. . BwtTalo 

. uiilTaIn 


MalmotiMes Hospita .. 

Catherine s Ho'pllal yi.j 

St. .lolm-.s Kpiseopa! Hosi.ltal . Hiillalo 

yllwa'ril'.t Mever Meinoriai H<'d;H'*' .Cooperstown. X. Y. 

It.Vrrimo -ene Bassett Hosi.ltal ’■ ■ ■ .. Klmlmrsl. X. Y . 

i-lmlmrst ieneral Hospital .... Hempstea. • X. X . 

xiXowh.ook Hospital .. . -Hnaa'''-v v 

Co„..re ot Medielne., ... g |g 

I,enox Hill HospHa* . ^Yw York City 

l.lneoln '. nosiiVtal . .. Xcw Y'ork City 

^'?^''xYmk'iiod-Hai • ■ • • • ..II^ 

^■Inv ylmk LlMeiroia'hVlan ^sop• York CJty 

riower 5 !-n .. Uni’i-a New VorV City 

Mctroj'oilttin *!{,,,Sohool nnd Hospitnl 

New York HolyclS«>a ^ ivntcr ^ CBy 

York Univer-si y-Bda-'ni .. 

■ University fiV''.. Kew Y’ork City 

i?o<»‘‘'eveU HospltJu .... \ew Sork Ojt> 

St ( ' . . 

SU lAikc’ 

St 

SSS."s:;Sas“e 

-a; ■ 

sSSSiy .<'S» vyg. s: e,: 

Grosshmils Hosid^ Hospitni r-"..? omirlottcj^^ 


<4. E. .. 

C. C. .ktewnrt. 

B. P. .. 

. 1 . F. Ratletto. 

XV. Mitehell. 

A. .. 

H. A .Murray. 

n. Davis. 

O. .. 

p. .. 

B. Sehlek . 

T. M. .. 

s. Nnsshmim . 

.1, .X. .Mon fort. 

I. .. 

.1. Plneii8 .k'VAV;' 

K. Cl. .lenniii'-’.s-K. c. ims. 

c] A. XVcyimiller. 

.1. A. .Monlort. 

n. Kramer..... 

,1 P .. 

B H. .. 

M. 1. .. 

T. S. Bunihnlo. 

T C. Goodwin. 

E E. Ainernian. 

lO. A. .. 

M, Coe. 

\ Coddinnton. 

A. L. Florman. 

S Karelitz. 

E. E. Holt, .. 

.1. H. .. 

H U. Barnett. 

,r .. 

H .1. Cohen. 

■V F. Anderson. 

L. Penn......... 

H D .. 

H.’ U. .. 

S K. Levine. 

B .. 
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V. Haas. 
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,:4.eu Hospital .. cuy d. 

Clare’s Hospital ... Now Y'ork OU’ -Y- 

Hike's . , Rochester, N. Y. d. 

Vincent s Hod'Hal ... Rochester. X. Y. H. 

c«cc Ho*‘l’'l"\ Vital.. .. Rochester, X.x- 


Y DC Sanctis. 

r'. Jlcintosh...... 

E X. Joyner, Ill. 

e' H. O'Reitan. 


Roche.ster, H. 
Syracuse, N 


Y. 


F. Eagle... 

,T. xiigncc.... 

Glaser.. 

H. Townsena» 
Sommers. 


L. 

T B Richmond 

W A. Wilcox 
E.’ C. Curnen 
Q, Adnmsw 
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18. PEDIATRICS-Continued 


N'aine of Hospital Location 

Duke ITnivcrsity Hospital . Durham, N. C. 

\Vatt« Hospital *-*. Durham, N. C. 

Rex Hospital '. Raleigh. K. C. 

Bal'ie?’ Hospital i-s. Wilminirton. X. C. 

City Memorial Hospital . Winston-Salem. X. C. 

Xorth Carolina Baptist Hospital .Winston-Salem. X. C. 

Mary Day Xursery and Children's Hospital . Akron. Ohio 

Cnirersity of Cincinnati College oi Mwlicine Hospital Group 

Children's Hospital'. Cincinnati 

Cincinnati General Hospital 1 - 3-302 . Cincinnati 

Good Samaritan Hospital i-'. Cincinnati 

City Hospital . Cleveland 

Department of Contagious Diseases. 

Cleveland Clinic Hospital '■*. Cleveland 

St. Luke’s Hospital . CMeland 

University Hospitals i-s-ioa. Cleveland 

Children’s Hospital . Columbus. Ohio 

University of Oklahoma Hospitals '■*. Oklahoma City 

Uillcrest Medical Center i-®. TiiDa, Oklu. 

St. John's Hospital . Tul'a, Okla. 

University of Oregon Medical School 

Hospitals and Clinics 1 . Portland, Ore. 

Geo. T. Geisingcr Memorial Hospital . Danville. Pn 

Harrisburg Hospital. Harrisburg. Pa. 

HarrisbuTg Polyclinic Hospital. Harmlmig. Pa. 

Ali'crt Einstein Medical Center. 

Xorthem Division '-3. Philadelphia 

Southern Division '-3. Philadelphia 

Children’s Hospital '-3. Philaiielphia 

Germantown Dispensary and Hospital '-3. Philadelphia 

Graduate Hospital of the University of Pennsylvania '- 3 .. Philadelphia 

Hahnemann Medical College and Hospital '-3. Philadelphia 

St. Luke’s and Children’*? Medical Center '“3. Philadelphia 

Hospital of the University of Penn.^ylvania '*3. Philadelphia 

Hospital of the Woman’s Meilicnl College 

of Pennsylvania '-*. Philadelphia 

Jefferson Medical College Hospital '■*. Philadelphia 

Philadelphia General Hospital ^. Philadelphia 

Temple University Hospitals 

St, Christopher’s Hospital for Children '-3. Philadelphia 

Temple University Hospital '-3. Philadelphia 

Allegheny General Hospital'. Pittsburgh 

Health Center Hospitals of the University of Pittsburgh 

School of Medicine. Pittsburgh 

Children's Hospital... 

Robert Packer Hospital '-s. Sayre. Pa. 

Charles Y. Chapin Hospital i-3-i^i. Providence, R. I. 

Rhode Island Hospital 1 - 3-312 . Providence. R. I 

Medical College of South Carolina 

Teaching Hospital? 1 ...,. Charleston, S. C. 

Columlila Hosrdtal of Richland County i-3. Columbia, S. C. 

City of Memphis Hospitals i-®. :>remphls. Tenn. 

Le Bonheur Children’s Hospital i-3-3<«. Memphis. Tenn. 

Baptist Hospital . Xashville. Tenn. 

George W. Huhbard Hospital . Xashville, Tenn 

Vanderbilt University Hospital i-*. Xashville. Tenn. 

Driscoll Poundation Children’s Hospital '-3. Corpus Christi, Texas 

Children’s Medical Center i‘». Dallas, Texas 

St. Paul’s Hospital 1-3 Dalla« Texas 

UDiver«ity of Texa Ivcston, Texas 

Baylor University « 

Hermann Ho.«pital i-*.Houston, Texas 

JeiTerson Davis Hospital '"3. Houston, Texas 

Methodist Hospital '-3 . Houston. Texas 

Texas Children’s Hospital '-3. Houston. Texas 

‘ Hospital '-3 . Houston, ’Texa*? 

I Diversity of Texas Postgraduate School of Medicine Affiliated Hospitals 

Robert B. Green Memorial Hospital ''3. gan Antonio. Texas 

. anta Rosa Hospital . San Antonio, Texas 

Salt l.ake County General Hospital '. Salt Lake City 

^mversity of \emiont Medical Center 

w Go^briand Memorial Hospital '"3. Burlington, Vt. 

Mary Fletcher Hospital '-3 . Burlington. Vt. 

Lniversity of Virginia Hospital '-a. Charlottesville. Va. 

iiedical College of Virginia-Hospital Division '-3.Richmond. Va. 

Washington AfRIialcd Hospitals 

tmidrens Orthopedic Hospital '-3. Seattle 

Mng Cotmty Hospital Unit Xo. I (Harborview) '.Seattle 

i-M 'u So«pital '-3 . Charleston. W. Va. 

\ii iin ’■'*. Madison. WK 

.M naukeo Children’s Ho.spital . Milwaukee 

Hospital '-3 . Milwaukee 

’. Ancon, Canal Zone 

Hospital '-3. Honolulu. T H. 

sS Hospital 1-3 . Bayamon, P, R. 

aau Juan City Hospital . San Juan, P. R 


Chief of Sendee 

J. Harris. 

A. H, London. 

C. R. Bugg. 

J. B. Sidbury.... 

F. A. Blount. 

W. M. Kel=cv. 

X. Miner../.. 

A. .4. Weech. 

A. A. Weech. 

R. H. Kotte. 

F. C. Robbin.«. 


R. D. Mercer. 

R. G. Hodge?. 

W. Wallace. 

E. H. Baxter..... 

H. B. Strenge. 

H. Graham. 

G. R. RuS'CU. 

.4. J. Hill, Jr. 

E. F. Rabe. 

R. T. Tursky. 

il. Axnes. 

A. Capper. 


J. Stokes. Jr.. 
J. C. Williams 

J. A. Ritter. 

C. C. Fischer.. 
H. A. Agerty.. 
P. Gyorgy. 

J. Crump. 

H. G. Keitel.... 
A. McElfresh .. 


W. E. Kelson...., 
W. E. Xelson.... 
T. O. Elterich.... 

E. R. McCluskey 


D. S. Molsay. 

M. Adelman... 

B. Feinberg. 

M. W. Beach. 

J. R. Harvin... 

F. T. .MitebeU. 

C. B. Etter. 

E. E. Wilkinson. 

E. P. Crump. 

.4. Christie. 

C P J asperson. 

E. Pratt. 

D. V. Specal. 

.4. E. Hansen. 

R. J. Blattner. 

R. J. Blattner. 

E. B. Brandes. 

R. J. Blattner. 

R. D. Lomas... 

C. B. .Alexander. 

M. L. Thornton. 

J. Bosma... 

R. Corley. 

R. J. McKay. 

W, W. Waddell. Jr. 

L. E. Sutton. .Tr. 

A. Rcinbe. 

R. A. .Aldrich. 

J. Bnsinun. 


G. H. Weginann 
M. G. Peterman 

D, Hlrschl. 

I. iIcQunrrie ... 
V. O. DcFn»cinun 
A. Ortiz. 



2 .. 50 .?; 
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2 

.^50 

13-dI 

13 ‘ 

1 

0 

SfO 

1,540 

11 

1 

0 


1,749 

37 

4 

g 

125 

3.403 

45 

9 

9 

2y* 



1.5 

54 
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2,o25 

26 
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0 

ZtO 

1,^39 

.56 

5 

12 

162.50 

1J43 

15 

2 

*4 

175 

1.090 

12 

i 

0 

14f) 

2,754 

90 

5 

12 

12.5 

3.811 

114 

8 

19 

150 

1.G55 

75 

3 

6 


3,140 

18 

1 

2 

15<'» 

3,791 

16 

1 

2 

175 

S20 

43 

4 

8 

IflO 

730 

9 

1 

2 

175 

2,154 

41 

1 

1 

2.50 

2.rA3 

14 

1 

0 

S'*? 

2,290 

6 

0 

4 

1.50 

6*042 

67 

*9 

22 

’.Vj 

1,461 

6 

1 

2 

175 

313 

9 

1 . 

2 


1,254 

46 

4 

g 

7.5 

6.56 

10 

3 

3 

125 

OV) 

S 

3 

7 
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S5S 

2 

1 

3 

110 

675 

1 

2 

4 

100 

.5,562 

87 

4 

E 

121 

S.S7-4 


10 
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£0 

19 
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206 

2,296 

77 

10 

21 

12.5 

2 ‘C.W 

36 

■ ‘i 

*3 

206 

907 

8 

4 

S 

150 

1,312 

IG 

3 

.7 

100 

2,735 

54 

3 

6 

137 

1,517 

ID 

1 

2 

175 

2,073 

74 

5 

12 

12.5 

4,S31 

31 

0 

3 

100 

1.407 

S 

2 

3 

175 

816 

7 

2 

6 

125 

923 

34 

4 

6 

50 

1,050 

65 

0 

5 

2C-0 

1,855 

3S 

9 

17 

• 150 

2.779 

19 

2 

4 

125 

817 


6 

14 

ir/) 

765 

IS 

2 

6 

im 

1,501 

lfi9 

7 

13 

75 

155 

3 

2 

2 

100 

6,120 

101 

2 

6 

loo 

4.353 

21 

1 

2 

2 CX) 

1.152 

47 

1 

2 

1.50 

2.652 

41 

1 

2 

250 

*727 

9 

4 

14 

1.7) 

632 

23 

1 

3 


.559 

32 

0 

4 

100 

n.5 

21 

4 

5 

.7) 

1,865 

50 

8 

14 

7.5 

2.&7J 

95 

4 

10 

16) 

SS4 

14 

2 

3 

125 

I.OSO 

7 

1 

2 

250 

1,0.54 

51 

2 

6 

lOj 

3.499 

69 

n 

10 

17.5 

2.499 

32 

3 

5 

207 

SCO 

5 

1 • 

2 

S4.5 

3,093 

23 

3 

5 

200 

1,971 

100 

1 

0 

2.50 

1912 

72 

4 

8 

SfK» 


Residency programs in the following hospitals have been approved by the Council and the American Board of 
Pediatrics, through the Residency Review Committee for Pediatrics, as offering training of less than two years* 
duration, which is Integrated with a fully approved training program. 

Hospitals, 22; Assistant Residencies and Residencies. 42 


NONFEDERAL 
n- Hospital '-3 

Cint General Hospltai 

^loiint Zion Ho«.'pitnI '-3 . 

llatcrbury Hospital ' . 

nliDol« Masonic Ho>?nitni i-s 

Hospital ^-3.... . 

betpl Difij i.i-*:. . 

■^withom Baptist HoMiitai' i-S’." " ] ] 


Long Beach, Calif. 
. San Diego, Calif. 

.San Francisco 

Waterbury, Conn 

. Miami. Fla. 

. Chicago 

. Chicago 

.Evan«ton, 111. 

.Kew Orleans 

.Xew Orlean*- 


W. Buerger. 

L. E. Reck. 

S. J, Robinson. 
J. L. Hetzel... 
G. Antell. 

D. H. Welker... 

M. R. Jackson 

A. li. Kewcomb 

E. .4. Socola.... 

B. C. Mason... 


2,313 

11 

1,030 

19 

1,140 

3 

2 284 

5 

'&S2 

17 

7.5? 

2 

1.629 

7 

1,406 

9 

2,W5 

5 

2J’64 

24 


1 

1 

1 

1 

i 

3 

1 

o 

1 


Numerical and other references will be found on pages 556 through 555. 
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18. PEDIATRICS-Continued 


Nnmc ot Uospltnl l/oenlioii 

Ucriuiiu Kirlcr Homiltnl .Detroit 

St. I’etor’.if Iloopltnl . Allinny. X 1. 

Wyokon- . ’ll."'’? 5’“* S' V 

FUi«i\inK Hospltnl iitui D!«pen>!i\ry J-a-s’*. FlttsWnK. N. 

>tnry Immnniliitc lloiillnl *. 

SI. French UoM'ltnl . 

Merry llosiutnl .. Toledo, Ohio 

OrrrnvIHo Gcnonil Ho’^iillnl ... Grwnvilic* S. r. 

T. (\ Thompson ChlUJmrs llo’^pllnl. ainttniiooRa, ^enn. 

Untilht Memoriiil Ho'iiltnl . Meinjihh. 

St. .loceph HospUM . Memphis Tenn. 

De i’niil Hospitnl *■*... Norfolk, \ ii. 


OhicI o{ Service Sf- 

D. C. Toting..— 

H. F. Xonhy. l,5D.'. 

V. Lorkln....!.. 3.110 

H. T. Vogel. 1,101 


I c- c- 

:Ifc pit 


A. A. Trlvlllno. 

D. X. Dolan. 

.7, J. Tnnsey. 

\V. Dcl.oiiche. 

P, Holliday. 

G. S. Lovejoy... 

H. .litcohson. 

IV. M. Fink. 


2,120 

G&4 

72S 

1,212 

3,221 

1,,590 

7,361 

2,231 


2.3 

4 .'> 

21 

7 

1 .' 

18 

47 

r; 


IV 

ir> 




;ra",.ra '«.i: 

Hospital, 5; Assistant Residencies and Residencies, 7 


NONFEDERAL 


tvntrnl Hospital ^.x'T 

Methodist Hi’M'''"'.mookiyn; n: v. 

St .Mary s Hospital • .. ..eity 


Mherirordia Hospital 



. 1,130 

10 

1 

1 

25 

V. Del Duca...... 

. 833 

. 1,10.3 

28 

23 

'i 

*2 

lt3 

A. G. Stlglinno. 

F. Castrovinci.... 

. 

. 495 

4 

4 

1 

1 

2 

w 


19. PHYSICAL MEDICINE AND REHABILITATION 

rroortm. In Ih. «««• “m W 

Ph,.,..l .«« I’SSSa. ro'SffMStlMrnlnln, In .!» .P-.I.IB- 

Hospitals, 66: Assistant Residencies and Residencies, 226 


I.OOIltlOIl 


Name ol Hospital 
OHITED STATES ARMY .... san Francisco 

l,ftterinan .Umy H»'P |nl ...Denver 

ritz-siiiioiis Army Hospital . .Washington, D. 

Army .Medical Center .. 


Chiel of Service 


\V, Moore, Jr.... 
.1. V>. Thomas.... 
A. F. .Mastellono. 



riilv('r'?lty o( CulKoniln Ho^pUul . .viuioio, Lyuui. 

Kaiser Foiimlatlon IH’*'!!**" ... 

CnlversUy of Colorado Medical t-tiHir .Denver 

(•,dorado General Hosp tn .;;; .i. H*;";;" 

... YWinnlfiiM . . V’-,.. TTfif/»n <?onn. 


\v\rruw» AiJinin. Hospitnl <^onn. 

*;rnr(**NfW llnv**n ■ iiounitni . RoeVy Hill, Conn. 

ES'.^r-'.'5'!! eSSS; B: 8; 

nv.,Mni,ion,e. c. 


District ' 
Georgeti 


S. Jlead 


J. W. Gcr.stcn.. 
C. C. Hoffman. 

T. F. Hines. 

7V. T. I/il'cr.son. 
.T.'Bnchnnan ... 
C. D. Shields... 
0. D’iso. 


Jiliorel’a'\Varm Springs-Kmory HnlvcrMty- 


Ga. B. Ir. Bennett. 


A. A. Rodriques. 

B. Boj'nton 


Warm Springs. 

. . .. tdlsehociiooica^^r*^^^^!!"^^ 

■ <■■■ .::::8ir«ro L;B.~n 

. 


Kansas City. 

MO. 



\eP'nui^ nosnltul ... ... Brooklyn. 

coiwn ol JWllnl™ Mt Sir 


Montctlore 
Slount Sinn 

Nt ■" 

• . « ■ 

pn'shytorlan Uospuwi -. 
St. iMkcV Hof?pH*j}*■ ■ ■ 


V ■■, 001111111 ’Medical p*’*®''''-jje'w‘york"cttV 

. _ „o,i Home . Now Tork City 

Now Tork City 
New York'^'''7 
.... NW’ToTk OBy 
i-«, . 


Hospital and Home 

.. 


.(Manhattan) 

,. New York City 

.'’’Cleveland 

GlVv Hospital t"*..... Cleveland 

Cleveland County Hospital Cleveland 


« Hospital New Yo.. ^lev., ^ 

Yctornns Admin. Hospital .. Cleveland 


. .::;.yi.T,5:g j» 


D. Bose . 

B. B. Beatty. 

R, McMorris. 

A. L. Watkins... 

p. priedland. 

J, W. Rae, .Ir. 

p, .7. Kottke. 

F H. Kmsen- 

T. P. . 4 nderson... 

C. Brooke . 

J. Ehrlich . 

J. B. Rogoff. 

,7. Sokolow. 

H. Rusk . 

A. S. Abramson. 
M. Dacso .. 

A. S. Rnssek. 

K Harpuder ... 
W. Bicrmnn .... 

."(’"s. Tohis. 

J. S. Tobis. 

H. C. Darling..., 

B. Muller. 

A. .. 

B. Stoll . 

N. Coyne 

p. A. Nelson.... 
jl peszCitynsKl 

B.'b. Sutton..-• 

E. Worden.. 
E. Rosenberg 




2,346 

5,570 

4,012 


20,158 

7,014 

0,450 

1,023 

72,420 


2,500 

7,359 

1,241 

036 

3,422 

693 

2,060 

2,960 

207 
16,735 
9S9 
1,600 
2 242 
3,'l92 
530 
24,676 
2,604 
3,825 
2,812 
17,066 
12,747 
7,784 
5,251 
4,592 
927 


O c 


c s 
3 £ 
Ks- 


=jji 
ci— 
S, 5 
.arl u 
x-g. o 
2: eR 
&i5iO 


7, V. 


0 £ 


•3-g£ "S-yc 56 = 

0 c?=- c t «• 

^-KO y^zii 


127,052 

1 

3 

3 

3 

I] 


201,212 

1 

3 

**' 

100,072 

1 

3 

«s 



1 

0 

3 

245 

97,164 

24,420 

*2 

i 

r» 

3 

3 

3 

g 

iio 

120,715 

1 

3 

g 


17,643 

.. 


1 

20’i 

26,071 

0 

0 

3 

3 

150 

40,031 

i 

1 

3 

s 

■ji 

30,607 

1 

3 


C6,59'2 


3 

3 

1 ) 



48.849 

1 

1 

250 

7,545 

*- 


s 

1:0 

16,113 

1 

- 



151,361 

2 

6 

s 

SfO 

15,624 

39,824 

1 

•7 

3 

6 

2 

0 

3 

3 

3 

... 

43,680 

2 

3 

«*» 

27,829 

50,278 

i 

3 

3 

125 

«»' 

55,445 

»• 

Q 

*3 

• •• 

6 T 

31,393 

3 

0 

0 

0 

3 

134,952 

1 

s 

S 

3 

0 

36,099 

89,147 

90,900 

0 

8 

3 

l> 

11 

9 

t> 

3 

S 

S 

SCO 

m 

ji' 

26,240 

5,352 

1 

1 

1 

3 

3 

•*' 


24S 

5,250 

866 

24,799 

SSO 

12,.319 

’ 1,675 

3,716 

46,623 

934 

4,111 

1,772 

21,844 

5,140 

5.500 

1,391 


110,021 

61,433 

11,460 

30,177 

40,900 

114,707 

36,249 

5,107 

46,608 

’ ’ 91 ,870 
33,193 
166,466 
125,835 
,333,004 
140,989 

33,411 

23.723 

90,000 

86,433 


6 

3 

13 

5 

5 

1 

o 

i 

ii 

3 

3 
1 

4 
4 
3 
3 
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3 

1 

3 

,7 

3 
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2 

3 
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19. PHYSICAL MEDICIiNE AND REHABILITATION-Continued 


f. fc, i; — 




Xainc of Hospital Location 

wtPrin- Uiinio. Hospital .Oklahoma City 

vS- Xin. Hospital . Portland, Ore. 

Hospital of The University of Pennsylvania . Philadelphia 

Philadelphia Gnipral Hospital a. Philadelphia 

Veterans Admin. Hos]dtal . Philadelphia 

Veterans Admin. Hospital .Pittsburgh 

Veterans Admin. Hospit.il .Memphis, Tenn. 

Itaylor University Hospital Dallas, Texas 

r,o 3 Z 3 le< Wann Sprinss Fonndation Hospital for 

(’rippled Children . Gonrales. Texas 

Kaylor University (’oUege of Medicine Affiliated Hospitals 

Veteran* Admin. Hospital . Houston, Texas 

Medical College of Virginia-Hospltal Division . RichmonfJ, Va. 

Voteranc Admin. Hospital .Richmond. Va. 

Veterans Admin. Hospital .Milwaukee, (Wood), Wir. 

Voteran.« .4dmin. Hospital . .San .Tuan. P. R. 


Chief of Service 

E. M. George. 1,.>12 

E. W. Fowlks. 

\\\ Erdniun. 2,13^'. 

A. Martutci. 10,549 

R. A- Schleslnger. 974 

S. Machover .. 5.772 

F. .1. SchafTer. 2,.>47 

E. Knisen... 32.9IS 

O. F. Von Wers'sowetz. 1.7CS 

L. A. Leavitt. 9,210 

H. W. Park. .L4D2 

A. R. Dawson. 4,?/in 

R. Pia«ko-ki. 3.S.14 

H. .T. Flax. .M9 


01,092 

151,046 

24.239 

141v5<y) 

47,453 

9S,79S 

101,100 

10O.S66 

7S.611 

1.tO,432 

74.294 

243,S16 

225,927 

7.616 




160 


20. PLASTIC SURGERY 

Residency programs in the following hospitals have been approved by the Council, the American Board of 
Plastic Surgery and the American College of Surgeons, through the Residency Review Committee for Plastic 
Surgery, as offering acceptable training in the specialty. 

Hospitals. 47; Assistant Residencies and Residencies, f09 


•I. 


c c £ 


Name of Hospital Location 

UNITED STATES ARMY 

Brooke Army Hospital ... San .Antonio. Texa*» 

NONFEDERAL AND VETERANS ADMINISTRATION 

University of California Hospital . Los Angeles 

Vdternne Admin. Ho.^pital . Los .Angelc^ 

Franklin Hospital . San Francisco 

St. Francis Memorial Hospital i-**'. San Francisco 

Univerdty of Illinois Affiliated Hospitals. 

Research and Educational Hospital . Chicago 

.‘'t. Luke’s Hospital . Chicago 

Veterans Admin. Hospital '. Hine«, III. 

Indiana University .Medical Center ^. Indianapolis^ 

University of Kanaa.s Medical Center . Kansas City, Kan. 

•fohns Hopkins Hospital . Baltimore 

Sl..lo<cph’s .Mercy Hospital *. .Ann .Arbor, .Mich. 

Henry Ford Hospital . Detroit 

Mayo Foundation i-s. Rochester, Minn. 

University Hospital i... .Jackson, Miss. 

Barnes Hospital i-a. St. LomV 

Si. Marj-’s Group of Hospitals i-a. St. Loul? 

Partniouth Me<i'cal School .Affiliated Ho.«pjtal.«.. 

Mary Hitchcock Memorial Hospital . Hanover, N. H. 

Veterans Admin. Ho«jdtal . White River Jet.. Vt 

Ih'-pital- of Saint Barnabas, and for 

tVoincn and Children '. Newark, N. J. 

Alliany Hospital i-3. Albany. N. T. 

M. Peter's General Hospital. .Albany. N. Y. 

\oierans Admin, Hospital. .Albany, N. Y. 

Kintrs County Hospital 

1 . Brooklyn. X. Y, 

Ko-Hcu Park Momoria! Hosjiital '-a-ro. BuBalo 

Will Brad Hos'itnl . York City 

' iiliitnliin Prediyteriim Medical Center 

francB Dcliiflcld Ho.'iiital r-a. X'en- York City 

Prcdiyterian Hosidtal ’. X'en' York Citv 

\otk Hospital r-a. X'en- York City 

_ deian e Admin. JKo^pital '-3-=«o. A'ork City (Bronx) 

Rochester, X'. Y, 


Syracuse, N. Y. 
Durham, N. C. 


Mronc Jicinorial-Rochester Municipal' Hos'id't’al’s ... 
ate In.versity of New York Upstate Medical Center 

Ho^jiitajj i-s. 

"■Ac Vniversity .Vfflliat«rHospitiis.' 

Bake Hospital »-3. 

. Durham. X'. C. 

Ohio State Cniversity Hospitals 

l . Columt)US, Ohio 

‘^’^'“homa Hospitals >-■). Oklahoma Citv 

or,?..r,. Allentown. P.m 

Ho>pital of tlie Iniversity of Ponnsvlvanla Philadelphia 

Pro-hyierianAVomen’-rHospital. 


,• • - . 

11 ,,, "™“ -'dmin. Hospital r-a. 

Hosidtai . 

Ihrlor Medical Branch Hospitirls 

‘‘ayJor Inivers tv ^f.v^;onl __ 


Pittsburgh 
Pittsburgh 

. Pittsburgh 

. Dallas. Texas 

. -..... _Galveston. Texas 

Medical College of .AIe<licino Affiliated Hospitals 

MeS , i''" Hospital >-=-»=.. Houston. Texas 

Te'ni;' HO'Mtal >-)>. Houston, Texas 

‘Ma- ( hildren < Houston. Texas 

Houston. Texas 
Salt Lake City 
Madison, AVis. 


T«a« Children's Hospital . 

T,'Hospital *,.* ’'‘ ‘' *.‘ ‘ ‘‘ ‘ ‘. 

iVvt-^itv U 'Saints Hospital . 

Ho-pitn!« 1-3.,,,. 


J. H. Tenery. 

331 


1 

0 

.. 

... 

R. W. Bailey. 

COS 

7,(00 

2 

5 

3 


G. AVebster. 

263 


i 

1 

1 


H. M. Biackfleld. 

077 

i 

1 

2 

0 

SCO 

G. W. Pierce. 

777 


1 

2 

2 

3(0 

P. \V. Greeley. 


,, 

,, 


3 



154 

.. 

,, 

1 

,, 

2 f 0 


2 «IS 

1 

1 

1 


125 


100 

2 

1 

1 


_ 

H. M. Tni.sier. 

4:>s 

4 


2 

2 

215 

D. Robin«OD. 

552 

6 

i 

2 

2 

125 

M. T. Edserton. 

Inch 

in Surgery 


3 

2 

150 

R. 0. Dinginan. 

377 



2 

2 


R. H. Clifford. 

Incl. 

in Surgery 

0 • 

4 

2 

225 

J. B, Erich. 

3,157 

3 

2 

8 

3 

17o 

J. Hendrix. 

DO 

1 


1 

3 

250 

J. B. Brorvij. 

1,156 

6 

4 

S 

0 

75 

F. X. Paletta. 

5SC 

2 

1 

3 

2 

120 

R. C. Tanzer... 

25S 

4 

1 

2 


273 

L. .A. Peer.,.,... 

751 

1 


2 

2 

2(X> 

B. 3Iacomber... 

r/ji 

3 

1 

0 

2 

ir/f 

G. O'Brien. 

757 

1 

1 

2 

2 

104 

F. S. Hoffmeister. 

440 

15 


1 


STO 

A. J. Barskv. 

299 


1 

2 

0 

3 

14(i 

G. H. Humphreys, II. 

114 

;; 


1 

105 

T. W. Stevenson. 

Incl. 

in Surgery 

2 

4 


SOS 

H. Conway... 

4%* 


1 

2 

3 


H. Conway..... 

24S 


1 

3 

0 


R. McConnock. 

375 


1 

0 

••> 

' 117 

L. E. Sutton... 

2Sn 



0 

0 

223 

K. L. Pickrell. 


.. 



3 



1,075 

7 

2 

6 


I**? 


33S 

3 

.. 


.. 

... 

B. C. Martin. 

317 



3 

(J 

2(.»2 

J. r. Burton. 

266 

S 

1 

0 

0 

K. .M, Marcks. 

7('6 


1 

1 

0 

. 225 

P. C. Iverson*.A. A on Deillen 

157 

n 

1 

1 

2 

IfO 

S. M. Dupertius. 

1.703 

s 

3 

C 

2 

175 


T-’x 


** 

•* 

•• 


J. T. Mills. 

7:53 


0 

0 

0 


T. G. Blocker, Jr. 


->1 

2 


3 

100 

S. B, Hardy. 

211 

6 

*; 

3 

“ 

125 

IfO 

S. B. Hanly. 

T. D. Cronin. 

2f'»5 

S2 


•• 



S. B. Hardv... 

ISO 

i 


0 



T. R. Broadbent. 

475 




e> 


W. Slaughter.. 

1.97 

i 

I 


2 

ICO 
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21. PREVENTIVE MEDICINE 


Th. t II I aviation medicine 

acceptable tralnino In the specialty. weoicine, as offirlno 


Siliool 

UNITED STATES AIR FORCE 
WriKht-rnIterspi) Mr J'arro Ihi^-r . 


Loondoii 
Dnvton, Ohio 


''iluxii (If \»iiil|(iii M(>.|l(|iip 


Rtindoliili rield. Ti'xii'- 


UNITED STATES NAVY 
''(JkipI of Ailntion .Mpilirliip... 


Prnuncolti. r/p 


NONFKOEfiAL 

Ohio bintP I'niM r<Ity Medical CVnIcr. Colni/ilms Ohio 


Director 
W F Hall 


O 0 UwinoD, .1r 


For mfoiiiiation rcgardiDB pro 
Krani, ivnte to 
Chief, iledicat Dmiion 
Office Surgeon General, 

D S A F , \\ afehmgton 25, D 0 
For infonnation regarding pro 
gram, write to 
Chief, Medical Di\ islon 
Office Surgeon General, 

U S A F , M a<hington 25, D C 


6^ 

<H 5 
©■3 ® 


ofir 


is 



1 


J C. Early-A Graybiel. For information regarding pro 

irram, write to 

Director, Grndiiafo Medicai 

Training 

Bureau of Jledicmc and 
Surgerv, US X.ny, 

\\ ashington 25, D C 

M r AMic. 


OCCUPATIONAL MEDICINE 

'’i®'" approved by the Council and the American Board of 
friilnMn In H^MinMinn 1 »? Commlttco for Preventive Medicine, for THREE years of 

I? innin!I('i“"( I peadcrtilc portion of these residencies will be Qiven in the institutions 

listed. T/ic innlnnf fralning s befno arranBCd. For further detailed Information concerning a program. It is 
suggested that the applicant write to the physician In charge of the particular program concerned. 


I.pciitlon 

t nUcrdlj ot liochc-tcr .School of .Midlclne 


and Di'ntMn-. lioihiMcr, N \ 

I’tiiu'r'lti (>I Cincliintul Institute ol 

Itidustrlnl Health. Ctillege ol .MedUlne. ('iiielniiaii 

(ih'o State Unlitf'lti .tfodfeal (’enter. 

Diinrtmeat of I’roientlio .ffeitfeine.... Coltinilui'-, Ohio 

frillen-ltj of I’lltshurgh. 

((rndunio Srhnn! ol I’lildie Health.. Pltldiiirgh 


Phyelelan in charge 

.1 H Sterner... 

It A Kchoe. 

f\ F Ache. 

\ 0 Kainmer. 


PUBLIC HEALTH 

Residency programs In Public Health In the following states have been approved for TWO years of training 
by the Council and the Amerfc.nn Board of Preventive Medicine, through the Kesldency Review Committee for 

Preventive Medicine. 


Di'l'iiriinent of Health 

Slate of Cnlllornlii.. 

State of Delaiipre . 

state of I'loridn.. 


state of llllnol*. 


state of Knnsii'i. 

stiitc of sfnrjlmul . ... 


Stale ol MRhlgaii 


state of Mliiiie’-otn . 

.Sen YorL C\l\. 

state of b'eu lorl. 
state of North Carolina 


.Slate ol Oregon . 

Slate of Texas . 

State of Virginia... 
state of WasUinglon 


Location 

Ilerl,eley. 

.1101 or. 


Direct 01 

M H Merrill . 

I' I Hudson. 


..lacL'-oni lllc.A' T Soiider 


.s’liringlleld. 


If If Cro'-a 


I’mieKa ... 
.Baltimore 


.T K Hood . 

j: Dim ens. 


Laii-lng . ' L Hcusti« 

.Minneapolis. K N* UiUD Seex and 

I \ Ofl .. ». 

New York City. R P, Kamlle. Dep Com 

Allaini H D HlUelioc 

Raleigh . . ' A' R ^’orton 


I'oilland . .. 

.Austin . 

.niilimond .... 
.Seattle 


. U Al Erickson 
F C Kluth 
. M I Shnuholti' 
B Biieoi e 


I ocal Areil' 

San Diigo Countj i">. 

Kent and N'cir Castle 

Counties u>).. 

Alachua County ... 

Dade Jfiaim . 

Hillshorough-Tampa .. 

Pindlns St Petersburg. 

Cook County 'ai <p). 

Peonn (City) and Peoria 

County (s' 's’ .. 

Will Countj "> . 

Kansas Cltj’-AA'yandotte . 

Topeka Shawnee . 

B ichltn Sedgwick . 

. .Anne Anmdel County . 

Baltimore City .. . 

Baltimore County . 

Montgomery County . 

Biishmgton Count! . 

Calhoun County . 

Detroit.. • •,••••• 

.Michigan Dept of Health .. 

Minneapolis City . 

Ohnstend-Rochester. 

(n> 

0 ) 

Charlotte Mecklenburg Countj 
Forsvtl) AVinston Salem . .. . 

Halifax . • 

Orange Pearson Chatham Lee 

Pitt . 

.Multnomah Counti. 

(e1 

Aiimgton County . 

Bremerton Kitsap . 

Clark Skamania . 

King Seattle . 

SpoKane City .. 

Tncoma-Picrce 


Population 

ste.coo' 

(ij.SOO* 
TjT.TOO* 
3,A’,GOO* 
235,100* 
713,OSS 

i7t,3i; 
ISJ.SW. 
mfiw 
115,OK' 
29T,3SS 
171,700* 
‘)7f 000* 
370,100* 
250,oOO* 
35.700' 
123,230 
1,900,270 

(lit) 

M2 m* 
43,30. 
3,010,000 
941,000 
227,321 
153,422 

50 , 5.30 

117,707 
05,377 
119 720* 
,590 103* 
IfSW 

< 11 , 100 * 
sfS 700* 


ktilisU I 
(Month! 
3)S1 

MOKO 

tjOO 


viit.m 


(II (rl 


S >)1 


vfpl 


vjpl 

^'1 

vllT 


S7(0 


_ ___’—-— -_ . . Kcc •fhrniinh 559. 


IlCd lO IIID'T _ _ — _—--—-, __ 
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Hi lor reniunerntlon on an inOiviilual ba=i*. ^ , t 

(c) 4 > oity-coumy or county liealth ilftfiartincnt? ami r. city health department*: in which training may be given depending upon local condition- and The 

^^given in a conil*iniition of one county, one union health, and seven municipal health departments and in the divisions of the State 
ivj-amii^^nt arranged for securing tlu* MPH degree after ^ucee-sful completion of residency experience. .Appointments wiB he limited to those 

t'alalne for service In Oregon. 

(j) Kxclndes Detroit and Dearborn, each with full-time health oflicer.^. 

(!•) To tho^e training for service in Minnesota only. ^ 

(}) Training 1*“ given in any one of lo eitv health department^, if* ^oun^y health departments, or IS district omces within tne sraie. 

(m) Training to I'C with Michigan Department of Health, with field experience in local health departments, 
ic' InthaU'A traiaitig at Montefiore Hospital. 

( 0 ) Training gixen under one director In both the City ami County Health Departments. 

(ni .Stipend oflereii only to tho-e re-iidents uho plan to remain in public health work in the state at least six years. 

(r) Arrangement' for remuneration made upon determination of flpld or interest and location desired. 


22. PROCTOLOGY 

Residency programs In the following hospitals have been approved by the Council and the 

Prottology, through the Residency Review Committee for Proctology, as offering acceptable training in tne 

specialty. 

Hospitals, 13; Assistant Residencies and Residencies, 33 


Name of Hospital Location 

NONFEDERAL 

While Memorial llnspilal . Los .Angeles 

Uih'uer Foundation Uo.-pUul ’. New Orleans 

Ferguson. Dro'to. Ferguson Hospital'.Grand Kapids, Mich. 

University of .Minnesota Hospitals . Minneapolis 

Mayo Foundation . Rochester, Minn. 

Buff bIo General Hospital . Buffalo 

Millard Fillmore Hospital . Buffalo 

Yourjg«lo\vn Hospital . Youngstown, Ohio 

Allontown Hospital . .Allentown, Pa. 

Tempi? Cniver^ity Hospital . Philadelphia 

Health Center Hospitals of The Crjjver.diy of Pitrshtirgh 
Schuol of .Mevliclne 

Preshyterinn Hospital. Pittsburgh 

Baylor Cnlversity Hospital . Dallas. Te.vas 

Milwaukee County HoM'ital . Milwaukee 


Chief of Service 

U. 31. Young. 2S0 

.M. O. Hines. 295 

J. A. Ferguson. 2,115 

\V. .L Fancier. Inch i 

R. .1. Jackman. S24 

L. S. Knapp. C20 

tv. H. Bemhoft. *279 

P J. Fuzy. Jr. 729 

M. S. Kleckner. 772 

H. K. Bacon. C70 

K. Zimmerman . 

C. Rosser. S^>9 

L. J. Sehwade. S«.i3 



tm * 

2 S 

* 

-- . « 

■* c i 
5 

tc 


5 (Li* 

* 


3 — 77 

c 

'"Is 

Sll 


111 

c 

< 

&.s=o 




1 

1 

o 

2 

150 

o 

1 


o 

275 

22 

o 

I 

et 

275 

Surgery 

1 

1 

o 

1S5 


2 

8 

n 

175 

*3 

1 

2 

o 

175 

1 

1 

3 

o 

2S5 

6 

1 

o 

2 

175 

3 

1 

1 

a 

225 

4 

2 

4 

2 

... 

1 

‘l 

0 

2 

175 

1 

3 

o 

2 

• 195 

4 

1 

2 

et 

207 


•23. PSYCHUTRY 

Residency programs In the following hospitals have been approved for THREE years of training by the 
Council and the American Board of Psychiatry and Neurology, through the Residency Review Committee for 
Psychiatry and Neurology. (Applicants intending to qualify for examination by the American Board of 
Psychiatry and Neurology, Inc., should refer to the Board requirements that the candidate have had at least 
two of the three years of his training in a program or programs approved at the two or three year level- 
see summary of requirements American Board of Psychiatry and Neurology, Inc., page 59t.) 

Hospitals, 170; Assistant Residencies and Residencies, 2,602 


Xuine of Ho^iiital 

, UNITED STATES ARMY 

i.Mtmnau .truly Hospital . 

Fiti'iiiiiiDs .truly Hospital '■ . 

.ttmy Jledieal Center . 


UNITED STATES NAVY 

C. .s. Xaval Hospital ... 


UNITED STATES PUBLIC HEALTH SERVICE 

f. .S. i-iiWIe Health Serviee Hospital . 


DEPARTMENT OF HEALTH. EDUCATION 
AND WELFARE 


Location 

Chief of Scr\-ice 

T. 

^ W* 

X 

< 

“Si 

si* 

r.~ 

x*5 a 
2: cS: 
fcCSO 

Si 

— S'? 

=1 
u — 

c 5 

£3 

c c, c 

5; 


0. Weaver. 

691 


6 

28 

12 



P. B. Smith. 

4n 


6 

18 



, M'ashington. D. C. 

R. E. Clausen, Jr. 

1,037 

3 

8 

24 

" 

... 



.. 237 


4 

12 

12 



.... Lexington, Ky. 

J. Grider. 

3,316 

ID 

4 

30 

... 

Washington, D. C. 

E. Y. WllUams. 

235 


2 

o 


216 

Wa.*:hingtoii, D. C. 

M. Overholser. 

6.223 

315 

9 

24 

20 

3iM 


NONFEDERAL AND VETERANS ADMINISTRATION 
of .tiatiaiaa .tleilical Center 

Cmldrea s Hospital . Binninpbain, .tia. 

i an ersity Hospital and Hillman Clinic . HirminghaTn, Ala. 

Veterans .tdmin. Hospital v. Birmlnitbam, .tia. 

l.nhersity of Arkansas Amiiated Hospitals 

Veterans Admin. Hospital ».No. Little Roek. .Atk. 

t .imarillo .Slate Hospital i. Camarillo. Calif. 

Wraln. Hospital i-a. Lodr Beach, Calif. 

n iVes^Oe Hospital '. Los .Anccles 

‘-“Nfornia Hospital >-e. Los Aocelcs 

Hos|iiial i-a-er.. I.os AdkcIcs 

.Norwalk, Calif. 

I.an-'W pXXVTx-vv . Palo Alto. ColiL 

Llinic . jjan Franci-co 

.San Francisco 

. Sepulveda, Calif. 

... Denver 

iii'^ilute^nf T Hospital'-s. Middletown, Conn. 

.. Hartford, Conn. 

PairMi f^nmimmlty Hospltai . New Haven, Conn. 

-NoTOkh St^,„ 'a -a.Newtown. Conn. 

Veterans *. .Norwich, Conn. 

. ■"■est Haven. Conn. 

Hospital >-. rnmhnrst. Dei . 

Numerical and other references will be found on pages 536 through 553. 


-vietropolitan State Hospital 

' eterans Admin. Hospital j-s-ti ' 

™''ey.Porter Clinic. 

•Mnaford I'niversity Hospitoir'-s. 

•^'Dnln. Hospital 

tMw'.,'L‘’i ‘-■“■"'•''do Mcdicai'cVntw' 
Vftmn Hospital 

-'dmin. Hospital i-s-st.. 

* unO'Vtifvnt Mtfstis %_« .. 


L. Cavony. 

L. Caveoy. 

IL Janis. 


550 

322 


S. Chappell. 3,0S9 

H. Garrett. 9,592 

Feld .. fvj 5 

Staiobrook. lOOT 


Q. Brill. 

T. Ferguson. 

£. Wyers. 

D Von Witdeben. 

i*imoD . 

S. Johnson. 

C. 3l8ce. 


S. Gaskill. 

L. Woodfln. 

S. Whiling. 

.1. Braceland. 

Lid? . 

E. Oilman.** 

H. Kettle. 

B. Brody. 

A. Tnmmlnnz.....] 


62 

3.m 

3.7T0 

322 

356 

3,039 

734 

631 

4.450 

975 

39 

2,S15 

i.CSl 

52S 


30 

154 

2r. 

1 

341 

49 

21 

COO 


300 

1 


4 

4 

1 

6 

6 

IS 

C 

10 

9 


32 

4 

5 
S 

'o 

s 

12 

4 


12 

32 

3 

30 

20 

54 

36 

2S 

•44 

6 

20 

40 

S 

20 

36 

34 


14 


46 


11 

15 

34 

13 


35 

19 


S95 


246 

195 


584 


200 

£0 


216 

^6 

S3S 

75 

440 

440 

^lO 
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23. PSYCHIATRY-Continued 


OcL 5, 1 S 5 J 


Niiiiii' ot Ho'-jiltnl liOciition 

Ci'orcotown l'nlviT>lly Hixpltnl .Wnshinfrton, B. C. 

.Tiu'ksiin Mpinorliil Hdxpltiil . MInmi, Pin. 

I'nlvi'r-ity Ho^pltiil '. AviKii«tn, Gn. 

V('tornti« .Xiliniti. Hoipltnl . AviKP'tn, Gn. 

• ’hli'iiKo Stntp U(""pitnl . ChlcnRo 

i’odV I'omity Hoipltnl . Chlcnjjo 

MIpIiupI Room' Hoipltnl. Clilcimo 

.Moppt Sliini Hoipltnl . Chlcnpo 

Nortliwi'itoni I'lih-prilty Mcdlfiil ('enter Chlentro 

CldeiiKO We»ley .Miiiioriiil Hoiiiltnl . Clilenco 

Veternm .Vdinin. Hmidtid . Downey, 111. 

rri'il.vterlnn Hoipltnl. ('lilcnKO 

•St. l.iike'i Hoipltnl . Chicnco 

Slrlteli School o( Medicine .Vtllllnted lloiidtnli 

l.orctto Hontltnl . (’hlenuo 

Mercy Hoipltnl >->-”». Ghlenjro 

1'idvcr.ilty of ('hlcniro (’llnici . H,,*''*^** 

I'nlverilty of llllnoli Nenropiychlntrle Inititnte . tliletiKo 

Vetcrnni .\dinln. Wen Side lloipltnl . 

Veterntu .Vdmin. Hoifiltnl '. Hlnei. 111. 

Inillnnn I'nlverilty .Mllllnted Hoipltnli 

■ Indlnnniioili Gcncrnl Hoipltnl *■”*. Indliiiiiipolji 

Indlnnn Cnlveriltv .Medlcnl ('enter Hoipltnl . Ind nnnpolU 

Veternm Admin. Hoipltnl >-». Indlnnnpolli 

lown State l’eycho|inthlc Hmpltnl ...i- „ 

I’nlxerilty of Kiiniin .Medlenl Center . Knmni (■!•>. e-'}’'- 

Veternm Admin. Hoipltnl. Knmni t lty. Mo. 

C. P. .Mennlnirer Memorlnl Hoipltnl '■’. .1,*'!'®^"’ h"!!' 

Vetemni .\dmln. Hoipltnl >-»->>=. lopekn. Knn. 

I'nlverilty of T.otilivllle Hoifdtnli Wv 

Veternni Afimln. Hoipltnl >->. 't noUvine' Kv’ 

I.onlivllle General Hmpltnl . Lv c' Kv’ 

Veternm .\dmln. Hoipltnl . l.outnille. K>. 

Charity Hmidtnl of l.oulilnnn Orlenm 

l.dnlilnnn State I nlverilty I nit '. Q' ' ® 

•fulnne Cnhenlty UnIt.C.,. Todtlinore 

.lohni Hoitklm ’ .1!!!!!!!!!! Unltlmore 

(nlverilty Hmpltnl ) . Ciiloniville. Md. 

Veternni Admin. I!.n'‘l',l“'.l. . ^ To««on.-Md. 




K 


t, T 

I 

z 



s 

2*5* 

•f ^ 

z“ 2 


=1 

cr 

g. 


„ 5 ? 


Chief of Service 

& z 


CniiiC 

s-ese 


G. X. Raines. 



8 

2S 

ir. 

,1. M. Caldwell. 

i,6ii 

5 

n 

15 

H. CIcckley . 

r»92 

1 

3 

5 

.. ^.1 

M. Dnnn . 

2,1.56 

30 

1 

1 


K. Gyarfas . 

7,080 

83 

25 

50 

2! j.' 

R. C. Hamill. 

7,844 

10 

3 

5 


R. R. Grinkcr, Sr. 

760 


5 

15 


I. Flnkclmiin . 

441 

o 

1 

0 

ir. 

B. Boihei .. 

.. 4,587 

89 

20 

si 

•1 


58^5 


1 

1 

li 

V, 


3.:i:>7 

86 

20 

ss 

B. YV. .V\cry. 

075 

1 

3 K 

F. .7. Grrtv. 

W>3 

5 

1 

3 

22 IS 

.1. .1. Madden. 

.., *575 

3 




.1. .1. Madden. 

310 

1 

3 

9 

2 " 

C. K. Aldrich. 

141 

1 

3 

10 


F. .1. Gerly. 

194 

.. 

4 

11 

27 12, 

B. Halporin. 

398 

3 

3 

G 



1,. .Ten«en 


D. Sehinler . 

.1. I. Niirnlicr(,’er. 

K. .1. POKCl. 

P. K. Hmton. 

W. Roth, .Ir. 

W. E. Olion. 

K. Mennlmrer. 

P. K. Feldmnn. 

F. F. Merkcr. 


j.)9 

’rat) 

.•?»! 

117 

176 

249 

1.817 

1,937 


1 

12 


16 


W. Fox . 

See liitlm.' of thii hoipltnl In 

W. K. Keller. 

S. S. .\ckcrly. 

A. Gulk’hn . 

C. Wntklni . 

R. G. Heath. 

.1. C. IVhltehorn. 

,1. E. Fineilnk’cr. 

I. 'I'nerk . 

W. .M. Harris. 

H. M. .Murdock. 

.1. Mnnn . 

IV. .Mnlamud . 

H. 0. Solomon. 


3,118 J 

Following Section. 
977 3 

273 1 

313 


91.') 

7.->3 

22.1 

488 

4.838 

2.343 


4,497 

’8.i(i 


92 

46 

2 

11.3 

1,736 

1 


4 

4 

4 

5 
11 

3 

.1 

16 

16 


3 

39 


12 


7 29 3i' 

6(1 29 Je 

5S 29 237 

3 .. 20 

3 .. 2'^ 

4 .. 226 

3 32 


12 
12 
IS 
1.1 
20 
10 
12 
SO 
13 
. 31 


31 

31 

SG 


l(e 

I'll 

rvi 

jj 

S17 

a: 

111 

2.6 

an' 


Veternni Admin. Hmidtnl ’■>.. .Mn.n. 

Woreeitei State Ho'plGil J-’. Arbor. Mich. 

I'nlverilty Hmpltnl . . Bctrolt 

Heiirv Ford Ho'fdtnl .. _ Detroit 

l.iifnyette Clinic .. Detroit 

Rec'lvlng Hmpltnl Klolie. .Mich. 

Wayne County (.enerni llmpltnl nnd Inflrmn J Northvllle. .Mich. 

.Northvllle Stnte Hmpltnl . Pontine. .Mich. 

Pontine Stnte Ho«pitnl . .. Ypiilnnti. Mich. 

Ypiilnntl State Hmpltnl ’ . . Minneapolii 

I'ldver-lty of Mlnneiotn H_o»pltnli jlinneapolii 

Veternni Ailmin. Hmpltnl . Minn. 

Mnyo Foundation . 

Veternni .\dinln. Hoipltnl . Biloxi. .Min. 

Gulfport .Knmni City. Mo. 

Knnia« City General Hmpltnl No. l. .j.omi 

Bnrnei Hoipltnl St. I.ouii 

St l.ouli Stnte Hoipltnl.. St. Eouii 

Veternm .\dmln. IlnipUnl ‘-='. • • ■ • • •-'Vs.. Omn in 

Nebrnikn Pcychiatrle Imtltutc > » .. Omnhn 

Veternm Admin. Hoipltnl^ -a. Hnmmonton, N. .1. 


A. H. Brnvermnn 

S. TnrtnkofT . 

A. S. Mnion. 

S. Kligeimnn .... 

It. W. Waggoner. 

I,. 1). Proctor— 

.1, S. Gottlieb. 

.1. M. Dor.icy. 

.1. Beliilc. 

G. R. Forrer. 

I. A. Ln Core. 

O. R. Yoder. 

D. W. Haitingi-R. 
W. Simon . 

H. P. Rome 

K. R. Bennett. 

.1. .1. O’Hemnc 
K F. Glldcn.. 

G. Ulett 

L. H. Kohler. 

B. A. Cruvnnt 

C. Wittson 

F. .\. Mnjkn. 

M. Mendelion. 

M. P. Rosenblum.. 

h! S. Mngcc. 

\V. B. Holt. 

T. H. Gilmore. 

N. Beckenstein ... 


.Icnsen. 


22 

7 

9 

39 

... 

2 

10 

50 



20 

n 

G 

21 

41 

5 

5 


fi\X 

80 

2 

35 

7 

12 

1 

12 

1 

I’i 

ii 

321 

» 

50 

.11 

24 

4 

11 

111 

241 

43 

81 

6 

8 

IS 

20 

in 

5(1 

5(1 

102 

1 

G 

4 

IS 

11 

2 

46 

M 

1 

3 

12 

47 

iii 



. 

>I,.nlclpnl Hmpltnl }:®n‘®®ntcr.’.'. . .- 


, "IV®"i“.o,.Vl’nn”Mc(rienl Center.. York City 

(•ohinib!«'l/®.i,V.U p,;„i;i„trie Imtltute... Y^ork City 


Bronx 


A. Zitrin . 

M. Rosentinum 
L. C. Kolb. 

J.’ H." Travis.. 


Pre'ibVtcrKin .vmk cltv O. Dicthelm 

nob, .Ann State Hospital •' .••••••;; .New York City ^ 

H B. Flowers... 
R.’ E. Peek. 

Bloipltnl .. ... Orangeburg, N- 4. ■ ^ Kilpatrick. 

Ycternne Aduu • j .. Poughkeepsie, N. Y. • kb Burt 

KI’;®r St..tj^Hm^^ N; c’F.’Terrenee 

references wl 
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Name of Hospital Location 

. Rochester, X T. 

... Schenectady; X. T. 

I!V,« I'niversitT oi Neff York Upstate 

^wLTccaS Syracuse. X. Y. 

Veterans Admin. Hospital V’vrs. Syracuse, X. Y. 

Syrfrase Psychopathic Hospital . v v 

G^sslands Hospital .;U-V,i-"V ' v' v 

n^-rVim ctntP Hnsnital .West Brentwood, L. I,. Y. 

pj^rim State Hospital .. . i-s-io*.... white Plains. X. T. 

. Chapel Hill. N. C. 

Vhitp Hospital .*. Durham, X. C. 

Veteran? Admin. Hospital .Durham. X. C. 

Grarlrn-Xorth Carolina Baptist Hospital \\ incton-Salem, C. 

CDlversitV of Cincinnati CoUe^'e of Medicine Hospital Group 

Cincinnati General Hospital . Cincinnati 

Cleveland Recemnir Hospital and State 

Institute of Psvchlatry . Cleveland 

Western Reserve University Medical School Affiliated Hospitals 

University Hospitals i-a...-.. Cleveland 

Veterans Admin. Hospital . Cleveland 

OWo State University Hospitals 

Columbus Receiving Ho=pitnl .Columbus, Ohio 

Harilinp Sanitarium '. Worthington, Ohio 

Central State-Griffin Memorial Hospital . Xorman, Okla. 

Unlversitv of Oklahoma 31edical Center 

’ University Hospital i-a-sif. Oklahoma City 

Veterans Admin. Hospital i-a-ss*. Oklahoma City 

.DanvlUe State Hospital . DanvlUe, Pa. 

Norristown State Hospital .. Xorristown. Pa. 

Eastern Pennsylvania Psychiatric Institute . Philadelphia 

Pennsylvania Hospital—The Inctitiite and the Department 

forSlental and Xervous Diseases . Philadelphia 

Philadelphia General Hospital ®. Philadelphia 

Philadelphia Psychiatric Hospital . Philadelphia 

Temple University Hospital ’-s-sss. Philadelphia 

Western Psychiatric Institute and Clinic . Pittsburgh 

Warren State Hospital . Warren, Pa. 

Medical Collere of South Carolina Teaching 

Hospitals 1. Charleston, S. C. 

* • 1-3. .Memphis, Tenn. 

al . Xnshville, Tenn. 

' '"S. Dallas, Texas 

' Branch Ho«p(tnls .Galveston, Texas 

Medicine Affiliated Hospitals 

Jefferson Davis Hospital . Houston, Texas 

•Methodist Hospital . Houston, Texas 

Veterans Admin. Hospital i*3-3co. Houston, Texas 

UnlversitT of Utah Affiliated Hosvvitals 

Palt Lake County General Hospital ^.Salt Lake City 

\eteraDs Admin. Hospital .Salt Lake City 

University of Virginia Medical Center Hospitals 

.r^’pJverrily of Virginia Hospital^-*. Charlottesville, Va. 

Medical College of Virginia-Hospital Division . Richmond, Va. 

tetcrans Admin. Hospital . Richmond, Va. 

Iniversity of Washington Affiliated Hospitals 

King County Hospital Xo. 1 (Harbor View) i. .Seattle 

\etcrans Admin. Hospital *-*. Seattle 

Iniversity Hospitals . Madison, Wis. 

\cterans Admin. Hospital .. Milwaukee (Wood), Wis. 

Hospital HatoTejas i'®. Bayamon. P. R. 


YTRY—Continued 
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. T. 

~ C, 

X 
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2.2 
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^|s 

■Sis 

III 

UZ 

c|n 

Chief of Service 


< 


c-^iO 


PX'-' 

J. Romano .. 

1,361 


s 

26 . 

63 

117 

150 

J. L. Best. 

1,514 

i 

2 

5 

•• 

M. Hollender.. 

S02 

1 

5 

15 

.. 

233 

\V. A, Mann.. 

... 3.57 


1 

6 


*:' 

M. H. Hollender. 

536 

i 

2 

6 


F. V. Rockwell. 

1,272 

6 


23 

• • 


H. J. Worthing.. 

14.433 

129 



4o0 

150 

J. H. WaU. 

7U 

5 

6 

12 


G. C. Ham.. 

... 653 

1 

J2 

40 



E. W. Bu.<se.. 

42S 

.. 

6 

20 

.. 

200 

J, B. Parker. 

333 

.. 

1 

3 

• • 


A. C. Randolph .. 

... 


2 

9 

•• 

M. Levine .. 

1,122 

2 

J2 

42 

69 

166 

E. X. Hinko ... 

1.377 

10 

6 

IS 

•• 

333 

D. D. Bond ... 

211 


3 

9 

71 

125 

J, R05S . 

279 


4 

4 

71 

... 

R. M. Patterson . 

Wf) 

3 

6 

24 

10 

333 

H. S. Evans . 

594 


3 

5 



H- G. Hightower . 

4.417 

65 

4 

10 

•• 

L. J. West . 

66 


3 

9 

.. 

... 

J. T- Shurley . 

.%9 

2 

1 

6 

.. 

433 

R. L. Gatski . 

3.315 

41 

7 

26 

.. 

A. P. Xoyes . 

... 5,450 

143 

8 

23 

.. 

5?3 

J. E. Davis. 

326 


3 


10 

300 

L. H. Smith. 

343 

9 

6 

17 


200 

J. Stauffer. 

1.W1 

14 

4 

12 

.. 

405 

S. Cohen. 

1,321 


5 

15 

.. 

167 

0. S. English. 

ns 


6 

18 

74 

2CT 


... 450 

o 


48 

75 

R. H. Israel. 

4,191 

127 

14 

32 

•• 

433 

J. J. Cleckley. 

437 


1 

3 


137 

T. S. Hill. 

3.>4 


4 

12 


250 

W. F. Orr. 

101 


o 

6 

76 

50 

H. L. Stubblefield. 

125 


3 

6 

10 

125 

T. Harris . 

2,.553 

12 

10 

30 

77 

160 

W. T. LbamoD. 

2S6 


2 

5 

.. 

75 

M. C. Bettis. 

... 456 


3 

3 

,, 

100 

A. D. Pokorny.. 

1,433 

*3 

6 

17 

78 


C. H. H. Branch. 

309 


5 

16 


200 

M. P. Graeber.. 

652 

12 


6 


... 

R. W. Garnett. 

.... 751 


4 

9 

EO 

50 

B. r. Gayle, Jr. 

717 

2 

1 

3 


75 

A. Dan? . 

729 

2 

1 

4 

£2 


H- S. Ripley. 

.,.. 1.755 

6 


1 

.. 

145 

M H Johnson. 

3.35 


4 

12 

63 


B. Ro'*s«Ier . 

1.20S 

10 

10 

30 


100 

B S. Wells. 

1,805 

18 

2 

4 



B. F«»man»iez*.Marina . 

.... 5?5 


3 

9 

,, 

200 


Residency programs in the following hospitals have been approved for TWO years of training by the Council 
and the American Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology. (Applicants intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should rcrer to the Board requirements that the candidate have had at least two of the three 
years of his training in a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 554.) 

Hospitals, 54; Assistant Residencies and Residencies, 410 

UNITED STATES NAVY 

r X“'"! Hospital i-a. Oakland, Calif. 

i- b. Naval Hospital ». Philadelphia 

nonfederal and veterans administration 

. Tuskegee. Ala. 

. Berkeley. Calif. 

Off w.rv.S,'? General Hospital i-a. Washington. D. C. 

Dn .1 r " , University Hospital . AVashington. D. C. 

'> eran; 'J'!"'!"' Hospital >-». Lexington. Ky 

“. 

. 

Hospitai ...I.'”.. Boston 

'. Walthant. Mass 


Waverley, Mars. 

8. llinneapoli? 

on, Mirs. 


. 


St. Louis 
Ingloside, Xcb. 


U.-tiM UOSpltlJ 

U--tlnvs state Ho=pitnl > 

Hospital.. Omaha 

Yt'r'.Wr G'cHprook Hospital . Cedar Grove. X. J. 

VI . Gre.vstone Park. X. J. 

New V ' Hospital . JIarlboro. X. J. 

'tte-ans j,im'™,r*JNhiatric Institute i-’. SkiUman, X. J. 

.Apltmn. Hospital . Buffalo 


M- E. Roudebiisb. 

1,079 

o 

4 

8 



J. F. McMuIlin. 

1.103 

3 

4 

8 

•• 

... 

W. E. Lewi.-. 

2,235 

11 

2 

0 



A. E. Bennett.... 

,'.95 

1 

1 

3 


300 

X. Relder... 

113 



7 


200 

J. Schultz. 

4,206 

6 

3 

3 


258 

W. Overholser. 

959 

1 


1 


150 

S. G. Bedell. 

G99 

3 

2 

5 


175 

E. J. MeUraine. 

♦U 


o 

4 


2.50 

E. . Mraus. 

3^«93 

o-> 

i 

1 



B. G Heath... 

•■>77 


2 

4 

34 


L. H. Bariemeier. 

615 


3 

12 


2.50 

I. L. Hitcbman. 

4,683 

118 

4 

11 


31S 

G. L. Bihriag. 




S 


330 

E. LIndemann. 

.9.7% 


o 

3 

40 

67 

M. Asekoff. 

2,931 

a> 

2 

4 


255 

A- H. Stanton. 

177 

6 

4 

14 

40 


B. W. Anderson. 


3 

1 

o 



F. J. Moore. 







E. F. GiWca. 

t>31 

6 

o 

6 


2f>l 

J. A. Wolford. 

2.313 

20 

4 

6 

52 

400 

C. H. Farrell. 

S34 

4 

2 

6 


210 

J. G. Sutton. 

4.332 

9’ 

6 

IS 


420 

A. Crandell. 

9,390 

153 

4 

12 



J. B. Gordon. 

4,400 

110 

o 

4 


51 % 

B- S, Garber,. 

... 1,62« 

20 





B. G. Schutkeker. 

179 

1 

1 

2 




Numtrical and other references will be found on pages 556 through 


559. 
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23. PSYCHIATRY-Continued 


Xnmc of flospUnl 

Vptrrnns Admin, llosnttnl . 

Hillside Ho.sidlnl . 

St. Vinceiit’.s llosnltiii .. 

Gon-nmln Slnto Homeoimthlr IJospItnl. 

Klnc.s Turk Stnte HospUtil . 

Murry State Hospltnl . 

Middletown Stnte Hoiiienpnthlc Hospilnl 

Mmmv Sinn! Hospltul ’-n. 

IllRh Point Hofidtnl ... 

I'tten Stnte Hn.«idtnl '-J-sos... 

WlUnrd Stnte Hospltnl .. 

Hnrlem Yidley State Hnspitnl . 

State Hosiiltnl . 

t’levelnnd t'llnle Hospltnl . 

t'oUtmlnis Stnte Hospital . 

Oretron .state Ilo-pltnl >. 

Allentown Stnte Ho«pltnl..... 

Veternm Ailmin. Hospital '•»-»»». 

Emliriwllle State Ho^pitnl ’.. 

UnrrlMmn: St.ate Ho.ipilnl . 

Friend'.' Hojpltnl ... 

Hospital of the t?niversity of Pennsylvnitln 

I'tiilndelphla Stnte Hospital . 

Stnte Hospital for Mental Hi.'enses *.. 

Eastern Stnte Hospttnl ’■*. 

Milwaukee Snnitnrium . 

Territorial Hospital . 


Location 

Cnnandnliriin. K. Y. 
... Glen Onks. N. Y. 
.... Harrison, N. Y. 
..... Hclmnth. N. Y. 
.. Kinits Park, N. Y. 

. Mftrcy, X. Y'. 

.. Mlddletnrrn. N. Y. 

.New Y'ork City 

Port Chester, X. Y. 

. Utictt, X. Y. 

.WlUnrd. X. Y. 

.... WInKdntc, X. Y'. 

.RnlelKh. N. C. 

. Cleveland 

..., ColutnliUR, Ohio 

.. .Salem. Ore. 

. Allentown, Pn. 

.... ContesviUe, Pii. 
.... Emhreevllle. Pn. 
.... Hnrrlslnir(r, Pn. 

.Phlladclphln 

.. Phlladelpliln 

. Pliilodclphln 

. Howard, R. I. 

.. WiillnmshnrK, Vn. 
. Wmiwniitosn. \V!s. 
. Knneohe, T. H. 


Chief of Serr-Ice 
D. Hnvis.. 

J. S. A. Miller. 

R. D. Iscmla.. 

I. M. Rossmnn. 

C. Buckinnn. 

X. Blcelow . 

H. Picn.siire. 

M. R. Kaufman. 

A. Gralnlck....,. 

B. B. yoiinK. 

K. KcUl. 

L. P. D'Honnell. 

W. A. Slke.R. 

G. H. ivminins. 

B. Kovltz. 

H. L. Xclson. 


M. .T. Gnnlncr. 

A. 0. Hecker.. 
H. C. Eaton.. 
T. L. Hchne... 

■K. Appel. 

E. L. Slelke... 
,7. F. Rcenn... 
J. E. Barrett.. 
C. W, 0.«Kood 

B, .A. Kimnilch 


s a 
ag 

i!r' 
2,0&t 
5tK> 
49.) 
3,703 
8,901 
3,819 
4,311 
119 
300 
3,4 (5 
3,843 
0,708 
3,G29 
810 
3 ,.t01 
5,189 


2,089 
1,321 
2,7.50 
iWt 
18 
7.421 
4.SOS 
3,226 
dOS 
1,770 


a 

o 


SO 


67 

113 

33 

97 


01 

74 

8! 

48 

122 

159 

40 

3.1 

37 

7 

43 

ISO 

81 

18 

20 


SI 

« On 
Cf3~ 

PhKO 

3 

9 


gl! 
•So 8 

p oc 

G 

19 


sf 

SiS 

65 

10 
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4 
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2:5 

0 

4 

12 

5 
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^;,A 
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4 


tl 

4 

5 



4 

S 

55 

r>5 

/ 

7 

|V' 

4 

8 


r.' 

1 

3 

'io 

in 

8 

24 

10 

5'^ 

2 

S 

•• 

57i 

7 

12 

n 

... 

8 

9 



8 

12 


593 

4 

6 


4'<' 

C 

12 


2'\^ 

12 

36 


5^ 

8 

14 


jr," 

s 

15 

si 

M-i 

3 

S 



n 

4 

,, 
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Residency proornms In the (otiowing hospitals have been approved for ONE year of training by the Council 
and the Americnn Board of Psychiatry and Neurology, through the Residency Review Committee for Psychiatry 
and Neurology, (Applicants Intending to qualify for examination by the American Board of Psychiatry and 
Neurology, Inc., should refer to the Board requirements that the candidate have had at least two of the three 
years of his training In a program or programs approved at the two or three year level—see summary of 
requirements American Board of Psychiatry and Neurology, Inc., page 594.) 

Hospitals, 57; Assistant Residencies and Residencies, 208 


UNITED STATES PUBLIC HEALTH SERVICE 

.Vatlrmnl InRltlutcs of Honlth-Cllnlcnl Center . Bcthe.'dn. Md. 

P. a. I'tildlr Health Jien lcc Ho'pifnl ..Stnpleton, L. 1., N. A. 

NOHFEDERAL AND VETERANS ADMINISTRATION 

Acnew.« Stnte HciRpltnl .. Apnew, 

Comptoin Snnltnrhim *■*. * otiiiitoii, Cnllt. 

Snpn State IfORpital .. ‘I’,®'"' S ill’ 

Patton State Ho-Rpltnl ’... ^ niton, Gnllf. 

Pnelfic Stnte Hospital . Pomona, vallf. 

KnGiT F.umdntlon UoMdtal . 

(irmly .Memorial Ho.spltnl . ‘"'il-'i.lln *ili’ 

Elvlti State Hospital i-*...rV.iVi.ore’ ill 

Gide-liury State Ue.'eareh Ho.stiitnl. WmnVlWn’ 111' 

Lo).',nnsport Stnte Hospltnl .. llid' 

Hr. Nonnnti M. Bentty Memorinl Ho'pltnl >.Cherokw lown 

New Emtiand Center Hom' tut y> . “nitnn 

Peter Henl ISrUtlmm Hospital .. 

St. Kilrnlieth’.*' Hospital ..VnvtVoroimh Mass 

Foxl.orouBh State Hospltaj «-». I Modfleld Mn.'.s. 

Medfleld - .P.T.'.^l’/.'.P.'.'sVockl.rldKe, Mass. 

Austen Cutter . . Taunton, Mass. 

Tniinton Stnte Hospital . Westhoro Mn.«.s. 

\Ve“tl)oro Stale Hospital .Traverse Cltv. Mich. 

Trnverse (Uty Stnte Hospital . ' \Vhltne1d, Miss. 

MGsisrippi Stnte HospUnl C-;---; . ‘ j,oi,ls 

St. Mnry'.s Group of HospUals .Norfolk, Nch. 

Norfolk State Hospital.. e.„„cord. N. H. 


R. 

E. 


Cohen..... 
AV. Green. 


R. P, Qulnnhttch.... 

G. C. Burns. 

AV. A. Oliver. 

R. ,7. Lentz. 

G. Tnrjnn. 

B. I. Knhn.. 

AV. B. Tcrhunc. 

.7. S. Skohhn. 

W. Tuteur. 

T. T. Toiirlentes. 

S. .. . 

C. • 

J. ■ 

G. L. Willlnins. 


New Hutnpshlrc State HospltnP-. Parimus. N.“l 

Berren Pines County Hosp tn^ .Blimlinuiton, N. Y. 

Bliuthnmtou State Hf'M'J'G' ' .. Hempstend, X. Y. 

Memlowhrook Hospital ^ . y„j}; city 

I,enf)X mu Hospltnl .. 

New York Uiilvtr.sily-Bcllevue Medlenl Center 

tii)lvcr.sUy Hospital ..New York City 

Roosevelt Hospital ' y;,'. V". OKdeuslmiK, N. A'. 

St. Lftwrenee Slate Ho.spifnl ■... ^ Os.sininp. N. Y', 

Stony 7-odBc Wi"""’" . VRhinehcck, X. Y. 

Astor Home for Children . Thiclls, N. Y. 

I.etehworth A’lilnKC .. , . Cincinnati 

.lewisti Hospltnl Clnclnnnti 

f oticvlew Stnte Hospital " .... Toledo, Ohio 

St. Chnrlc.s Ho.spltal ’■>.. '••• AbtaKton, Pn. 

Ahlnkton Memorial Philadelphia 

Albert Einstein -Medlea! Ccnlcr ... Philadelphia 

.luder.son Medical College Hospital . philmlelphin 

Veterans Atimln. Hosi>P.| ***i*iV/,>.iii)tutnttnn InstitutePittshurph 
St, Friinds Oenernl IIosp «.! «m! RelmhiUtntlou insuu r. I. 

Chnries A'. Chnpln Hospital . .Riverside, R- L 

Fuifim Pendleton BrncHey Homo * . ^ Brnttlcboro, A't, 

Brnttleboro Retreat ...AVatcrbuiy. AT. 

Vermont State HoapRnl . SeatOe 

Pine! Foundation .. .. . Madison, AAJs. 


9.3 

M4 


7,719 

63t 

S,G37 

4,SW 

2,981 

317 

0,7(« 

1,289 

438 

2,737 

3,547 

3,202 


113 

1 

181 

142 

98 


209 

9.9 

3 

87 

27 

34 


AV. C. Brlnepnr. 

B. C. Campden-Mnin. 

D. M. Bullard. 

J. Hope. 

H. M. Fo.\-... 

N Flnnngnn. 

.7. T. Shen. 

B. P. KcneUck. 

R. P. Knlcht. 

AV. E. Gloss. 

J. AA*. Pykens. 

0.1 

3,514 37 

150 

3,767 

Incl. in Int. M 
., 567 

1.808 (7 

1,910 SO 

.. 95 

2.S9S 72 

2.808 3*1 

4.192 55 


7,819 

m 

F, M. Grogan. 

.548 

1,805 

3 

G. D. Niswumier. 

3,681 

1,232 

49 

3 

0. H. Boltz. 

.. 4,2.56 

1,332 

35 

3G 


. . . 






.. 00 



87 

93 


2,888 


» . . 



79 

34 


4,32.9 


841 

5 


3,317 

U3 


.. 


K. E. Appel. 

288 

72 

1 

B. L. Keyes. 

110 

359 

0 


4,850 

S(‘ 


908 

2 


72 



1,271 

si 


1,851 

S. AV. Jackson. 

G. B. Tybring. 

108 

!! 2,317 

,-.14 

20 


10 


10 

2 


SO 

IV. 

ss 

SSi 

SS5 

% 

jv 

(V 

iii 

6*5 

Yu 

45 

44 

io’i 

333 

115 


m 

£| 

58 

S>' 

!f.i 

(» 

93! 

JV 

(V 

;ij 

(V 


!» 

i*7 

9" 

81 

(V 

jii 

?T5 

4'e 

IV 

IV 

V' 


»1I 

ir‘ 

(V 

(8' 

IV' 


Mendotn State Hospital L 
Queen's HospUnl. 


'Honolulu, T. H. 


Nomerlcn! and other references 


through 559. 






















































































































Vol 165. 3 


APPROVED RESIDENCIES 4ND FELLO\VSHIPS 


539 


PSYCHI4TRY PROGRAM IDENTrFICYTIOX 


ICC in child p-ychintry 

'.IT month* *enice nt Lo* Aiigcle- County Hospital Lo- 4ntrcle- 
Nine month-. *cn Ice at Mount Zion Hospital ^ix month-, at Langley 
Porter Clinic and «‘'rMCC in child p^ychiatTv, ban Franct-co 
Thrct month- of «emce at ^apn btate Hospital San Franci-co 
Ho pit'll StncJvton State Hospital Sonoma State Home and Snn 
Oiieatin Pri-on and six month* at Colwell Meraonal Hospital 
Three month- «enice at Fort Miley ’Veterans Administration Ho- 
ntal Snn Fnnci-co and Langley Porter Clinic San Frinci-co. 
inai include electiio service- at Cnuor-ity of California Ho-pital 
Mount Zion Ho-pital and Stanford rni\er-ity (lane) Ho pit'll 
'.i.n Franci co 

Three month- sen ice at Pacific Colon\ Ho-pital Pomona and 
thro month- -cn ice m child p-vchlatry at ( nmenllo State Ho-pital 
\riliate son ice 'll Colorado Gener'il and Denier General Ho- 

\fHlmte sen ice nt Veterans Admini-tration Ho-pital VVe-t Haxen 
( onnccticut State Ho-pital Fairfield St ite Hospital, Norwich State 
Ho i itnl and sen ice in child psj chiatry 

Tirehe month- senice at Grace Sen Hnien Community Ho-pital, 
\ewHa\cn Connecticut 

s-iT month sPHice at Goicmor Bacon Health Center. Delaware 

Ivio months cenice at George VVa-hmgton Lni\er-itv Ho-pital 
VVa hint,ton D C 

Vffiliate service at Lmversltv Ho-pital Augu-ta, Georgia 
Twelie month senice at the Neurop-ychiatnc Institute of the Uni 
icniti of Illinoi- including senice in child p-vchiatry 
Fiehtecn month affiliate senice including service nt the Neuro 
p ychiatnc In-titute of the Uniier-ity of Illinoi- and three months 
in child p-ychiatn 

Iftilnte service nt Neurop-vchiatric In-titute ot the Lniiersltj ot 
Ilhooi and sen ice in chdd psychiater 

Three month- «en ice at Veter ins Admlni-tratlon Ho-pital Downev. 
Illinoi- and senice in child p-vchiatry 

Sit months senice at Aetcran- Admmi-tration Hospital Hine- 
Illmoi- May include senice m child p-ychiatry 
SjT month- sen ice in child psychiatry 

Intecrated program including senice at Veterans Administration 
Ho pital Indionapoli- General Ho-pital and Indiana Cniver-ity 
Medical Center and Affiliated Hospital-, Indianapolis 
Integrated program Including -enice at Veteran^ Admini-tration 
HoDltal Mennmgcr Sanitarium and Topeka State Hospital To 
peka Kan-as 

Four months sen ice at Lniier-lty of Loni-iille Service-, Louisville 
Ki-ntucky. and four months «er\ice at Cincinnati General Ho-pUa! 
Cmcmnati Ohio 

Three month- service at Cniver-itv of Loui-ville Senice- Loui- 
mII' Kentucki 

Twelie months senice at Cnher-itj of Toni«iiIle Service- May 
include fourmotiths senice at Central State Ho-pital four month 
service at Toiii-nlle General Hospital 

Four months «enice at Central State Hospital and «enice in child 
P ychlatry 

Integrated proi,ram including senice at Tuline Unuer-itv Unit 
Chantv Ho-pital New Orlean-, and 'Veteran- Administration Ho- 
pltals New Orleans and Biloxi, Mississippi 

bix months «enice in child psvchiatrv and twclie month- senice 
at South Louisiana State Hospital 
''Cnice ID child psychiatn 

Three months senice m child psjchiatry at Tohn- Hopkin- Ho- 
pital (Harriet Lane Hou<e), Baltimore, Maryland 
Twelie month* «enicc at Boston State Ho-pital and son ice in child 
P ichiatrv 

Twehe-emhteen months senice at V’eterans Administration Ho- 
p tal Bo-ton (Jamaica Plain) AIa«-achusetts and -ix month- 
sf*nicc m child psvchiatry 

^tegrated program including senice at ’Massachu-ett* General 
Ho-pital and 'McLean Ho pital VV averly. mav Include 1 year tram 
inc m child p-vchiatry at James Jack«on Putnam Children- 
Center 

Twelie months service at Lnner-ity Hospital Ann Arbor Mich 
gan 

^iicmtv Hospital Ann Arbor Michigan 

rhree inonths service at Coldwater State Home and Training 
chool Coro State and Ionia State Hospital- and service In child 
P vchiatry 

Mx rnonths senice In child p-ychiatrv at Childrens Ho-pital 
Detroit 


4» Sit month- service at Receding Ho-pital, Children*a 

Detroit, and VVavne County General Ho-pital and Intirmary, 
Eloi-e, Michigan , ,,, 

-(ii Lnucr-ity of Minne Ota Ho-pitals Alinneapob-, Mmne ota 
47 Three month- seia ice at Rochester State Hospital. Rochester, i^n 
4'» Affiliate service at Bame- Ho-pital St Loui- and three months at 
St Loni-State Hospital 

40 Six month* service at Bame- Ho-pital, St Loui-, Mi--^n 

Nenice at St Louis State Hospital and St Loui* City Ho-pitau 
>1 Service at Lutheran Ho-pital, Omaha 
»2 ^€r\ ice at Univer-ity ot Nebraska Ho-pital 

•3 Affiliate service at Lni\er=lty of Nebraska Ho-pltal and Creighton 
Vl^monal St Jo«eph Hospital, Omaha Nebra-ka 
4 Sit month- service at Newark City Ho-pital thre<=* month- at New 
Ter-ey State Ho-pital and three month- In child p-ychiatry 
VI Three month- service at Albany Ho-pital Albany New Tork 
It* Affiliate -enice- at Edward I Meyer Jlemorial Hospital and Bat 
falo State Hospital , ^ ,, . 

•4 Six month® -enice at King- County Ho-pital Brooklvn, New 

»s lntegrate<l program with senice at Bellevue Hospital Center and 
Univer-itv Ho-pital 

9 '-IT month- senice at Mount Sinai Hosjjital New York. Citv 
CO Senice in child p-ychlatrv May include sir month- -enice at 
Mount Smai Ho-pital and three month- nt Manhattan State Ho- 
pital 

n Twehe month- service at New lork Ho-pital and tour month- at 
Veteran- Admm-trat on Ho-pital, New York City (Bronx), New 
York ^ 

02 Three month* cenice at Gra—land- Rockland State, Albany Ho- 
pital- and Letchworth V lUage 

03 Six month* sen ice at Roche-ter State Ho-pital, Rochester, New 
York 

M Six month* service at Strong 3Iemonal Roche-ter 'Municipal Ho- 
pital-, Roche-ter 

Affiliate senice at Strong Meraonal Roche-ter ’Municipal Ho®pital- 
00 Three month- «ernce at Svrdcu®e Memonal, Binghamton, Syra 
cuse and VVillard State Ho-pitaL, service at Craig Colony and 
-en ice m child p-ychiatry 

67 Affiliate -ervice at Sta*e Ho-pitnl- at Raleigh and Butner, North 
Carolina 

0*. Eighteen month- -enice at Diik#* Ho-pital Durham, North Caro 
lina 

<9 Three month- «enice at LongMew State and Tewi-h Ho-pitaL-, 
Cincinnati 

79 Integrated program including «enice at Cleveland dime and 
VV ind-or Ho-pital 

71 Integrated program meludmg senice at University Ho-pital and 
Veteran* Admmi-tration Ho-pital Cleveland, Ohio 

72 Integr'ited program with «enice at In-titnte or the Penn-vlvania 
Ho-pital and Penn-ylvaoia Hospital Department for Mental and 
Nenon- Di-ease- 

73 Affiliate senice at Temple mirer-ity Ho-pital In-titute of Penn 
-ylvama Ho-pitnl of the Woman - Medical college of Penn-vl 
vania 

74 Six month- senice ot Phihdelphia General Hospital and -ervice in 
child psrchiatrr 

7» Two month-affiliate en ice for in-titutional care 
"6 Integrated program including sen ice at V anderbilt Umver-ity Ho- 
pital, Veteran- Admim-'ration Ho-pital, Na«hville, Veteran- Ad 
ministration Ho-pital Murfree-boro and Central State Ho«pit'il 
Nashville 

77 Four month- affiliate service at St 3Iary - Infirmary, Galveston, 
Texas 

7« Service in child p-vchiatrv at Jeffer=on Davi- Hospital Hou-ton 
Texas 

79 Six month- affiliate senice at Veteran® Administration Hospital 
Salt Lake City, Utah and affiliate senice* at State Ho-pital, 
Provo, Utah 

^ Integrated program including service at Univer-ity of Virginia 
Hospital, Chorlotte-villc and V'eteran* Admini-tration Hospital 
Roanoke, Va 

'•1 Affiliate service at 'Southwestern State Hospital Marion and 
Lmchburg State rolony, Lynchburg Va 
«2 Sit month- service at Medical College of Virginia—Ho-pital Di 
vision, Richmond, and service m child p-ychiatry 
S3 Six months senice dt Veterans Administration Ho-pltal Amencan 
Lake. Washington, nnd -K month® in child psvchiatry 


24 PULMONARY DISEASES 

Residency programs In the following hospitals have been approved for ONE year of training by the Council 
and the Subspecialty Board for Pulmonary Diseases ot the American Board of Internal Medicine, 
as offering acceptable training in the specialty. 

Hospitals, ((I; Assistant Residencies and Residencies, 359 7 


Name of Hospital 
UNITED STATES ARMY 

iraon^ \rmy Hospital > 

department of health, education, 

. AND WELFARE 

ftwclmon^ Hospital i » 

VETERANS ADMINISTRATI 
Ho-pital • = 

UuLn’ ? ^’“"cal Conter ’ » 

jiailoa Sanatonum '-a 

Hospital 1 

. 

toatoni Inlicr-itv Sonlw i s 
of California ice ^ 


Location 




Chief of ben ice 


NonKrlcal and other references will be found on pages 556 through 555 


Denver 

J 

A Wier 

2 217 

14 

9 

9 


VV a-hiogton, D C 

H 

M Pa>ne 

170 

11 

1 

3 

2\b 

Phoenix, Anz 

31 

Jeffres . 

.. . 244 

11 



400 

200 

246 

Duarte Calif 

L 

Tepiwr . 

.... STk^ 

15 



Lo® Angele- 

H 

W Bo-worth. 

... 23o 

■> 



Los Angele® 

H 

Gler-on 

.... 1,373 


“ 

“ 

Murphy-, Cahf 

L 

M Barber . 

... o37 


1 


ban Diego, Calif 

V 

J VVybomey,,.,,.,. 


5 


1 

. San Franci-co 

H 

C HIn-haw . 





ban Franci-co 

s 

M Farbcr . 


15 


1 

105 
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24. PULMONARY DISEASES-Continued 


•Niuiir or Ho'<pIIh 1 , Locution 

SHiitii Cliiru County Uospltnl »-«. Hnn .locc CiilH 

I ulim'-hliiKa Counties Hospital >-•. .Snrlncvillc Cnilf 

National .Tcnisli Hospital >-». ’ Denver 

University ol Colorado Medical Center._ 

Colorado Oeneral Hospital . Denver 

Denver General Hospital .Denver 

Cedarercst Hosjiltal >-». Ncwlnplon, Conn. 

Unens on T Immes -•. Nonvleli, Conn. 

Laurel Helplits State Tiitiereiilosls .Sanatorium . Slielfon, Conn. 

\eteran 5 Admin. Hospital . West Haven, Conn. 

Dlstrlet ol C olumlila General Hospital . WaalilnKton, D C. 

Geortre Wnshintrton University Hospital . Wasldncton. V. C. 

Chlcaco State Tuliereulosls Sanitarium >-•. Clilcatto 

t'lty ol ChlcaKO Municipal Tulierculo.sls Sanitarium *•''.CliIeaKO 

Mlelinel Itepcc Hospital. Clilentro 

Peoria .Municipal 'I'uherctdosls .Sanitarium . Peoria. HI. 

I.nVe County Tuberculosis Sanatorium >-». Waukenan, HI. 

Indlanaiiolls General Hospital >. Indianapolis 

Sunnyside Sanatorium . Indianapolis 

Uenltluvln Hospital ». South Ilend. Iml. 

University ol Kansas Mcdleal Center . Kansa.s City, Kan. 

Charity Hospital ol Louisiana 

Louisiana State University Unit >. N'ew Orleans 

Central .Maine Sanatorium >-»->»». i'alrflcld, Maine 

Ilaltlmore City Hospital . Italtlinore 

Glenn Dale Hospital . Glenn Dale, Md. 

lloston Sanatorium *'•. lloston 

Cnmbrldke Sanatorium . Cambridge, Mass. 

Veterans Adndn. Hospital *■’.... tiutlaud HelRlit.s, Mass. 

Mlibllesex C'ounty Sanatorium >-•. Waltham, Mns.«. 

Westlleld State Sanatorium . M’c.stlleld, Mass. 

Henry Pord Hospital *-•.Detroit 

Hennan Kleler Hospital *-•. Detroit 

Mlehlifan State Sanatorium '*•. Howell, Mich. 

Veterans .Admin. Hospital . Minneapolis 

.Vopemlnc Sanatorium . N'opemliiR, .Minn. 

Glen Lake Sanatorium >■". Oak Terrace, Minn. 

.Mayo Foundation >•*. Rochester, Minn. 

Mississippi State Sanatorium. Sanatorium. Miss. 

Robert Koch Hospital .. Koch, Mo. 

St. Mary’s Group of Hospitals '■*. St. Louis, Mo. 

Veterans .\dmln. Hospital . F.ast Orance, X. J. 

Xew Jersey Sanatorium for Chest Dl«ea«es .Glen Gardner, X. .1. 

IJ. S. Poliak Hosjiltal for Chest Diseases. Jersey City, X. J. 

lleritcn Plnjs County Hospital . Paranuts, X. J. 

Essex County Sanatorium . Verona, N. J. 

Veterans .\dmln. Ho.spltal *•*. .Mbuqucrtiue, N. Mcx. 

.Albany Hospital . .Albany, X. k. 

Klncs County Hospital . 

DlvI-slon I >•*. Brook yn. N. \. 

Division n >-•. I rook yn. .V 1. 

Veterans Admin. Jlospltal '*•. Urooklyu. N. i. 

Edward J. .Meyer Memorial Hospital ’•*.. IhilTnIo 

Elmhurst General Hospital »-»-»’.. ilmhiirst, N. A. 

Xassati County Tuberculosis Hospital . Fnrmlmrdalc. N. A. 

Triboro Hospital >'».. Jamaica. X. A. 

uister Cotinty 'JAtbercuIosls Ho.spltal.,.. KInRStown, X. A. 

.XlaKarn Sanatorium .... Lockport, X. A. 

Mount .Morris Tuberculosis Hospital . .Mount Jtorrls, X. A. 

Bellevue Hospital Center , 

Bronx Municipal Hospital Center . 

.Morrlsanla City Ho.spltal ...’.V‘n ’ V’rV‘ ^ 

Xew York Medical CollcRe-.Metropolitan Jledical Center 

Metropolitan Ho.spltal >-•....f?. 

St. Joseph’.s Hospital for Chest Diseases . >cn Aork City 



Veterans Admin. Hospital *'».IltTca X’ y! 

Broadaeres .'Valhalla. N. Y. 

GrBSslHnd.s Hospital . .. Durham X. C. 

Xorth Carolina Sanatorium for the rreatment of McCain N. 0. 

Tuberculosis >-='.. Oteen.’x. C. 

Veterans Admin. Uosplta .'.'■.BVecksvIlle, Ohio 

Veterans Admin. Hospital. Cleveland 

mu^ny!)^;i^!l;lw«iio«iiCoumyTuheVc^^ 

Ohio State University Hospitals Columbus, Ohio 

University .Columbus, Ohio 

Ohio Tuberculosl.s Hospital . EaBlcvIllc, Pa. 

KiifTlevIllc Snnntorliiin ■ ••••Yila.* .V. Hninburp. 

Phllatlelphla General .. south Mountain Pa. 

Samuel G. Dixon «<»*« . .!.... Memphis, Tcnn. 

Oakville Memorial Sanatorium ..Memphis, Tenn. 

A'etcrans („ irnsnitai..Memphis, Tcnn. 

AVest Tcnnc.ssee Tuberculosis Hospital. Nashville, Tcnn. 

Veterans Admin. Hospital L.^...;.D„,lns, Texas 

Yi'tornns Admin, Hospltm .McKinney, Texas 

Veternns Adinin. Hospital . Charlottesville, ^ a. 

Blue Ridge Sanatorium....... .Richmond, va. 

Veterans Admin. Hosp ital ’ .*. ----— 

—will b. found on W^through 


Chief ol Service 
C. G. ScarhorouKh.... 

J. L. Eaton. 

AV, A. Winn. 

S. H. Dressier. 

R. S. Mitchell. 


R. C. Edson. 

N. L. Cressy. 

K. S. Hoalett, Jr. 
X. d’Esopo. 

S. Kat/ . 

,1. J. Fcfler. 

M. M. Pyle. 


D. Riidncr 

D. Alor.«c. 

O. K. Potter. 

.1. H. StyRall. 

J. D, Miller. 

E. W. Custer. 

M. FItr. Patrick... 

AV. n. Akenhend. 

W. B. Grow. 

E. G. Bcacham... 

M. AS'elss . 

J. A. Foley. 

R. Ktirr.mnnn .... 

S. T. Allison. 

U. AV. Evnrts.... 
J. M. Houser. 

E. O. Contes, Jr. 

P. T. Chapman.. 

AV. F. Fldlcr. 

AV. AA’. -Stead. 

R. AA’. Baeknis.... 

R. H, Frost. 

H. J. .Aloer.sch... 

H. Boswell. 

B. Friedman .... 

G. 0. Broun. 

M. K. Small. 

•T. .A. Smith. 

S. Cohen . 

R. R. Little. 

I. Ocherct. 

J. AV. Berry. 

F. C. Mnxon. 


H. L. KnU. 

D. E. McKay. 

.9. Bnssin . 

J. G. Carlton. 

H. H. Ep.steln. 

L. C. Evandcr. 

F. L. .Armstronp. 

J. H. McClcnient. 

E. H. Rubin. 

R. Bloch . 

P. Hurwllx. 

I. G. Epstein. 

F. J. .McCarthy. 

D. J. Stone. 

R. Horton . 

F. Beck . 

J. M. MacMillan. 

J. M. Blake. 

E. H. Robltzek. 

J. AA'. RnlelRh. 

S. C. F, Mnhndy. 

AV. G. Childress.. 

E. E. Jlenefce.. 

AA’. C. Hewitt. 

AA’. S. Schwartz.. 

J. A. O’Hnle. 

R. C. McKay. 

H. G. Curtis. 

J. A. Prior. 

R. J. .Atwell. 

.T. .T. Kirsbner. 

H. Israel . 

S. Leopold . 

AV. AVei.ss 


AV. A. Getto 

S. C. Carter. 

S. Phillips . 

E. P. Boyvermnn. 

R. A. Goodwin, Jr.... 
J. 0. Armstrong. 

I. Ohofnas. 

D. O. Shields. 

G G. Pearson.... 

AV T. Thompson, Jr, 


O'?- 

21 .'i 

440 

4^ 

B42 

140 

(531 

827 

G44 

7.17 

552 

f)in 

SOfi 


L. H. Bcrard. 3,301 


254 

ACC. 

272 

230 

39? 

317 

1C4 


30 

2(5 

12 

0 

10 

15 

20 

13 

24 

2fi 

34 

19 

.14 

IS 

5 

10 

4 

10 


L. s: 

(M B- 


iSe 

EsCSO 

1 

1 


Oit! 


Inch In 
492 
377 
993 
187 

Inch in 
669 
(512 


H. Shubin . ,734 

w A . .rtf. 


402 

871 

9S4 

431 

243 


Int. Med. 
14 
4 


Int. Med. 
49 
19 
10 
n 

IS 

1 : 


- 5 ' 

51 

IK 

OX 

ifc 

iii 

335 

5ij 

S 

K 

551 

K 

D) 

» 

3) 

32 

W 

yo 

12 


21(1 

12 

«> 

3 

Yi) 

182 

11 

i 

1 

(552 

14 

2 

3 

50 

1,210 

29 

4 

4 

833 

988 

15 

1 

5 

K2 

17S 

5 

1 

] 

540 

1,150 


1 

1 


532 

ii 

1 

1 

521 

2S?» 

10 


3 

4» 

4K 

19 

D 

0 

223 

2,oW 

87 

9 

11 

524 

837 


4 

4 

S63 

(525 

40 


,, 

... 

(553 

13 

1 

1 

15) 

780 

28 

3 

3 

264 

iDcl. in Int. Med. 

.. 


175 

1,272 

20 

5 

io 

830 

257 

7 

1 

1 

IM 

507 

40 

1 

2 

• f * 

474 

S 

5 

5 

513 

157 

1,201 

40 


9 

612 

31 

2 

{1 

200 

752 

23 

3 

1 

529 

849 

16 

1 

ito 

23.5 

11 

1 


Inch in Int. Med. 

1 

1 

135 

Incl. In Int. Med. 

1 

1 

IM 

494 

28 

1 

1 

id 

104 

811 

221 

30 

1 

'i 

1 

2 

50? 

IS 

5 

,) 

IS 

13* 

1,009 

in 

13 

2Si 

»!:* 

2" 

30 

*i 

0 

2 

0 

323 

4=5 

l.SSS 

700 

02 

14 

IS 

10 

cc 

10 

157 

103 

1!7 

534 

32 

U 


)M 

Incl. in 

Int. Med. 

1 


oTS 

3,343 

11 

20 

8 

4 

4 

157 

1 , 00.1 

59 

•• 

*3 

453 

5S2 

0 

- 


493 

633 

19 

- 

: 

415 

501 

D 


,3 

Su'i 

260 



157 

3,266. 

Oi 


f) 


1,113 

23 

- 

1 

4.93 

3S6 

11 


223 

STk) 

8»> 



130 


3 




1,293 

12. 

21 

4 

i 

0 

.•» 

2,021 



... 

657 

U 


4 

le 

911 

27 

4 

S.=3 

95G 

28 

• 
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JV 
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32 

4'3 
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24. PULMONARY DISEASES—Continued 


Nninf of Hospital 

r-iiti.l SjriJtoriiim . 

ivatral Wa-hincton Tiil.emilosi~ Hos 

tlcIrJale Sanatorium . 

Vfierans Admin. Hospital . 

IfShi Hospital t-’. 


Location 


Chiei of Servic#? 


—c 




T. F. Sheehv, Jr.. 

. i,?r>} 

'/) 

3 

3 

soo 

1 


A. R. Allen. 

. 3^7 

9 

1 






. 1.M7 



2 



. MilwatJkoc fWood), Wi®. 

R. A. Hemphill. 

. 1.737 


i 

1 

... 



H H. Wnlker. 


It 

3 

3 



25. RADIOLOGY 

Residency programs in the following hospitals have been approved by the Council and the American Board of 
Radiology* through the Residency Review Committee for Radiology. These programs are approved for THREE 
years of training in all phases of Radiology. All programs listed offer three years of training intramurally, or 
on an integrated basis, or through affiliation with another approved Institution. Hospitals listed with the 
following symbol frr) are approved and offer training of three years intramurally, in addition to participating 

In an integrated residency program. 

Hospitals, 363; Assistant Residencies and Residencies, 1,721 


C.P Css cc 


N:tine of H(»>pital Location 

UNITED STATES AIR FORCE 

r.S. Air Fore^ Hospital.. San Antonio. Texas 

UNITED STATES ARMY 

Leiterman Army Hospital ... San Francisco 

Fitzjimon? Army Hospital ^ . Denver 

Army Medical Center . Washington, D. C. 

Brooke Anny Hospital . San Antonio. Texas 

UNITED STATES NAVY 

L’.K. Naval Hospital . Oakland. Callf. 

C. S. Naval Hospital ^... San Diego, Calif. 

C.S. Naval Hospital ... Bethesda, Md. 

C.S. Naval Hospital '. Chelsea, Mass. 

U.S. Naval Hospital . St Alban«. N. T. 

C. S. Naval Hospital ^. Philadelphia 

UNITED STATES PUBLIC HEALTH SERVICE 
I*. S. Piililic Health Service Hospital New Orleao* 

l\ S. Public Health Service Hospital .Baltimore 

National Institutes of Henlth'Clinical Center . Bethesda, Md. 

t. S. Public Health Service Hospital . Stapleton. S. I.. N. Y. 

DEPARTMENT OF HEALTH, EDUCATION. 

AND WELFARE 

Freedmen's Hospital i-a. Wa=hintfton. D C 

HONFEDERAL and veterans ADMINISTRATION 
Birmingham Baptist ..... 

University of Alobam “ 

University Hospital 

Veteran.® Admin. Hospital ‘. Birnim ha > 1 ! Ala. 

ImveRlty Hospital 1 . Little Rock. Ark 

Kern County General Hospital ^. Baker'-field, Calif. 

ban Joaquin General Hospital *. French Camp. Calif 

fcoasiile Memorial Hosnital i-s. Lomi Benrh. Calif. 


- >v -r 


c s 


— C . c CC 
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Veterans Admin. Hospital . Lone Beach. Calif. 

Cedars of Lebanon Hospital . Lo« Angeles 

Hospjtal of the Good Samaritan *. Lo® .^gelcs 

Co? Angeles County Hospital ^. Lo® Angeles 

ton of Angels Hospital . Lo® .Angelc.® 

inuersity of California Hospital . Lo.® Angele.® 

uterans Admin. Hospital . Los Angeles 

U- Hospital . Lo® Angeles 

kmm. County Hospital '. OakH.nd, Calif 

y.n n- Hospitals ^ . Saeraniento, Calif. 

. an Diego County General Hospital . San Diego. Calif, 

- 1 . irancls Memorial Hospital . San Francisco 

. San Francisco 

Hospital. San Francisco 

Service i-s. San Francisco 

'' -- * San Francisco 

Vctcram Francisco 

rwvoiif- . San Francisco 

■ San Francisco 

UatlTo. r., , „ ■ . = 3 ° Jose. Calil. 

Hospital r. Torrance, Calif. 

er-PenroFc Hospital '-3. Coiorado Springs, Colo. 

rnip?Lri°-'^ Memorial Hospital. 

i“\^yt^nan Hosnital i-s 

^ ■ •*';j'i*\Hospitai.. 

bl. Lukes Hospital 1 
01 Colon 
^lorado General 

9 ?"“’Hospital . ... .. Denver 

Ho«n!tai of Community Ho«pital 1-*.New Haven, Conn. 

" alprljury i. Waterburj-, Conn. 

'■«leran“ ' ‘i?’ . Waterburv, Conn. 

HSlmt, ”1"^'"' . Haven. Conn. 

-are Ho.pital . Wilmineton, Del. 


Denver 

Denver 

Denver 
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25. RADIOLOGY-Continued 


Niiinf of Hospilnl Location 

Doctor'!! Hospital J-'. WnshloRton, D. C. 

ttcorKCtown ImlvcrsUy Hospital . WiiKhinuton D O 

Gcotkc Washington University Hospital . Wnshinttton. d’. c' 

Veterans .Admin, Hospital . MnrtlnBlnsrK. \V. Va. 

Acternns Ailmln. Hospital r-a-ms. AVnslilnirton, D. 0. 

Wnstilnirlon Hospital Center..,,... 

Ceutial Ulspen-nry iim! Kincrncney Hospital Washington, D, C. 

Oiulleld .Memorial Hospital . AVaslilntjtoii. I). C. 

.taehson Memorial Hospital . Miami. Pin. 

Crawford W. I.oiu: .Memorial Hospital . Atlanta. Gn. 

Graity .Memorial Ho.splial *-*. Atlnntn, Gn. 

Piedmont Hospital ». Atlanta, Gn. 

Veternns Ailtnlu. Hospital Atlnntn, Gn. 

Ltmene Tnliimdire .Memorial Hospital >. Aimusta, Ga. 

University Hospital AtiKU.stn, Gn. 

Veterans Admin. Hospital AoKUstn, Gn. 

Kmory Univer.sity Hospital . Kmory Univcr.sity, Ga. 

.Miciistaiia Hospital ...... Chlcntro 

Cook County Hospital . Chlcntro 

IlUnols .Masonic Hospitnl . Chienpo 

Mercy Hospital . Clileapo 

Miehael Itee.'c Hospital... CWcnRO 

Monnt Slnnl Ho.spitnl . CWcntro 

.\ml!nie'lefn fniver.Uy .Aledleal Center. 

: ciileniMi Wesley .Memorial Hospital ’ . Clilcuito 

ClilUlreii'.s Memorial Hospital. Chtcaco 

: I’a'-mviint .Memorial H(is[i1riil . Clilcniro 

; Wli-r.ans Atlmlii. Iteseareh Hospital... Chteayo 

r Kvan-ton Hosiillal '-a. Kvaiiston 

I’rc.shyterinn Ho.'pltal *'*. Chicneo 

rrovhleiit Ho.spital »-». Chlcnpo 

St. I.ttke'.s Hospitnl »-». 

University of Chleniro Cllnles . CMentfo 

Univer.sity «)f Illinois He.'e.’irrli nml Kiltientlonal Hospitals C hlcnco 

.s:t. rrancls Hospital '. Kvatistori, Ill 

Little Company of Mary Hospital. Lvertrreen Park. III. 

Veter.tns .Admin. Hospital r...l!r 

St, francl.s Hospital »-». Peoria. 11. 

Indiana Univcr.sity Medical Center and Alllllnlod Uospituls....... 

; Imilutmpoll' tii'tierid Hospital ‘. Imllanapolls 

Z Initiuna Univcr.sliy .Medical Ceriler jio-pllal '. Indianapolis 

: AVlerans Ailmln. Hospital '•=. !m! !!n!!nnl o 

Methodist, Hospital .— • 

lies Moines, town 

. Iowa City 

. Iowa City 

Kansas City, Kan. 
Kansas City. Mo. 
.... AVlohlta. Kan. 
... Louisville, Ky. 

_ Lowlsvlilc. Ky. 

l.milsvlllc, Ky. 


Chief of Service 

F. 0. Coe. 

AA'. K. Vacnsch . 

A\'. A\'. Stnnbro. 

H. LUwer. 

.S. H. Hersack. 


Iowa Mcthodl.st Hospital . 

Veterans Admin, Ho.spltal 
Slate University of Iowa Hospitals »■ 

Veterans Admin. Hospital . 

University of Kan.sas Medical Center 

Vcierans .Adiidn. Hosidial ’. 

St. Francis Hospital . 

St. .Tosepli Intlrrnnry ... 

Univctslty of LonlsvUle Uos;pHals.... 

Louisville General.Uosplta!/;»-‘»M. 

Veterans Admin. Hospital ....New Orieuus 

Charity Ho.spitnl ol Louisiana '.;;;;;;;;; New Orleans 

Oeti.sner Foundation Hospital . Orleans 

.s'lmtheni HaidlsI Ho.spltal -. Orleans 

Touro Inflnnary ,”•••,...New Orleans 

Confederate MemorialM^edlea! Center ... Bancor. Maine 

K/istem Maine General j .j ^^oston, .Alainc 

Central Mninc General Hospital . Portland. Maine 

Maine .Mcillcal .. Baltimore 

Bnltimore City Uo.spjtnl .... . Baltimore 

.lohns Hopkins Hospital . Baltimore 

Mercy Hospital .. Bidtlmore 

Kitial Hospital V , Baltimore 

Unlvei.iity Hospital ' .j*','.HnRcrstown. Md. 

AVn.shiuRtoii County Hospitnl . . B, 


.1. K. WIssler. 

R. M. C.mi)k. 
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R. A. Klmor... 

H. S. Weens.... 

K. G. Smith, Jr. 
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S. M. Uoherts...... 
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D, S. Beilin... 
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B. Levhie-E. Uhlmann. 

.1. Arendt . 

E. Barth . 
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H. AVhitc . 
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E. G. Wnmlek. 

R. G. Willy-A. Hainnnn. 

F. H. .Satiire. 

AV. P. Quinn. 

K. H. .tenkiuson. 

P. C. Hodfi-c.s. 

R. A. Harvey. 

A, C. Ledoux.. 

AA'. W. Furey. 

F. L. Hussey. 

P. R. Dlrkse-D. F. Anderson 

C. Glanturco. 

R. E. Bl.shop. 

.1. A. Cnmpiicll. 
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P. .1. Trier. 
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20,003 
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10,130 

31,105 

58,059 

10,837 

31,218 
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28,974 


_ Boston 

Belli Israel Hospital .. Boston 

Boston City Hospital .. Boston 

Labor Clinic .!'. Boston 

MassaelniBclts General Hospital ... • .Boston 

V,>‘Ziin>sem Memorial Hospitals .. Boston 

New-England Center Hof Boston 

.New England Boston 



Mount 

Molin' ■ ■ ■ \ I ■ ■ 

Faulk' ■ _ ''..I 

SL^^.lo.scpli Hot®? 
fjnivor.slty Hospital 
M if y. Post Montgomery 
ofacc Hospital 

Hfn?rFMospit«l 
ilounl Carmel iJeW’ Hosplta 
Providence Hospital 
Sinai Uosplt") 

Wayne State . I ■■ 

Veterans A : ' , ; 

Hetroit Me 
Herman K ' ■ . 

Receiving 


H. milie.. 

,1. Bristow, Jr, ... 

Pnyznrit . 

O. P. Oderr. 

AV. H. Carroll. 
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C. F. Miller. 

J F. P-o * - 
J. De 

R. H. .Mm'gim. 

E. R. Dana. 

,1. O. Salik. 

,1. M. Dennis. 

S. H. Mncht. 

F. Flelschner . 

M. Ritvo . 

M 1. Srocdal. 

L, L. Robbins. 

G. Lovene . 

A. Ettinger . 

J. H. Marks. 

J. B. Denly, Jr. 

E B. D. Ncuhnuser. 

E. G. AVissing. 

F, A. Herzan. 

R. SchntzkI . 

Oninbrldgc. Mass. r"v'"rinwes . ...■ 

Boston L. E. Hawes. 
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Ann Arbor, Mich. 
Ann Arbor, Mich. 
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25. RADIOLOGY—Continued 




^ Xamc of Ho.«pital Location 

-Waice County General Hospital and Inannary .Hloise, Mich. 

'.a-’tli'r Ho'Dltftl ....... Flint, Micn. 

‘BWeit Memorial Hospital . Grand Rap|ds, Mich. 

■p'mtraorth Hospital . Grand Rapids. .Mich. 

=, Joseph Mercy Hospital . Pontiac. Mich. 

Sj'ediiii Hospital r-a.. .. Minneapolis 

Tmver'itr of Minnesota Hospitals i-s—. Minneapolis 

^Veterans Admin. Hospital ..... Minneapolis 

' Charl« T 3 IiUer Hospital . St. Paul, Minn. 

rciversity Jackson. Miss. 

'r'i?rpr«itv ■ " ' ■ Columhia. Mo. 

‘vesorah City, Mo. 

■Research and Affiliated Hospitals. 

• Veterans Admin. Hospital . Wadsworth. Kan. 

ChiMren’s Mercy Hospital. .Ka.i'j* i uy. Mo. 

Kan«a« City General Hospital No. 2 . Kansas City. Mo. 

Resear^ Hospital i-*. Kansas City, Mo. 

i Veteran* Admin. Hospital ^. Kansas City. Mo. 

iM. ao*e?h Hospital. Kansas City, .Mo. 

I St. Luke’* Ho.'pital . Kansas City, Mo 

Barnes Hospital ... St. Louis 

Homer G. Phillips Hospital . St. Louis 

.Jewish Hospital . St. Louis 

St. Louis City Hospital . St. Louis 

’ St. JIary's Group of Hospitals . St. Louis 

•Veterans Admin. Hospital . St. Louis 

■Creighton Memorial*St, Joseph’s Hospital. Omaha 

i Nebraska 3Iethodist Hospital . Omaha 

.University oi Nebraska Hospital . Omaha 

Veterans Admin. Hospital i-*. Omaha 

• Mary Hitchcock Memorial Hospital ... Hanover. N. H. 

Uur Lady of Lourdes Hospital. Camden, N. J. 

• Veterans Admin. Hospital . East Oranpe, N. J. 

■ Hackensack Hospital . Hackensack, N. J- 

' Morristown .Memorial Hospital . Morristown. N. J. 

.Newark Beth Israel Hospital . Newark, N. J. 

. Albany Hospital ''*. Albany, N. Y. 

• Veterans Admin. Hospital . Albany, N. T. 

Beth-El Hospital i-a-sts. Brooklyn. N, T. 

'Brooklyn Hospital . Brooklyn, N. T. 

: CMinberland Hospital '-a-sas.... Brooklyn, N. Y. 

.Jewish Hospital *-». Brooklyn, N. Y. 

.Kbps County Hospital Center. Brooklyn, N. Y. 

I Loap Island College Hospital . Brooklvn, N. Y. 

'.Methodist Hospital i-». Brooklyn. N. Y. 

‘ ieierans Admin. Hospital a-a-aaa. Brooklyn, N. Y. 

, Buflalo General Hospital ^-a. Buffalo 

; Deaconess Hospital »-a. Buffalo 

• Edward J. Meyer Memorial Hospital . Buffalo 

. Jlillard FiEmore Hospital '**.... Buffalo 

sRosweUPark Memorial Institute Buffalo 

- Neierans Admin. Hospital . Buffalo 

- ricshinp Hospital and Dispensary i-s-ass. Flushing. N. Y. 
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25. RADIOLOGY—Continued 


NiiiiK' of Ho^iiltnl Locution 

Akron GcncrnI Uospltnl >. Akron, Ohio 

Akron City Uospltnl »-». Akron, Ohio 

Mercy Uospltnl . Onnton, Ohio 

fniversity of t’lnclniintl (Jollette of Mcdlclno Hospitnl Group 

CincInnntI Gcncrnl Uospltnl >-•. Clnclnnntl 

Good Snmnrltnn Uospltnl . Clnclnnntl 

.lowWi Uospltnl . Clnclnnntl 

City Uospltnl »-•. Clevclnnd 

Clcvclnnd Clinic Uospltnl . Cleveland 

Huron Itond Uospltnl . C evelniuj 

Mount SInnI Uospltnl ’■*. Clevclnnd 

St. Luke's Uospltnl . C eve and 

St. Vincent Chnrlty Uospltnl *•*. Clcvclnnd 

University Uospltnls . Clevclnncj 

Vctcrniis .Admin. Uospltnl >-•. Clevclnnd 

Ohio State Univci'lty llo-iilInN 

University Uosdtnl . Coltiinhus. Ohio 

Mlnml Vnllcy Uospltnl >-». Ril!! 

Veternns Adinlit. Uospltnl . Ohio 

.Mercy Uospltnl >-•. Toledo, onio 

Toimcstown Uospltnl 

University of Oklahoiim Amilnted Uosidlnls 

University Hospital **•.. 

WV'ley Uo'^pIt!il . 

Veteran* .\diiiln. Hospital . 

St. .John's Uospltnl .. 

Provldcnec Hospitnl . 

University of Oretron .Medicnl School 

Uospltnls nnd Cllnic.s . 

AldnKton Mcmorlnl Uospltnl . 

Snered Ucnrt Uospltnl . 

Geo. F. GclsInKCr.Mcmorlnl nofpitn ’ ’.... 

Thomns .M. Flt 7 (Tcrald Mercy Uospltnl ».. 

Untnot Uospltnl .. 

St. Vincent’s Uospltnl .. 

Alhcrt KInsteIn Medical j enter phllndclphla 

.Vorthem Division .. Phllndclphla 

Southern Division .. Chester. Fa. 

Chester County Uospltnl . Philadelphia 

Chestnut UllI Uospltnl ..Philadelphia 

Kpiscopnl Uosp tnl .V Vr.iJoit.'.i'i-a.. Philadelphia 

Gertunntotvn DNpen-ury » <1 Pcuniylvnuln 
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Nome of Hospital Location 

icAott and 'White Memorial Hospitals .Temple. Texas 

'TnirprsitT ot Utah AfBUatcd Hospitals. 

' DrSV. H. Groves Latter-Day Saints Hospital i-*.Salt Lake City 

TlfilT Cross Hospital . Salt Lake t'ily 

' Mark’s Hospital . Salt Lake City 

jSsltLake County General Hospital ^. Salt Lake City 

* Veterans Admin. Hospital *. Salt Lake City 

Irciversity of Vermont Affiliated Hospitals. 

- I>» Goe*briand Memorial Hospital »-*. Burlington, Vt. 

• Mary fletcber Hospital Burlington, Vt. 

Tciversitv of Virginia Hospital . Charlottesville, Vn. 

■ Norfolk Gener.!! Hospital . Norfolk. Va. 

f>e Paul Hospital i'*. Norfolk. Va. 

•Medical College of Virpinia—Hospital Division . Rirhmond. Va. 

‘Veterans Admin. Hospital Richmond. Va. 

. Providence Hospital . Seattle 

' Vl^lnla Mason Hospital . Seattle 

Cniversity Hospitals . Madison. \V»s. 

■Sacred Heart Hospital *. Spokane, Wash. 

’ Coluiniiiu Hospital Milwaiikoe 

Milwaukee County Hospital . Milwaukee 

Milwaukee Hospital i-*................ Milwaukee 

St. Joseph’s Hospital *■*. Milwaukee 

St. Luke’s Hospital . Milwaukee 

Veterans Admin. Hospital . Milwaukee (Wood), Wi«. 

San Juan City Hospital . San .Tuan, P, R. 

Veterans Admin. Hospital . San Juan, P. R. 
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3,205 

311 


6 


J, Foster... 

27 

1 

2 

200 

C. P. Wisoff. 

1.5.025 

41 

o 730 

99 

1 

4 

200 

F B. Nlandeville. 

43,374 

130 

L.527 

503 

1 

5 

i5 

H. Goodman. 

25,6-26 

6 

3,001 

107 

1 

3 

2 ^ 

E A. Addington. 

36,050 


001 


1 

2 

T. Carlile. 

31,402 

40 

3,053 

1,059 

1 

3 

150 

M. T Harris. 

15,730 

45 

109 

35 



250 

E. Pohle. 

40,251 

70 

7,499 

87 

4 

8 

100 

S. .A NIorton. 

22,390 

V5 

4,053 


1 

1 

245 

.T. L. Marks-M. Greenberg . 

51.491 

45 

.5..301 

447 


6 

207 

H. W. Hefke. 

64,774 

147 

9,053 


1 

3 

245 

G. W. Sengpiel. 

,4W 

35 

3 , 95.5 

350 

1 

3 

280 

H. H. Wright. 

14,549 

30 

4,425 

200 

1 


275 

T. J. Pfeffer. 

39.579 

21 

9,420 

111 

1 

3 

... 

J. L. Becerra...... 

16,923 

IS 

3,OSS 


1 


300 

L. Ehrlich. 

9,805 




1 

2 



26. SURGERY 


Residency programs in the following hospitals have been approved by the Council, the American Board of 
Surgery and the American College of Surgeons, through the Conference Committee on Graduate Training In 
Surgery, for FOUR OR MORE years of training, designed to qualify the trainee for examination by the 
American Board of Surgery as a Group I candidate. 

Hospitals, 307; Assistant Residencies and Residencies, 4,063 


Nome of Hospital Location 

UNITED STATES AIR FORCE 

• U. S. Air Force Hospital. San Antonio, Texas 

UNITED STATES ARMY 

Letterman Army Hospital .San Francisco 

Fitzsin.ons Army Hospital'.Denver 

.\rmy Medical Center . Washington, D. C. 

Brooke Army HospitaP-*.San Antonio, Texas 

J Triplpr Army Hospital». Honolulu. T. H. 

■ UNITED STATES NAVY 

L*. S. Naval Hospital . Oakland, Calif. 

. 1. S. Naval Hospital ^. San Diego, <?aiif. 

; L. S. Naval Hospital . Bethesda, Md. 

• l.S. Naval Hospital ^. Chelsea, Mass. 

\. S. Naval Hospital ^. St. Albans, N. T. 

. 1. S. Naval Hospital '. Philadelphia 

L. S. Naval Hospital . Portsmouth. Vn. 

UNITED STATES PUBLIC HEALTH SERVICE 

- r, S. PiiMic Health Sen'ice Hospital. San Francisco 

DEPARTMENT OF HEALTH, EDUCATION. 

AND WELFARE 

1 Freclmen's Hospital .Washincton, D. C. 


NONFEDERAL and veterans ADMINISTRATION 

Iniversity ol Alabama MeUical Center 

tmrersitv Hospital and Hillman Clinic . Binnin^hain, Ala. 

I Hospital '.BiriiiinKham, .Ala. 

tt. J Hospital. Fairfield, .Ala. 

-lancdiia County General Hospital t-s. Phoenix, -Ariz. 

Hospital »-’-==. Little Rock, Ark. 

° .Hcneial Hospital ^. French Camp, Calif. 

Fresno County r-s--. Fresno, Calif. 

Cellar Hospital J-a-ae-e:.Long Beach. Calif. 

Lo Hospital >-a. Los .Angeles 

Vt era;. Hospital i-a. Los .Angeles 

Wt.!, ??‘^^tain. Hospital Los Anaeles 

Ksltr Hospital r-ro.Oakland, Calif. 

^•n DitA“r.‘'“".‘’“ . Oakland. Calif. 

JleuaiVion Hn"nif!?iT/“' Ho'Pital . San Diego. Calif. 

Fa”iver^'tAnl'n^^r*,F .San Francisco 

Flaalorri rnu-L Fahfomm Seryicc.San Francisco 

Faiifrdtv^o! Hospitals i-a.San Francisco 

'''^l'‘ran-; Hospital . gnn Francisco 

Smta HoMiital .San Francisco 

^'ata BarlfaJ; Hospital r-a. San .lose. Calif. 

Uarl.or Hospital a-a.Santa Barbara, Calif. 

st..It,H.,,h™,7, '. Torrance, Calif. 

. 

■ Eegver 

and other references will be found on pages 556 through 559. 


Chief of Service 


D. S. Wenger. 


J. Graham ... 
C. S. Lyter.. 
J. H. Forsee.. 
W. W. Nichol. 
W. F, Bowers. 


M. L. Gerber_ 

J. M. Hanner... 

R. B. Brown_ 

L. L. Haynes_ 

R. N. Grant. 

P. J. McNamara 
J. J. Zuska. 


W. A. Williamson 


B. Syphax 


t’. Lyonss. 

R. A. Dillard. 

J. M. Slaughter. 

M. Wood. 

J. H. Growdon. 

R. J. Lipin. 

W. Brock. 

R. J. Rife. 

H. J. Movius. 

D. State. 

C. J. Berne. 

W. P. Longmlre, Jt. 

J. S. Clarke. 

A. I. Kugel. 

E. 31. Taylor. 

A. L. Baritell. 

G. C. Franklin. 

A. L. Brown. 

C. Mathewson . 

O. F. Grimes. 

X. Richards.’ 

L. Goldman..* 

L. G. Brizzolara. 

J. D. Lamon, Jr. 

R. J. Rhorer.!! *' 

L. Cowley. 

s. B. Childs.;;;; 

H. Swan . 

D. 3VatkIns. 



3,796 

18 

6 

13 

... 

1,210 

17 

S 

12 


651 

5 

2 

8 


1,164 

25 

4 

16 


2,021 

39 

4 

16 

»«■ 

8,567 

29 

3 

12 

... 

2.ni 

21 

2 

8 


2,953 

31 

S 

12 


1,676 


2 

8 


2,397 

io 

i 

4 

• •• 

1,636 

52 

2 

8 


2,275 

4,5S2 

25 

2 

8 


22 

3 

10 


3.0-25 

21 

1 

4 

... 

1,156 

•27 

3 

11 

218 


6,360 

50 

14 

38 

lOS 

634 

23 

5 

13 


2,140 

16 

0 

6 

925 

(»5S 

20 

2 

7 

300 

1,253 

25 

4 

14 

150 

2,707 

64 

2 

8 

907 

26 

2 

7 

^jO 

1 , 2^2 

39 

2 

6 

300 

l’,969 

44 

5 

14 


2,425 

15 

3 

9 

250 

4,649 

192 

3 

12 

246 

954 

16 

8 

16 

l&S 

3,240 

132 

10 

24 


1,202 

18 

1 

4 

iho 

1,937 

44 

8 

16 

200 

2,105 

35 

4 

10 

205 

1,054 

50 

4 

10 

175 

1.540 

17 

3 

7 

150 

1,403 

45 

1 

8 

195 

1.441 

54 

5 

7 

193 

1,492 

33 

5 

13 

80 

1.974 

46 

4 

14 

210 

1.451 

39 

4 

13 


811 

44 

2 

7 

ixo 

205 

5 



1,514 

65 

’4 

i4 

240 

2444 

16 

3 

6 

2 ri 0 

1.207 

54 

4 

17 

ISO 

1,431 

84 



1.57 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


J.AALA., Ocl. 3, JJ5J 


2G. SURGERY-Continued 


N’nmo of nosj)Ui\l Locution 

Vcloriins Admin. Ilosiiltnl '-»-*»..... Denver 

St. Vlnmif.i Hnspltnl . BrldKeport, Conn. 

UiiTlfonl HospUnl . Unrttord, Conn. 

New lUltuIn Ucneriil Hocpltiil .New Britiiin, Conn. 

Griuv-Ncw Hnven Comimmlty no.«i)ltnl >■’-"’.New Hnven, t onn. 

Vctcrmis .\dmln. Uon'Hid . XewInKton, Conn. 

Vi’lernn.'; .\dm!n. lidsplliil '-•''■'et.. Uest Huven, Conn. 

Ocinwiire Ho.^plliil . }? , 

Memorinl llosiiilnl .*'''**"f 

District of Coliimlilii (Icncnil Ilo.si)ltiil .\\ iiHhlnKlon, D. C. 

Ccorvtctown I’nlversUy Ho.spitid .iishlncton, D. C. 

Ccon:)' Wiislilnvton Vnlvcrslty Hospltnl .CN ushlnKton, D. C. 

Providence Ho'plCG .. neWnKton, D. C. 

Velernns Admin. Ilospltiil . 

Wiislilmiton }I(wpltiil Center , 

Ccntrnl DNpen'.nry nnd Kmcrpency Hos[iltiil 

CnrlleM Memorinl Ho.splliil .. 

Veterans .Vilmlii. Hospital ’. 

Duval Medlenl Center .. 

St. VImvnC.s Hospllid . 

.lackson Memorinl HospltnP-’. ,,, 11111.1 

i;iady Memorinl Hospital .m ’ fi ' 

Piedmont HospltaP....;...^.;,... tS; ‘,1": 

Veterans Admin. Hospital ’ . 

.Medical Collene of (leorpla Med cal t enter 

KtU’cne Talmadve Memorinl Hospital '. 

Crilverslty Ho.-jdtal .. 

Veterans Admin. Hospltnl . 

Kmory Cniver.slly Hospital . 

Cook'Coiinty Hospital '■*. 

.Mlclmel llcesc Hospital... 

Mount Slnnl Hospital . 

Northwestern University .Medical t ent.r 

Chicago Wesley Memorial Hospital . 

Vnssavnnt .Memorial Hospital . 

Veterans Admin, Research Hospital . 

KvansKm Hospital 


WasiiinKton, D. C. 

IVashhin'ton. D. C. 
IVashlupton, D. C. 
. Coral tlalvles, Fla. 

.lacksonvlllc, Fla. 
. .lucksonvllle, Fla. 

.Miami, Fla. 

Atlanta, Gn. 


Atlanta, Gn. 

.AuKUSta, Gu. 

..Auk'tista, Gn. 

.. Aitkii-stii, Ga. 

Kmory University, Gn. 

. Clilcniro 

.. Uhleuiro 

. Chicago 


Chief of Service 

11, El.scmnii . 

SV. Curley. .Ir... 

W. A. .StaDdi.eh. 

B. B, Clark... 

G, E. Llmlskop-C. C. Bi.shop. 

P. IV. Fenney. . . 

A. E. Uerrmann. 

AV. W, I/liidenimith. 

D. .1. Prc.stoii... 

.1. C. Pierson. 

B. Bliidc.«-R. Coffey. 

R. .1. Coney. 

B. Blade.s . 

P. Cauldcld. 

.1. G. Lee. 


C. D. BrlkK-s. 

W. \V. Chase. 

M. H. Todd. 

K. A. Morris. 

F. AVaa.s . 

.1. ,1. Farrell. 

1. A. Fcrjni.son. 

F. AV. .Meliae. 

.1. C. Thoromrhmun. 


tr. 


^ * 

T 


C — 


57;* 

X* 


5 

7J+- 

't. 

& 

^ 35 




0 


C 


S-g 

•-.r* 

<4^ 

u Zix 

C 


2,075 

62 

5 

19 


G,CS9 

48 

t) 

s 

JVl 

5,584 

61 

9 

24 


5,235 

51 

1 

4 

CA» 

3,845 

7G 

6 

23 

53 

1,2.5S 


G 

33 


4,545 

64 

1 

4 


l,8-24 

S3 


7 


3,330 

74 

0 

5 

«V\1 

3,438 

49 

i 

4 

& 

1,442 

52 

0 

8 


3,n7 

56 

6 

20 

1*3 

0,717 

35 

4 

13 

1? 

1,830 

8 

0 



1,7,53 

S5 

4 

10 


3,080 

32 

4 

32 

»>- 

2,471 

29 



s 

2.47.5 

83 

’4 

ii 


2,003 

57 

4 

10 

iv. 

4,312 

S> 

0 

g 


4,078 

83 

7 

18 


4,434 

120 

12 

29 

3^ 

2.020 

11 

3 

4 

22-4 

1,8.34 

3<» 

5 

3 ; 




.■. MeiVlenU’enter .\milatod iiosplri Indianapolis 

• .. . ,, . ■■■ ... ■, Medical Center Hospital . n «n^ 


Wtorans Adrnln. . 

Iowa Methodist n^M'ltnl. 

Veterans Atlinln, Hosi'ltal^^ V.’f.’i. 

State University of Iowa HospHol’* . 

Veterans .Admit}. . 

University of Knn.sas Medlud l.< liter 

A’eti'nms Admin.Hospital .. • ■ .. 

A'cterans .Admin. Hospital . Vvv. 

I.onlsviUo General Hospital ^ . 

... Des Moines. Iowa 

.Des Moines. Iowa 

.Iowa City 

”” Iowa City 

.Wadsworth, Kan. 

.i.ouisvlllc, Ky. 

.I.ouisvlllc. Ky. 

A’cteraiis .Admin, iiospliid ■••• 

.Louisville, Ky. 

St..to<epli ludnntvry/ "y-. 

Charity Hospital of Louisiana 

. .. New Orleans 

imu’vcnuiIII iTnit - -. 

LonMiinn state ljnl\er.slti imlt 

Tulnno UnJvei^JtJ , y_;. . 

Vctmins AtlmJn. UoMiUttl v:U.'/»Vr i 

' ■' ... New Orleans 

“ .. New Orleans 

.Shreveport. La. 

Confederate Memorial^Medlenl Auiltr .. 

Maine .Medical Center . 

Baltimore (hty HospUn' ,^^.^.-. . 

Church Home and . . 

Franklin .Sfiiiarc t i-i . . 

.lohns Hopkins ;;;. . 

Mnrvland Gencral Hospital . 

Mercy Hospital y. 

Sliial Hospital V:---v.’A’i. . 

Union Memorial Hospltnl . . 

A'etenins Admin. H(),P\tO‘ . 

Votornns *' .. 

UFtli I.*5rHri Hospital. , .. . 

Portland, Maine 

. . Baltimore 

. . . Baltimore 

. ... Baltimore 

. .. Baltimore 

.Fort Howard, Md- 

Poirv I’olnt, Mil- 


AV. Moretz . 

.1. KUcrinan . 

C. 31. Rhode... 

,7. D. Martin. .7r. 

K. A. Meyer. 

N. N. Crohn. 

E. 1. Greene. 

AV. Atuddock . 

L. Davis . 

F. AV. Preston.vV ' „ , 

(Sec Dlstint: of Evanston Ho.spUnl 

E. .1. Beattie, dr. 

H. C. .. 

L. R. DrnKStedt. 

W. H. Cole. 

D. P. .. 

C. B. Pucstow. 

,1. h. Bedel. 

H. B. Jsinimncker, .7r. 

L. R. .. 

R. A. .. 

h. T. .. 

R. T. .. 

E. S. .. 

F. .Allhrlttcn, .. 

G. A. .. 

J. E. .. 

R. .1. .. 

J. E. Hamilton. 

R. Moore, .. 


•228 11 

2,S5” AS 

1.100 27 

5,700 37 

13.410 190 

2,820 3:1 

3.030 ‘29 

21 

1,800 H 

o *2^^ 00 

In’l^llowing Section.') 


L. .7. O’Neil. 

.1. D. Rives. 

O. Creech. 

L. K. Richardson. 

p D .Ahrnrason. 

.7.’M. Parker. 

M. M. .. 

O. C. Brantiann. 

H. E. .. 

A. Blalock . 

AA'. M. Flror. 

D J. Pe.ssnirno. 

A. M- ScllRmnn. 

E. S. Stndord. 

R aA'. Buxton. 

a. M. Miller... 

R. T. Shackelford . 

,1. Fine... 


Ill. 


2,818 

2,103 

3,075 

1,800’ 

s,im 

3,005 

l..yi.7 

1,127 

1,185 

5.071 

2,i>-Vi 

3,000 

1871 

1.397 

1,523 

582 

1,573 

1,101 

7,077 

2,232 

S.7S0 

3,450 

1,010 

3,053 

1,907 

1,001 

3,4TS 

2 , 8 - 2 .'> 

4,177 

3,570 

3,223 

2,784 

5,379 

3,302 

1,1.70 

1,070 

2,479 


41 

45 

1-27 

84 

37 

74 

.30 

70 

7.5 

44 

30 

105 

.58 

;A3 

27 

29 

43 
.55 

1.50 

SS 

89 

,50 

50 

.55 

37 

53 

44 
24 
SO 
,5S 
37 
SO 
07 
39 
20 
21 
31 


4 

4 

4 

4 

.7 

U 

4 


4 

$ 

0 

« 

’3 

0 

4 

4 

3 

0 

0 

0 

0 

.1 

0 

3 

.7 

3 

3 


■» 

If. 

3 

7 

30 

9 


0 

t| 

V2 

I'J 

16 

13 
S 

43 

16 

14 

3 ■ 

S 

16 

.V7 

H 

20 


19 

14 

10 


12 

16 

8 

19 

in 

li 

9 
6 

13 
5 

•21 

10 
4 

14 
00 



Boston 


New- EtmUmd Center .. Boston 

.Sprlnk'lleW Rhspltid^_^ . . IVorccstcr, Mass. 

.Memorial ilj. .. Worcester. Mass. 

St. .. ''n Arhor. MIeh. 



F, D. .Moore... 

.1 AAC Spellman. 

H. H. Faxon.. 

,T B. .. 

AV. F. Hoyt. 

B c. Wheeler. 

,l' C. .. 

,t' Maroney . 

E T. .. 

f' a. Coder. 

C. G. .. 

.1. Mark —. 

R p. .. 

e! a. Osins. 

L. S. .. 

C G. .. 

T,‘ E. Lee. .. 

fi. J. Curry.... 

AY, R. Toriterson . 

AA'. McDoiitral 




D- 

im 

15 

Ei 

55 


15 

15 

?') 

K 

17) 

jii 

i« 

i'j 

iti 

is 

iii 

1(6 

Ite 

im 

iii 

!5 

5' 

ftr 

iii 

l.Y 

£i 

a 

IP 

21) 


112 




Numerlonl and other 
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26. SURGERY—Continued 


Same of Hospital Location 


i<s! Citr 


•e^G.''pSp 5 Hospital V’. IJ- Louis 

• .oari Pseifle Hospital ’. St. Louis 

ioni! City HospitaH-’. St. Louis 

lute’s Hospital. St. Louis 

. Marv's Group of Hospitals . St. Louis 

raa's .Wmin. Hospital r-s. St. Louis 

I Louis Ualversity School of Medi-me Service... 

tsshiacton University School of Medicine Service. 

' IcMon Slemorial-St. .Joseph’s Hospital. Omaha 

rersity olHebrasta Hospital r-a-ers. Omaha 

trails .tdniin. Hospital r->. Omaha 

•tmoiith Medical School .affiliated Hospitals.. 

iarv Hitchcock Memorial Hospital r-s. Hanover, N. H. 

fterans .Wmin. Hospital . White Kiver Jet., Vt. 

erans .tdmin. Hospital a-a-:2».Albuquerque, N. M«. 

tart Beth Israel Hospital . Xervark, X. J. 

aar Hospital r-a. -tlhany, X. T. 

trans .tdmin. Hospital a**. Albany, X. T. 

rotlyn Hospital a-a. Brooklyn. X. T. 

' ley Island Hospital. Brooklyn, X. Y. 

dsh Hospital a-a. Brooklyn, X. T. 

rs County Hospital 

irision I '"a. Brooklyn, X. T. 

tvl-'ion II a-a. Brooklyn. X'. Y. 

ce Island Colleee Hospital a-a. Brooklyn, X, Y. 

imonldes Hospital a-a... Brooklyn, X. Y, 

' lliodist Hospital a-a-aaa. Brooklyn. X. Y. 

'.erans .tdmin. Hospital a-a. Brooklyn, X. Y. 

•rloft Heichts Hospital a-a-tai. Brooklyn. X. Y. 

W Hospitals of the Sisters of Charity . Bufinlo 

Ralo General Hospital a-a-aia. Buffalo 

ttard .1. Meyer Memorial Hospital a-a. Buffalo 

’ lard Fillmore Hospital a-a. Buffalo 

terans Admin. Hospital a-s-aio. Buffalo 

ry Imocene Bassett Hospital a-a-a.a«. Cooperstoarn, X. Y. 

adowtirook Hospital a-a. Hempstead, X. Y. 

eens Hospital Center a-a. Jamaica, X. Y. 

: ssau Hospital >-». Mineolii, X. Y. 

ae Island Jewish Hospital a-a. X’ew Hyde Park, X, Y. 

. Osme Hospital Center 

liv. I-Coliimbla University a-a-asa. Xew York City 

v''’ Hnlverslty a-a-eas. York City 

; IH-Jew York University CoIIcac of Medicine ="<. Xew York City 
liv. n -New York University 

• Post-Graduate Medical School a"’. Xem York Citv 

th Israel Hospital a-a-ari. York City 

on.r Ho'PhnI - . Xew Y'ork City 

oaj. Municipal Hospital Center a-a. Xerv York City 

' . ^®av York City 

tola Hospital ■->.... . g 

, S’'®"'Hospital a-a.!!!!!! I!! 1!!!!!! i!!! i! xew ?mk cuy 

J-lDt Sinai Hospital ''S. . . Vner- 

as York Hospital a-a..! "i c Jy 

r?flfc”]''‘^^’^''*''opoii'tan Me-ii-ni Center 
: teSn'ei^t^iTa City 

: 7siVterirn"'fo'!^)ua'l^^^^^^^g'g 
.Y^rk gf 

rresre liosmtai *. Xew York City (Mnnhattnn) 

• '"iM""';' Ho-iiniaT-i;;:;;;;;.Haifte?’ x I 

Rochester, X. Y. 

. Syracuse, X. Y. 
. Syracuse, X. T 
ValhaUa, X. Y. 


General Hospital Xo. 1.Kansas City. Mo. 


-» . St. Louis 


St? '’’'""elpni Hospitals a - 

l-e?ter”'Ho^i!:{e^i '“rk Upstute MeJieal 

HospVtaVi-;. 

'aantl^ Hospital 


!I- g 

"nh Carolina u.m;., d ..Durham, X. C. 

: '}at'h City Hospital 'a-a?a”i‘’. Winston-Salem, X. C. 

■area General Hospital a-aol. 9!!!“ 

?• nioma« Hospital '-s . Akron, Ohio 

, ®*v(r<ltT of Cinrinnnfi ^*Vi... Akron, Ohio 

Ciccianati General Medicine Hospital Group 

■■ Mary’s Hospital a?a“. Cincinnati 

IIo*ii!tal i-s . Cincinnati 

Cljnlc HospVtal'i-l. 

toa Road Hospital a-a . Clea-eland 

'«at Sbai Hospital a-a. Cleveland 

J..M.'ii, Hospital i-a . Cleveland 

;■ JfVe’s Hospital .. Cleveland 

Charity Ho’spVt'aVi-;. Cleveland 

Hos'pUali? '*3_ - 

iSrig .Adtnip. Hospital V 


y, 


"""Urltal and other references 


Cleveland 

Cleveland 

Cleveland 


will be found on pages S56 through 559. 
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Chief of Ser\-ice 


< 
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0 32 S' 

J. A. Witter. 

. 1,610 

9 

2 

8 

308 

C. R. Hitchcock. 

. 1,093 

77 

6 

14 

209 

0. H. Wangensteen. 

. 1,85* 

98 

9 

29 

185 

D. J. Ferguson. 

. 1,753 

62 

9 


i75 

J. M. Waugh. 

. 11,257 

143 

36 

123 

J. M. Culligan. 

. 2.082 

81 

2 

8 

165 

J. D. Hardy. 

997 

31 

' 6 

20 

250 

H. E. Stephenson, Jr... 

. 472 

17 

8 

20 


R. R. Coffey. 

997 

30 


8 . 

C. A. Moyer. 

. 3,076 

76 

07 

30 

50 

C. -4. Jloyer. 

. 3,166 

• 53 

8 


201 


. 3,655 

26 

3 

10 

100 

R. A. Weir. 

. 1.923 

32 

6 

12 

200 

C. A. McAfee-L. V. Mulligan.... 

. 2,774 

8 b 

4 

15 

92 


3,648 

39 


1 

. 250 

0. R. Hanlon. 

. 3,094 

: 58 

4 

13 

100 

W. J. Burdette. 

. 1,328 

49 

2 

8 

... 


1,136 

43 

0 

8 

... 

H. H. McCarthy. 

5,463 

46 

3 

12 

210 

.M. M. Musselmnn... 

678 

31 

2 

8 

175 

W. P- Kleitsch. 

. 1,694 

43 

2 

S 



. 3,808 

43 


18 

MS 

R. E. Weismann. 



.. 

... 

W. B. Crandall. 

W. A. Childs. 

. 1,591 

25 

4 

14 

... 

H. Reich. 

. 6,373 

41 

1 

4 

ioo 

C. Eckert. 

. 3,396 

81 

4 

10 

160 


2,003 

41 

4 

14 


k. H. MacGregor. 

4,639 

31 

4 

10 

175 

J. E. Hamraett. 

2,441 

51 

2 

g 

• 105 . 

L. Berger. 

3.1C5 

28 

4 

10 

100 

J. F. Raycroft. 

. 4,093 

78 

5 

14 

104 


3,627 

So 


14 

1C4 

E. J. Browder. 

. 2,400 

ey> 

_ 2 

5 

156 


2.703 

29 


9 


A. J. Vosseler. 

. 2,052 

19 

2 

5 

175 

H. H. Le Veen. 

. 1,410 

31 

6 

17 


P. Zollcr . 

. 2,056 

30 

3 

12 

iw 

F. Zaepfel . 

J. R. Paine. 

. 10,866 

101 

2 

S 

235 

. 3,316 

70 

3 

14 

175 

.T. D. Stewart. 

. 1,843 

CO 

3 

12 

*>48 

H. X. Kcnwell. 

4,614 

y, 

5 

. 11 

285 

W. if. Chardack. 

. 1,731 

56 

4 

14 


J. H. Powers. 

. 1,224 

23 

2 

5 

150 

J. X. Shell. 

. 1,705 

69 

3 

12 

22-5 

L. J. Morse. 

. 3,353 

134 

3 

10 

- n 

W. C. Freese. 

. 2,734 

33 

2 

S 

318 

P. E. Lear. 

. 3.24S 

43 

i 

4 

73 

K. .M. Lewis. Sr. 

. 1,079 

16 

c 

13 

IM 

C. W. Holman. 

. 1,601 

27 

4 

14 

105 

J. H. Jiulbolland. 

. 2,710 

28 

8 

IS 

105 

4. W. Hinton. 

. 2,054 

31 

13 

51 

105 


2,G64 

21 

1 

4 

140 

R. Friedlandcr. 

. 2,763 

14 

4 

10 

CO 

C. B. Ripstcin. 

901 

00 

6 

20 

105 

.4.. D. Jlaynard. 

. i,m> 

15 

4 

12 

n 

P. D. Allen. 

2,413 

fy> 

3 

7 

125 

H. C. Maier. 

. 3,279 

42 

2 

8 

ISO 

F. H. .Amendolo. 

2,901 

16 

4 

10 

105 

E. S. Hurwitt. 

3,579 

69 

4 

11 

1S7 


4,431 

SO 

10 

17 

75 

F. Glenn . 

4,118 

89 

7 

30 

164 

.1. M. Winfield. 

4,5fO 

3> 

6 

7 


J. M. Winfield. 

1,544 

37 

0 

8 

KM 

R. E. Brenenan. 

. 3,678 

32 

3 

12 

125 

G. H. Humphreys. 

4,004 

41 

8 

29 

250 


3,740 


6 

18 

133 

J. L. Madden. 

. 3.8^> 

44 

0 

8 

200 

H. A. Zintel. 

3,795 

82 

6 

15 

100 

L. M. Rousselot. 

. 6,822 

87 

6 

17 

125 

P. Cooper . 

1,709 

42 

4 

13 


W. F. MacFee. 

2,026 

66 

6 

24 



3,044 


0 

7 

240 

G. R. Bodoo. 

3,097 

44 

3 

10 

125 

X. J. PfafT. 

. 5,290 

39 

1 

0 

200 

W- 4. M. Scott. 

3,172 

134 

8 

25 

117 

C B. Mueller. 

. 10,065 

172 

10 

24 

233 

L. S. Rorers. 

. 1,352 

42 

3 

7 


G. C. Adie. 

707 

44 

1 

5 

175 

X. A. Womack. 

. 1,010 

29 

7 

20 

156 

D Hart. 

. 1,950 

16 

12 

27 

127 

H. H. Bradshaw. 

. 2,191 

28 

5 

18 

125 

S. .A. Schlueter... 

. 4.1S0 

59 

4 

12 

250 

R. T. Allison. 

. 5,720 

93 

4 

14 

250 

.A. H. Kyriakides. 

. 3,353 

36 

3 

8 

250 

AV. A. .Altemeier. 

. 2,525 

86 

8 

30 

75 

J. D. Mansfield. 

. 1,301 

11 

1 

4 

250 

F. A. Slmeone... 

. 1,067 

54 

9 

21 

162.5C 



19 

39 

10 

0 

21 

i 


L. A. Steinhilber. 

4,614 

210 

S. 0. Freedlander. 

2,516 

33 

4 

10 

215 

C. R. Lulenski. 

. 0,050 

76 

4 

11 

250 

F. S. Cross. 

. 4,079 

43 

2 

8 

140 

F. Vecchio. 

. 0.711 

8S 

4 

12 

210 

AV. D. Holden. 

. 4,773 

CO 

9 

98 

125 

C. E. CogWU. 

. 1.891 

39 

8 

10 

... 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


Oct.; 


26. SURGERY-Continucd 


Nninp of Hospitiil 
(lliio Stiito Unlvorslty Iloppltiils 
I'nlvorJlty Hospital . 


SI. Kllznlialh Hospital .- 

Yotmirstown Hosiiltal '•”. 

I'lilvrrslty of Hklalioma Hospitals '-a-as:. 

Wtorans .\ilinln. Ho-sjiltal »-a-aai. 

St. VliK'onI’s Hospital . 

I'tilvarsltv of Drokoii Medical School Hospitals 

ami t'linics '. Portland, Ore. 

Veterans .\dmln. Hosijltal . Portland, Ore. 

.\ldm:ton Memorial Hospital . Ahlnttton, Pa. 

.Mlelilown Hospital . Allentown, Pa. 

llrvn Mawr Hospital . Bryn Mawr, Pn. 

(leo. F. Oelslnaer Memorial Hospital . Hanvllle, Pn. 

Hamot Hosidlal .. hrie. Pn. 

Harrlslmry Hospital . Harrishurp Pn. 

tii'nnniitown l>i‘'pon«jirv nnd Ho.«]»Itiil.. PhUadclphlu 

(irncinalo Hn'^pitiil of tljo Unlvi'rslty of Pc^ns^•lvnnln 

Hiditiematin Meilleal folleire and Hosi>ltnl . I,!' 

Hos|dtal of the I’nlverslty of Pennsylvania . Philadelphia 

Hosidtal of the Woman's .Medical Collepe ,, ,, 

of Pennsylvania >-■'. Phllndelphln 




n 


ss 



§13 


oTi* 



is 

Ck 




a e 

o 


Eocntlon 

Chief of Service 

ot 

Mr< 

3 

< 

sli 

Ooluinhua, Ohio 

R. M. Zollinger.. 


102 

• 6 

Columhiis, Ohio 

R. Patton. 

. 2,971 

25 

0 

... Dayton, Ohio 

C. C. Burton. 

. 2,098 

73 

6 

’oungstown, Ohio 

.T. K. Herald. 

. 1,88G 

14 

4 

'oungstown, Ohio 

AV. K. Allsop. 


79 

0 

. Oklahoma City 

,T. A. Schilling. 

. 1,281 

21 

4 

. Oklahoma City 

F. A. Quenzer. 

. 1,733 

68 

4 

.. Portland, Ore. 

A. M. Hoyden. 

. 6,747 

45 

2 


R. A. M'Ise. 

C. M. Smyth. 

R. I,. SehncfTcr. 

F. R. Rohhlns. 

H. L. Foss. 


U. R. Hawthorne. 


.lelTersi'n Meilleal ('(djeve Hosidtal . 

T.anVetian ilosjdtal . 

Mlserlcordla Hospital ’. 

Pennsylvania Hosjdlal . 

Teinlde I'nlverslty Hosidtal 

Veterans Admin. Hosidtal . 

.\llepheny (emeral Hosidtal '. 


Phllndelphla 
Philadelphia 
Phllndelphla 
Philadelphia 

. Pldlndelphlu 

. Phllndelphln 


Pltlshurph 


.Merey Hosidtal ' 


.1 . Pittshnrph 


I,. K. Ferpnson. 1.719 

,1. H. Oihhon. .Tr. ' 

.1. M. Denver-G. C. Engel. 

W. D. O’.Snlllvnn. 

,1. AV. Raker. 

W. E. IJiirnctt. 

AV. G. Nichols, .Ir. 

.1. A. Heherling. 

H. G. Kiiehner. 


Plttshnrgh 


Health Center Hospitals of the i.'nlver.slty of I’ltlstmrgh 
Seiiool of Medicine. 

. Providence. R. I. 

,i.. .. Providence. R. I. 


S. P. Harhlson. 


A'ork Hospital 
Rhode Island Hospital 
Veterans .\dmln. Hosidtal 
Meilleal College of South Carolina 
Tenehlne Hospitals ............. 

(iteenvllle General Hospital 


G. A'. Foster. 

D. Guthrie . 

F. M. Weaver. 

.1. .M. Henrilsley.... 

H. W. narrower... 


....... Charleston, S. C. 

.Greenville, S. 0. 

Memphis, Tenn. 


2,435 

5.797 


Raidi:; Menmrial Hospital j-;; —. W';':;- 

City of .Memphis !j'>“l' '”j^. , . Memphis’ Tenn. 

Veterans .\dmln. ilu'I'il"',..S'lichl-llle’ Tenn. 


F. E. Kreilel. 

R. Thomason . “■‘Ifl 

R. M. Miles. 

H. Wilson. 

R. F. Rowers. 

M. AValker . 

n V Vfiel . r,JM 

. .7r.... 



F live sitv Medical Ilriineh Ho.spltals . Galves 

itaylor ndverslly College of .Medicine Alllllated Te^ns 

.letlerson Davis Hospital .. Houston. Texas 

Methodist Ho-pltnl ■ .■/■■■/. Houston, Texas 

A'cteraiis ,\dmln. Hospital . Houston, Texns 

Hermann Hospital '■ •• •;■•.!!'McKlnney, Texas 

Veterans Admin. ‘ i,.t^si„inm’iiosnVtnV'-=' . City 

Dr. W. H. Groves Milter-Das .Salt ts llospuai ^ 

Salt I.ake County General IH’M’I'"* . salt Lake City 

Cnlver.slty of Vermont I .VriaC''' . liurlington. Vt. 

I)e fhieslirland Memorial Hospltal . Hurlington. A’t. 

Mary Fletcher nospltal . ■Charlottesville. A'n. 

Fnlver.sity of ''irainla Hospital ^.. Clifton Forge. An. 

iiini Olilo Hoj-ijltnl . .Norfolk. Vn. 

\Vi^'ritn« Atiniln. HoM'itnl .;;;... 

VIrL»lnia Mn'-on Ho^nitnl .. _ Madison, ^Ms. 

I'nlversltv Hospitals*'^... . Milwnukee 

Milwaukee County Hospital ..Jlllwnukec 

Milwaukee Hospital .’."Mliwaukcc (Wood), W^. 

Veterans Admin. Hospital ’ . . Snn .Tuan, P. R- 

fsiin .Ilian City Hospital .. 


M. E. DcRakcy 


2,921 

2,623 

3,490 

2,330 

1,300 

1,445 

1,903 

2,045 


L. L. D. Tuttle. 

G. E. .Tordnn. .. 


,&19 

1,164 


(t. 

G. W. ‘NValdron. 

.1. P. North. 

AM.. Rees..... 

R. 0. Richards. 

,1. A. Gublor. 

n-.n 

A. .A. Gladstone. 2*^19 


A. G. AInckai 
AV. H. Muller. .Tr.. 
,1. M. Emmett — 
R. E. Payne. .Tr... 

D. M. Hume. 

R. F. MacDonald. 

H. N. Harkins — 

.1 AV. Hell. 

,1. W. ITaker. 

E. R. Schmidt— 

.1. M. King. 

I. Schulz . 

Jl. 15. Smith. 

j. N. ITenitez. 


c* 

-S5 


24 

9 

6 

16 

11 

8 


1,483 

65 

2 

8 


1,501 

21 

5 

15 


2,375 

40 

1 

4 

I 

2,872 

54 

1 

3 

« 

3,726 

50 

2 

5 

; 

1,991 

■ 33 

1 

4 


5,792 

52 

1 

4 

t> 

5,260 

34 

2 

5 


2,443 

51 

1 


n 

1,308 

17 

4 

8 


2,337 

102 

3 

12 

n 

4,824 

117 

10 

29 

w 

1,719 

10 

2 

5 

ir 

3,115 

48 

8 

19 


2,216 

17 

2 

8 


2,161 

59 

i 

4 

*v 

1,848 

67 

12 

12 


2 227 

54 

3 

12 

••• 

3’,436 

66 

3 

12 


1,744 

14 

1 

4 

«rfi 

3,532 

29 

4 

IG 

ry 

3,570 

51 

4 

12 

lij 

1,784 

60 

7 

19 


9,591 

92 

3 

11 


3,755 

38 

0 

6 


0,233 

50 

i 

4 

2 i) 

4,748 

08 

2 

8 

liY, 

2,332 

31 

4 

12 

... 


2,110 

3,030 

2,855 

4,901 

2,007 

1,750 

1,311 

4,833 

2,434 

2,504 

4,290 

2,694 

2,371 


75 

69 

42 

49 

30 
27 

31 
44 
24 
05 
02 
io 

49 

49 

03 

.53 

18 

37 

10 

14 

17 

37 

33 

24 

29 

70 

31 

93 

00 

GO 

91 

93 

37 

80 

37 


■ 4 
1 
■> 

3 

11 

3 

3 

4 
3 


14 

4 

7 

13 

23 

13 
9 

14 

19 
9 

y 

14 
18 

20 

4 

15 
8 
3 

5 
12 

9 


17 

10 

5 

23 

.8 

12 

13 

11 

ir. 

20 

6 
15 

8 


111 

»,T' 

iX' 

IS 

iii 

20' 

91 

yi 

15 


P, 


1 -' 

v: 

51 


15 


ly 

ro 


HospltnU, 202: Assistant Residencies and Residencies. 1219 


El Paso, Texas 


Ill. 


uniYed states army 

William Heiiumont Army Hospital. 

UNITED STATES NAVY 

" staS ;:buc h^sth sr-RVicr . 

.. .... TTnsnltal .. •Rnltimorc 


«0»F60ESAU «»» VETEBASS AOMIB'SrBATmB 

. ■■n.sssm.- 

. 


2,192 


10 






2,025 

3 

H. H. .. 

3,412 

16 


3,782 

2,550 

2,387 

12 

32 

14 

n N. Carraway-B. M. Carrawny. 

1,002 

2,219 

1,053 

10 
51 
. 23 





• 3 
C 

3 
10 

4 


Numerical and 




pages 556 through 559. 
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APPROVED RESIDENCIES AND FELLOWSHIPS 


•26. SURGERY-Continued 


Xnrnc ot Hospital 


Locution 
Bakersfield, Calif. 
Berkeley, Calif. 
Glendale, Calif. 


i . Berkeley. Calif. 

^; B^S^--"=== I- ‘ 

I 'H^fili^"-:;;;:;;;;;;;:;;;;;::;;::;:;;:;: I- IJS 

' . Hninltal .rrancisco 

■ i l’SpacitIeGoncraIHi-=PItaI'->. San Fr^cisco 

" •; Denver 

• -Vjnd! Hospital *-*. Hartford, Conn, 

• ■: o^Hospital . Washinafon. D. C. 

' at kiaai Hospital of Greater Miami . Miami Beach. Fla. 

■ n.j General Hospital ■-*. Tampa. Fla. 

> rfonl tv. Lone Memorial Hospital '■*. .\tlanta. Ga. 

‘ rtia Baptist Hospitai . Atlanta, Ga. 

Iropph's Intinnary . Atlatua, Ga. 

; Titan Hospital . ChieaTO 

; pstann Hospital. Chicaio 

' at Hospital '. Chienko 

' o's Central Hospital . Chieaffo 

^ ri!4 Mii«onic Ho?pilal '■*. Chicago 

^ rr Ho.'pital . Chfenco 

i xMent HospUaP-*. Chicago 

Jo^^pb Hospital . Chicago 

• Mary of Nazareth Hospital’■* —.. Chicago 

- narj< Adinin. \Ve?t Side Hospital Chicago 

i jr^ton Hospital . Evanston, III 

: Francl« Ho-spital’"’. Peoria, III. 

} i!f Hospital . BlufTton, Ind. 

i ;h'Kll<t Hospital >. Indianapolis 

• Vb<¥atV Hospital . Indianapolu 

: Margaret'# Ho-spital. Kansas City. Knn. 

Kranris Ho.spital '•*. Wichita. Kan. 

. Joseph Ho.spItaP'*.. Lexington, Ky. 

: isnor FouDdatfoD Ho.«pital . New Orleans 

; ith^m Baptist Hospital . New Orleans 

, uro Inflnnary '. New Orleans 

. theran Hospital . Baltimore 

> ori'loat Hospital and Free Dispensary *. Baltimore 

Joseph's Hospital *. Baltimore 

. «th Baltimore General Hospital . Baltimore 

; iare George** General Hospital '■*. ChererlV, Md. 

; t«ly Hospital '•». Beverly, 5I«f<. 

; rmt .\uhuni Hospital . Cambridge. Mass. 

’ jM^n Hospital >-*. .Malden. .Moss. 

; wtoaAVeliesley Hospital . Newtoa*Lower Fall*. Mass. 

J Jney City Hospital . Quincy, .Mas*. 

|Ia 1. Post Montgomery Ho.spital ’-». Battle Creek, Mich. 

I txacfier Plain Hospital . Detroit 

' lunt Carmel Mercy Hospital . Detroit 

ovidence Hospital'.Detroit 

; . John Hospital i-s. Detroit 

:• . Joseph Mercy Hospital i.!.[. Detroit 

'i*;;'"’.'. DetroU 

• ’. Flint, .Mich. 

. Grand Rapids, Mich. 

on Methodist Hospital '. Kalaina/oo. Mich. 

' • n ^^pital . Pontiac. Mich, 

• ’■*. Pontine. Mich. 

: General Ho«pitnl ■*'*. Saginaw Mich 

- '■*.- .. ".Minneapous 

. f. Barnahas Hospital '-*. Minneanoli* 

’ harie-T^°vnr^w''**'t'i'VV. Rochester. Minn. 

Mcinonal >. Vickslmrc. Miss. 

. .’^V *. Vicksfjur^ Mi« 

; f;«^B'>PtS'‘Ho.pU„-,'i:;:=K:;;v. Kan5«. CUy m 

[?(J>oiTr Ho'pimi '. Atlantic City. X. .1. 

tpy,it j,rsej‘Hn‘x,itaV;-i. C amden. V .T. 

p '*); * . rprspv r’itr v t 

f.'vt:'.lTrI..,n,l Ho'pItaVi--^;. Brooklyn. X. T. 

J-Ttti.rsa Mirticl! (v,n,.;Tj.Brooklyn. X. A'. 

.Brooklyn. X. T. 


Chief of Scr\*ice —^ 

(.'. P. Marvin. 1,300 

L. E. Brown. 2.W 

4. .Tanzen . 3.91G 

W. H. Olds. e.nno 

K. W. Blake. 3.140 

4. F. Regan. 9.7^3 

L. C. Bennett. -1,501 

4.4. O'Hara. 2 . 9 '.o 

T. P. Schoinnker. 2.427 

O. Pflneger. 2.S0> 

T. 4. M'halen. 2,14S 

V. M. Strange. 2 . 1 GO 

B. E. Grossman. 5.007 

K. C. Sawyer. l.S'JS 


G. Wollgast . 

1. L. Harsh!»arger.. 

I... .A. St. 4ohn. 

O. Pelliccia. 

F. C- LaBrecque. 

C. S. White. 

R. M. Fleming. 

W. C. Myers. Jr. 

E. Holloway. 

W. S. Dofongh- 


7,100 
4 , 5-17 
4.lot 
2.tl4 
2.4<;'i 
4,.>34 
4.013 
4.201 
4.h3^ 
5 . 9\3 


D. Shepard. 4,3-55 

M. Thorek-P. Thorek. 2.23n 

W H. Browne. 3,431 

C. K. Solander. 1,170 

r C. Guy. 3.032 

P. Shambaugh. 1,5^ 

H. -A. Oberhelnian. 2.220 

C. W Phillips. 1.901 

F B. McCarty. 2.614 

E. H. Wa.*^7ew*ki. 2,07? 

M. 1. Gibbel. l.WS 

4. .M. Dorsey. 2.202 

C. D. Branch. 4,501 

H. D. A'aylor. 672 

4. E. Owen. 6.740 

W. D- Gntch. 1.9'*) 

51. V Laing. 5.-534 

4. IV. Grave*. 2,7lU 

F. .M. Mas*le. 1,632 

,A. Ochsner. 1.261 

\V. Becker . 5.P21 

L. H. Stmu. 23.760 

AV. E Gilmore. 2,193 

R. L- 4ackson. 1,073 

O. C. Brnntigan. 4,146 

G. H. Yeager. 2.732 

5. Scbwnrtri»och. 5,114 

R. E. Alt. 2.t-v; 

4. Tartakoff. 3 ,"m2 

M*. E. Gnrrey. 2.7V 

R. 1. Smith. 3.637 

4. M. McGowan. 2.4rri 

S B Winslow. 3.*232 

.A. AV. Blain. Ill. 1,447 

T. A. Boutrouc. 10.2S3 

W. G. Quigley. 6,8.54 

C. 4. France. 843 

L. B. Saraf. 2,001 

M. P. Mevers. 3,467 

E. P. A'ary. 6.492 

F. GlUett. 4,701 

R. A. Scholten. 2.853 

R. AV. Bullard. 4r. 4,737 

C. G. Darling. LOST 

H. il. BKbop... 3,315 

A. Kremen . 1,472 

AY. G. Schaefer-M. 4. Stewart. 1.S51 

4. M. AVaiieh. ll.iS 


B. G. Lannln. 
G. H. Martin.. 
AV. H Parson* 


R. E. Allen. 

A'. T. AVi!llam**4. A. Growdon.... 

I. S. Brown... 

4- H- O'Neil. 

.A. R. Dalton. 

G. T. Gainey... 

B. R. AVMl*ke. 

4. H. Alason, Hi. 

E. R. Ri«tjne. 

K. .Athey. 

.A. Levy. 

E. 4 Halligan. 

T. 4. .<Juiiiiney. 1,749 

C. Muc.Arthur. 1,24S 

H. A. SchuUe. 1,735 

C. H. Evan*. 4,019 

L. S. Sica. 6,414 


2.4S1 

sMtJ 

411 

823 

4,778 

4,93? 

5,531 

2.210 

3.017 

1,918 

t,491 

2,402 

5,431 

827 

5,835 


' V'. .Ma'rv". .Brooklyn! N. T. 

N'roMv, lio-n'Ll . Brooklyn^. T. 

arid cVintc'' 

_Gene.al Ho«pital ’-»-rT-s>5 


'"'nrrtr.t ,„tf rtftrtncts 


Buffalo 

*. Clifton Springs, N, T. 

. Elmhurst, N, Y, 


win be found on papes 556 through 559. 


H. Neuhof . 2,74S 

4. 4. Gainey. 2,145 

5. Schusshelm. 2,037 

R. P. San Filippo. 2.309 

4. A. McCal^e.. 3,5W 

C. Dennlc. 2,462 

4. Rizzo. 1342 

E. T, McGroder... 4,512 

R. M. Price. 1371 

AV. M. AA'eerlen. 2,218 
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APPKOVED HESIDENCIES AND FELLOWSHIPS 


2G. SURGERY—Continued 


JA.M.A, 0c(.! 


Location 
.. LextnKlon. Ky. 
.... Nctv Orleans 

.New Orleans 

l<cwIston. Maine 

. Unltlmore 

. Boston 

FitelibnrK. Mass. 

Detroit 


iMimnn s nosinini . tn.. 

V,"':'1'.oVosVc Polntc. M 

I'lfrnr I ‘ ' 1J'' ’'i''.Kalamazoo. M 

hdnnnlB . .sjnirrow Hospital. LnnsInL’ M 

Swedish Hospital i-».. 


Name o( Hospital 

(lood Samaritan Hospital « . 

Hotel DIen >.... 

Oehsner Konmlatlon Hosidtal . 

tVntrnl .Maine tJenernI Hospital >. 

Bon Seeonrs Hos|i|tal ’. 

New Ktutland Hosidtal .!!!!!!!! ' 

BurhnnV Hospital >. 

Kvatmelleal Deaeoness Ilosidtal . norreir 

.Tenntnps Memorial Hospital . . 

.SS 

Mleh. 
Mich. 

.t enorah Medleal Center . Kansas City.'Mo. 

.'Il'sonrl Methodist Hospital *.. st .tosenh Mo 

St. Anthony's Hospital . ' gt fouiii 

St. Kllraheth Hospital >.Lincoln. Neh. 

Hackensack Hospital . Hackensaek. N. ,1. 

.'lonmonth .Memorial Hospital . Loriir Braneli N .1 

Mountainside Hospital .. MonlXl"; n! d. 

.'lorristown .Memorial Hospital ... .Morristown! N. .1. 

Fltkln Memorial Hospital . Neptune N .l! 

I'restiyt.-rlan Hos|dtnl . Newark n! .L 

Colninims Hospital ’. Si-w York City 

Hostdtal (or .lolnt Diseases .Kew York Cily 

•lewlsh .Memorial Hospital >•".Nerv York City 

I.ehanon Hosidtal »•». Xew York Cltv 

Mherlcordla Hospital. Nea- York City- 

.Mother Cahrlnl .Memorial Hospital . New York City 

New York Intirmary '■■■•.New York Cjty 

Cnlteil Hosidtal . Port Chester. N. Y. 

St. .\|;nes Ho'idtal '.ItalelKh. N. C. 

Kate Blttlni: IleynoMs Memorial Hospital . Wlnston-Salein. N, C. 

Ill'inarek Hostdtal *. Bismarck. N. Dak. 

•St. I,like'.' Hospital •. Fariro. N. Dak. 

Deaeoness Hos|dtal . t'lneinnati 

Kalrvlew Park Hosidtal . Cleveland 

St. r.li/aheth Hospltid '•". Dayton. Ohio 

Mercy HO'tdtal . Hamilton. Ohio 

Lima .Memoriaj Hospital . Limn. Ohio 

.Mansthdd tieia-ral Hospital . Mansfleld. Ohio 

Flower Hospital *. Toleilo. Ohio 

Wesley Hospital '. Oklahoma City 

Kmaniiel Ho'pitnl . Portland. Ore. 

tiood Samaritan Hospital . Portland. Ore. 

ProvMeiiee Hospital . Portland. Ore. 

Bradford Hospital '■='. Bradford. Pa. 

Harleton State Hospital . Hazleton. Pa. 

I'rankfor.l Hospital . Phi tide p da 

St. .ti'seph'.s Hospital . I!*' '’L' “ 

St. Mary's Ho-plta! «-=■. Pldladelphla 

St. >iari;aret .Memorial Hospital '■*. Pltt.shiirj;!) 

.Merry Hospital . 5"' 

Wllkes.Barre Ceneral Hospital. M1 kes-Barre. Pa. 

Cohimhla Hospital’-’.. M llklnshurir, Pa. 


Memt>rial Hospital . Chattanooga. Tenn. 

Newell Hospital ’... ‘ 

St. .Mary'.s .Memorial Ho.spilal .. 

sou'.heni Paelhe Hospital’.. Tevnc 

liaptlst Memorial Hospital . S'"!' ^"^0" ”• 


HarrI 
Sou 

Bat. 

Thomas D. D>s" Memorial Hospital 

St. .Mark's Hospital ’. 

St. Lll/aheth'.s Hospital. 

I.ewls-fiale Hospital . 

Doctors' Hospital . 

I’rovidemv Ho.spltal .. 

Sacred Heart Hospital ’. 


Oirdcn. Utah 
Salt Lake City 
, Riehinond. Ya. 
.. Roanoke. Ya. 

. Seattle 

. Seattle 

. Spokane. Wash. 

.MontKomery. W. Vn. 


'll'"'" l-""""' ."".''i.SSiir'vi;: 

. 

.Methodist Hospital---. Milwaukee 

Ilvamrellcal Deaeoness Hospital .. 

St. Luke's Hospital .. 


A. 

M. 

A. 

yv. 

R. 
A. 
F. 
T. 
.T. 
.T. 
.T. 
•T. 

S. 
V. 
P. 
.S. 
A. 
If. 

A. 
H. 
H. 
fi. 
M. 

H. 
V. 
P. 

B. 

B. 
M. 
. 1 . 

L. 
0 . 
0 . 
. 1 . 
R. 
V. 
R. 
R. 

T. 
V>'. 

R. 

M. 
M’. 
. 1 . 
. 1 . 
. 1 . 
. 7 . 

S. 

.r. 

0 . 

. 7 . 

P. 

. 7 . 

.M. 

P. 

kV. 

F. 

K. 

C. 
A. 
.7. 

R. 
.7. 
0 . 

G. 
ML 
A. 

I. . 

D. 

AV, 

E. 

S. 

L. 

H. 
R. 


Chief of Serrlca 

E. Grimes...,,, 

Salatlch. 

Ochsnor. 

V. Cox. 

G. Sullivan. 

Brown. 

P. Ro.ss. 

H. Hunt, 

B. Hartzcll. 

R. Brown 
Blnin 
Hammer 

H. RutlcdEc_ 

.7. P. Lundfiulst 

H. Halperin 

C. Ben.eon.. 
Repetto 

V. iliieller. 

I. Mader, .7r 

Kazmann. 

We.spon. 

H. LnudiK 

Q. Hancock_ 

Hantman 
Cnrnhhn 
Kllni;en.stcln 
.Sheneln 
Sherwin-C. B. Ri 
.7. Henly 
P. Alvich 
Loseke 

O. 'J’rcmhlc 

W. Paschal 
M. Walker, .7r. 

H. AVnldschinldt 

G. Borland 
W. Good-J. Pnyn 
.7. JfcNamec 

P. Rah 

F. Hume 

R. Snowhall 

S. Reed 
. H. Mcflley 

H. Roldnson 
AV. Ba.s.sett 
Raaf 

C. Adam? 

A. McCutcheon 
P. H. Kcttrick 
P. LarRC 

A. Lehman 

McCarthy 
R. AVatson 
Sindaco 
,7. Morynn. 

B. Hetzel. 

B. Graham. Ill 

T. Newell. .Tr... 

L. Chnmley 
F. KaufTiannn. 
R. Gandy. 

F. Gossett. 

.A. McMurrin... 

I. . AVriaht. 

AA’. Hor.sley. 

I., Sihlcy. 

AA'. I.otrh. 

.1. Roscllini. 

G. Corbett. 

R. Laird. 

Relnnrdy. 

B. Gundersen... 
E. Holmitren 
B. Benjamin 
G. Gahisinski... 



27. THORACIC SURGERY 

Residency propram? In t.-e fo.-ow.p^hospUa.s " 

Hospitals, 95; Assistant Residencies and Residencies, 2M 


Thoracic 


C. r- 
<■^1 

ai 


, ,T„.,,,i,„t Location 

UNITED STATES ARMY 

“",,,13 . San Francisco 

Letterman Army Ho^pIUl ^ .!!!!!!!. 

I'itzsimoti? Army Hospltid . .AA’ashinKton, D. C. 

•Army Medical Center .. 

UNITED STATES NAVY . 

u S. Nnviil Ilosptlu! \ .*.* '. St. AIbnns. N. i. 

IT c Siivul liosiiltiil .... 

nonfederal and veterans administration 

Cltv of Hope Medical Center ..!!!!!!!.!.... Los Anpreles 


Chief of Service 


C5 S 


150 

,1. AL Salyer. 

’** I-IJ? 

E. .7. .7nhnke, Jr. 



180 

J. M. Hanncr. 

184 

R. N. Grant. 



. 4&1 

374 


3'’1 




&,K0 c--° 
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27. THORACIC SURGERY-Continued 




. X 

f £ 


? 


I^oealioa 

Calif. 

i>8.....Denver 


; Same ol Hospital 

I or toeml Hospital t. Torrance 

i tvlwHira^Smunitf Hospital . New Haven, Conn 

( n-rst Hospital . ^etVlngton. Conn 


s on Thames 


j-3. . Xonvich, Conn. 


; rr wvWncton Cniverslty Hospital "-a. Hashington D. C. 

; irftv Homital t.VV. .4UBUSta, Ga. 

• iiro State Tulierculosis Samtanum . Chicago 

*- Irpa’* M'‘tnoria! Hospital .... Chicago 

' ofChicaco Municipal Tuberculosis Sanitarium . Chicago 

I fcue'tem University Medical Center 

I tersns .\dmin. Research Hospital ^..Chicago 

1 ran* .\dinin. Hospital '... 

• eUmversitv of Iowa Hospitals ... Iowa City 

i eMty of Kansas Medical Center . Kun*:!!-! City, Kan. 

I ritT Hospital of Louisiana . 

: nidana State University Unit *. New Orleans 

■ l 3 D^ University Unit ». New Orient 

■ f^!eratc Meniorinl Medical Center i. .Shreveport, La. 

: erdty Hospital . Baltiinore 

' x.n City Hospital . Boston 

,03 Sanatorium . Boston 

England Deaconess no.^pital . Boston 

’ ‘rans .\dniin. Hospital . Rutland Heights. Mas.«. 

‘ 'e^•ity Hospital . Ann Arbor. Mich. 

ry Ford Hospital . Detroit 

• man Kiefer Hospital . Detroit 

lain Chest Hospital... Lansing. Mich. 

• |ran.s Admin. Hospital . Minneapolis 

'0 Foundation ..... Rochester, ^Itnn. 

:er«fty Hospital *. Jackson, Miss. 

' ii«dppl State Sanatorium. Sanatorium, Miss. 

»ouri State Sanatorium . Mount Vernon, Mo. 

' ces Hospital . St. Louis 

• srans Admin. Hospital**®. St. Louis 

,• i PoUak Hospital for Chest Diseases. Jersey City, N. J. 

; Ff County Hospital 

• fvifion I. Brooklyn, N. Y. 

} ^vidon n *"».-. Brooklyn, N. Y. 

eraa? Admin. Hospital ... Brooklyn, N. Y. 

• Talo General Hospital *•*•***. Buffalo 

• »anl J. Meyer Memorial Hospital . Buffalo 

■ ersDs AdmiD. Hospital . Buffalo 

erans Admin. Hospital . Castle Point, N. Y. 

• horo Hospital *-*. Jamaica, N. T. 

uat Morris Tuberculosis Hospital . Mount Morris. N*. Y. 

kvue Hospital Center 

*ir. I—Columbia University i-s-sso. 2^ew York City 

jax Municipal Hospital Center .N'ew York City 

flteflore Hospital *-*. New York City 

r Yort Medical College-.Metropolitan Medical Center 

felropolitan Hospital . N'ew York City 

•Joseph’s Hospital for Chest Disea«es .New York City 

tcrans .Admin. Hospital . New Y'ork City (Bronx) 

mier Folks Tuberculosis Hospital *-*.Oneo’nta, N. Y, 

y Brook State Tuberculosis Hospital . Ray Brook. N*. Y. 

s V/ew Hospital . Staten Island. N. Y. 

terans .Admin. Ho>'p{iaI .... Suninount, N. Y. 

irih Carolina Memorial Hospital *-*.Chapel Hill, N. C. 

larkiite Jfemorial Hospital ». Charlotte, N. C. 

Ike University Hospital . Durham. X. C. 

‘t'*rttns .Admin. Hospital . Oteen, N. 0. 

)rth Carolina Baptist Hospital *-*.V.V Winston-Salem’ N. C. 

ty Hospital *•». Cleveland 

mland clinic Hospital . Oeveland 

Jpsy Acres-Cuyahoga County Tuberculosis Hospital .Cleveland 

-Wans .Admin. Hospital Cleveland 

mjaniin Franklin-Mount Canucl Hos’itals .Columbus. Ohio 

University Hospitals 

bh.o Tuberculosis Hospital *-3. Columbus. Ohio 

I nirtislty Hospital . Coiuinbiis, Ohio 

m\fr>hy ot Oregon Medical School 

,"7. '. Portlana. On-. 

lawf” ’. Philadelphia 

hMnnan JWical CollcKC and Hospital ’-■>. Philadelphia 

In h r J? ““. Philadelphia 

Hospitals oi the 

Pittsburgh 


Chief of Service 


i >-|5 _|i 


-r; r-: 


— 


Imterslty ol Pennsylvania School oi Medicine., 
rln,’"’r Ho.sritaI. 

‘ hiltlr^n « Hn«nifal 


Idrtn's Hospital 
Jrrdiyterlan Hospital .. 

r‘7^' Admin. Hospital *-■. 

i-„ . Tubernilo.cls Ho<rrift«7 


Memphis, Tenn. 
Memphis, Tenn. 

, Tenn. 
. Texas 
, Textt** 
, Texas 

J^Wnn -'leuicinc AfflJiaietl Hospitals. 

■ . Houston. Tevae 

VrWans Admin .Houston, Texas 




. Sanatorium *-•. 

... MiiwaukcV’(Wood).JVis. 


"t“m«rlcal and other referencei will be found on pages 556 through 559. 


B. H. Ramsay. 

119 

6 

1 

•T 

o 

246 

J. B. Grow. 

430 

o 

X 



2 C 0 

G. E- Lindskog. 

555 

21 

.. 

1 


150 

B. L. Kemler.. 

SOI 

4 

1 

1 

i 


\V, O. Kelley.. 

491 

6 

2 


1 


B. Blades. 

453 

IS 

1 



250 

R. Major. 

199 

11 

.. 



200 

H. T. Langston. 

gT.fl 

s 

2 


1 

SCO 

W, J. Potts. 




1 

1 

75 

W. M. Lees. 

1,500 

12 


9 

1 

IST. 

F. YV. Preston. 

ISO 

2 

.. 

1 

o 

... 

H. T. Lanestoo.. 

362 

14 

1 

4 

2 - 


J. H- Ehrcnhaft. 

Incl. in Surgery 





F. Allbritlen. Jr. 

199 

•• 

-• 

i 



L. H. Strug... 

162 

6 

1 

*> 

o 

200 

0. Creech. 

193 

6 

1 



200 

W. YV. ilcCook. 

040 

4 


1 


200 

R. A. Cowlev. 

in 

7 

3 

s 


43 

.T. YV. Strieder. 

gST 

16 

.. 



163 

.T. YV. Strieder. 

140 


1 

3 

1 


K. H. Overholt. 

Ind. in Surgery 

2 

5 


2 W 

\V. YV. Wilson. 

754 

3S 

1 

1 

1 


C- Haight... 

743 

33 


6 


is6 

C. R. Lam... 

Incl. in Surgery 

1 




YV. M. Tuttle. 

937 

5 

4 

7 


526 

C. J. Stringer. 

6il 

0 

1 

2 


4C0 

D. J. Ferguson... 

117 

19 

1 

i 



0. T. Clagett. 

Incl. in Surgery 




i75 

J. D. Hardy.. 





1 

... 

TV. R. Webb. 

173 

o 

1 

1 

1 

300 

J. YV. Polk. 

627 

29 

2 

3 

1 

500 

T. H. Burford. 

503 

40 

3 

3 



T. H. Burford. 

264 


1 



... 

F. Bortone .. 

111 

• • 




167 

E. H. Griffin. 

21 s 

4 

1 

o 

•1 

IW 

M. Newman .. 

192 

16 

1 

2 


104 

R. HopsloeU. 

455 

S 


1 


... 

J. R. Paine. 

690 

40 


4 


300 

J. D. Stewart.. 

94 

4 


2 


24S 

TV. 51. Chardack. 

150 

5 

1 




R. Douglass. 

127 

3 

,, 

2 

i 

... 

L. 5UscaU . 

199 

17 

3,- 

5 


157 

J. M. Judd. 

139 

o 

1 

1 

1 

630 

H. H. TVylie. 

Ind. in Pul. Diseases 2 

4 

2 

105 

C. B. RipstelD. 

103 

3 

.•> 

4 

2 

157 

A. H. Aufses. 

176 

5 


1 

1 

187 

S. A. Thompson. 

74 

C 

1 

2 

1 

104 

TV. TV. Eischer. 

CiZ 

t 

1 

2 

1 

250 

A. HImmelstein. 

125 

1 



2 

.. . . 

A. M. Skinner. 

197 

5 

o 

2 

1 

493 

D. Y'. Pecora. 

O|0 


2 

•I 

] 

495 

L, R. Davidson. 

260 

4 

a 

4 

o 

157 

A. M. Decker, Jr.. 

S67 



1 

1 


R. M. Peters. 

23-2 

3 


1 

1 

239 

A. G. Brenizer, Jr. 

195 

7 

1 

2 

•■) 

2.50 

W. C. Sealv.. 

51S 

5 



o 


H. E. YValkup..'. 

595 

34 


5 




2C7 

12 



o 


G. H. A. Clowes, Jr... 

191 

1C 


2 

2 

150 

D. B. ECfler. 

373 

14 

o 

3 

2 

250 


135 

4 

1 

1 

1 

45S 

H. J. Mendelsohn. 

110 

34 

1 

o 

o 


> M. G. Buckles.. 

SID 

22 

1 

1 

o 

4C-> 

1 N- C. Andrews. 

290 

7 


2 

o 

152 

1 K. P- Hasten... 

679 

20 

•• 

o 

o 

252 

W. S. Conklin. 

277 

7 

1 

o 

o 

KO 

. R. P. Glover-T. J. E. O'XeiU. 

102 

4 

1 

o 

1 

150 

1 C. P. Bailev.... 

1,219 

73 

5 

5 

o 


1 F. G. Harri'un, Sr.. 

332 

6 

1 

1 

1 

150 

1 E. 51. Kent. 

690 

14 

1 

4 

3 

175 

F. A. Hugh?-. 

516 

S9 


*1 

o 

... 

F. H. Cole. 

365 

2 

2 

4 

o 

<>00 

R, A. Daniel. 

260 

10 


1 

o 

50 

i R. Shaw... 

492 

6 

2 

2 

o 

no 

1 R. H. Holland. 

230 


i 

o 

o 


! A. YV. Harrison. 

Incl. in Surgery 

1 

2 

o 

100 

M- E. DeBafcey. 


• • 

i 

*» 



L. E. D. Tuttle. 

627 

8 




7fO 

? M. E. DeBakey. 

201 

15 

1 

o 



W. R, Rumel. 

SOI 

8 


1 

O 


E. C. Drash. 

691 

12 


o 

o 


L. H. Bosher, Jr. 

337 

13 

1 

o 

o 


? F, J. Jarvi«... 

195 

S 

1 

1 

1 


F. Ralne ... 

226 

9 

1 

1 

** 


. P, YV. Gebaiier,.. 


1 

1 

I 

1 

400 
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AJ’PHOVED RESIDENCIES AND FELLOWSHIPS 


J.AAI.A., Oei ; 


28. UROLOGY 

s u,s,':''tiKh »■«•.« 

yc«rs of tralninn. All hospitals fisted offor SVeVrs of 

throooh atnilttilon with another approved Institution. basis 

Hospitals, 233; Assistant Residencies and Residencies, 798 


.Nnriir of Ho^pKal l.oentlon 

UNITED STATES ARMY 

. San Francisco 

.Umj Mo<llci,I tvnlrr . tVnshlnk'ton. D. C. 

llro(i|.c .\niij llo'.|iIliil -•>. p„„ Antonio, Texas 

I rlpler .\rmy liosplial '. Honolulu, T. H 

UNITED STATES NAVY 

>'• . OiiMaml, Ciillf. 

J.- ^ i"' " 3}"'''' 'o| , .«nn IMcko. Onllt. 

I . S. >nviil llovplinl . Hcllicsda. Md. 

I . S. .Naval Hospital '. .S(, .llluins, X. T. 

1 . S. Naval Ilu-pHal ’. Phltadclpliln 

UNITED STATES PUBLIC HEALTH SERVICE 

r, S, INiUlle UealUl Service IliKpllal . Stapleton, S. I., X. T. 

DEPARTMENT OF HEALTH, EDUCATION, 

AND WELFARE 

I'ro'ilnit’ii’'- llo'pltal . Waslilnuton, D. C. 

NONFEDERAL AND VETERANS ADMINISTRATION 

t'arrauay MethoiKsi Ho'-iiHiil . ItirinltiKhma, Ala. 

I'liUvr-Uy fit .\laliaina .Medical ('enter 

fnlvcr'lly llni-iiltiil and Hlllnian Cllnlr . lllnnlnijtiani. .\hi, 

Vcimin'. .Idnil/). Jlfi'pltiil '. BlnnlnRhain. Ala. 

I'nlver-lty Hu^pitnl *... l.lttle Rock. Ark. 

ixcrii f’otitity licneral Hospital ’. Uakor~lleld, t'niif. 

Veleranc .Idinln, llo^idtal . I.unt; Hench. (.'ntlt. 

Kiil-cr Foundation Ilo-iiltnl '-a. Lo? .\ni;elc“ 

I.O-. .\nrelc' {‘oiinty llospjtiil ■>. l,o< .tnijcles 

I’nlver'lty «( t’alilornla .Medle.il Center 

Fiiher-lty llo'-pital ... T.oe Antreles 

Wterati' Idinin. Ho‘'iiltnl . I.o-i Anttclc.i: 

llatl'or (ienerat Ho»pltal '. Torrance, Calif. 

White .Memorial IloipUal . I.os .tnaelcf 

Vte'liyierlati Ho'-tiUal-Chn-ted .Memorial. l-os .tnccle.* 

Ifii'hlaiMt'.Manieila County lIo''pUai'. Oakland. Calif. 

San Dleipi County tieneral Ho'tiltal . San DIeso, Calif. 

Soitthern Paelfle tieneral llfopilal.. J'ltii Francisco 

Stanford l'i>l\er<Uy llo«pital-’ 

Safi FraneI''''o Ifte-iiffal— 

(Stanford Cnlver-lty Service) t-s. Sun IrancPco 

Statifonl Cni\er-lty lIoM'It vls . Snn t’rnnel«co 

Fnlver'liy of <'allforiila lIo'|ilial< 

Franklin llo-pltal'-’. •‘'«n FranePeo 

San I'ranet'eo fl(i>-iiltal- „ , 

(Fnher-ity ol Calltornia Service) . Snn IrancKco 

fnlver-lly of California lIoMdtal >•’.. San I rnnclfco 

Santa Clara County llo-iiUid . Sun •'ce^e. LallL 

Veteran" .tdniln. lio-pltal . 1 ranclsco 

Cniver-lly of Colorado .Medical Center 
Colorndo lieiteral Ilovpltnl ’ ». P‘ 

Veteran- Admin. ll<i-)iUal ...C''’SVV;;. 

li.'iiee New Hiiven Conimnnity Ho-idtal . Nfa k"nn' 

Veteran- Admin. Ilo-pltal. 

Waterlmry Ho-plta! ». 

V)MHH of VCilmn'ilL^lVnem^^ • ^ - • • 'M-n.^hltm'ton. T>. C. 

Veteran^ VUnUi. Uo-pital ' i-m,_f;eoruetorrn mefon D. C. 

laM-arMilliejirtVnter-St'^^^^^^ .vhnnf’ Fla.' 

tirady -Mem'>rlal . . Atlanta. Ga. 

St. ^ Jnfirmnn ' ... ■. Atliintn. Gu. 

Wtuntn** '' .. . 

Medical Colleee of ..;rr.Aucusta, Ga. 

llo^pUtu . Gn. 

['nivur-ity ..Siivanmih, On. 

.Meinorii’l Jlo-fdlai of Chatham t onntj . I'hieauo 

fmik CoMiily Ilo-liltal .. Chicago 

.Mercy Ho-Jillal .. Chfen^o 

Michael Kee-e Ifo-pltal.... ChiciiKO 

.Vottliae-ter/i ('niver-'lly Medlei'l tentoj ChlcaKO 

Chleauo IVe-ley Meimola »•, , . .Chlcako 

Veleran- Admin. Ite-eaieh Ifo-pltal .••••. ChiciiKO 

I’re-livterian Ilo-idlal.. 'Chienpo 

St. Luke’s llo-pital V'Tii.. ChtcaKO 

i;;;es;: ;;l 

V»*loniiJ'‘ AdtnltJ. Uo^pltnl .. 

Indiana Cnlver-Uy MedlcaUeuter ]ndinnnpoh<; 

Imlluiiaiioll- General IIfi«|dlal . Indianapolis 

Indiana Univer-ltv Ho-idtals - . Indianapolis 

Veterans Admin. Ho-ptta! Indianapolis 

.MetliodKt Hospital ^ YS:,\ . '.V.'.V.Pes Moines, Iowa 

Veterans Adm n. Hospital'/I ‘ . . Iowa City 

u ate llnlvei,-U.v of lowa Hospitals > .. ;. 

V'nWersUv of Kansas Medical (.enter.Kansas City, Kan. 

Jmiversinw'r Center . le.xiiiffton, Ky. 

St .loseph Ho.spltaP'L .j^oulsvlj e, Ky. 

l.o'iilsville General noRpitnl_^ .••■■■. Louisville, Ky. 

Votcraii.s Admin. —ULl--- 


Chief of Service 

E. Lewis... 

.1. F. Patton. 

L. K. Manto)]. 

R. T. Artman. 

M. S. Curtis. 

.1. R. Pillon, ,lr. 

.1- S. Hnnicn. 

.1. r. Richardson..,. 
R. P. Black. 

C. P. Miller. 


R. P. .Tones. 


H. C. Hudson... 

B. Bn rein re. 

F. D. lionard... 
.1, Ucadstrcnin .. 

.S. G. Kciirnev _ 

A. .1. Blschotl... 

.1. F. Cooper. 

.1. .1. Crane. 

W, B. GooiJivin. 
IV. K. Goodwin.. 

E. Bell . 

R. T. I)er«inan.. 

T. Powell . 

H. Kay . 

E. Lc Due. 

T. E. Glhson. 


W. A. Sumner. 

H. Wcyrimch . 

,1. TV. .Sctmlte. 

S. Olsen . 

P. R. Smith . 

L. .1. Pliutrec. 

H. .M. Weyrnneh-D. R. Smith.... 

D. E. Xcwland.. 

1). E. Xcwland. 

O. G. StoninKton. 

1). M. ll.irvnrd. 

L. I.. Mimrcr. 

C. H. Xeusw’anKcr. 

B. S. VuIIcft. 

R. Bttkc»-1,. Ciillierfson. 

,T. G. Lee. 

R. B. Mclver.. 

M. M. CopliinAV. L. Fitreerald. 

L. M. Ovr-F. iT. Pyle. 

M. K. Bnflcy. 

H. P. McDonald... 

M. K. .. 

•T. R. .. 

T. Everett . 

C. L. Prince. 

W. ,J. linker . 

H, E. Landes. 

I, Shapiro. 

L. .. 

V. J. O’Conor... 

P. IV. Preston-V. .T. 0 Conor... 

x! J. .. 

W. .1, Baker. 

C W. .. 

J, 'H.Klctcr. 

P. Lloyd . 

R. D. Howell. 

R. Garrett . 

E. Ruppel . 

M. Xourso . 

L .T. Arduino. 

R H, Flocks. 

IV. L. .. 


I. S. Brown... 

E. H. Ray.... 
R. Ltch, Jr.... 
H. I. Berman. 
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28. UROLOGY—Continued 


■5 ® 5 


Location 


Name of Hospital 

•• f . 

•' Voh-ersitr Unit ^.Xew Orleans 

; Orleans 

U"S Mmto. Hospital .^,cw Or eans 

J’wVateMei^orial Medical Center a. Shrcreport, La. 

^WfT^TTn'nitaP”* Baltimore 

Sa" AdmlS. HospiVal .Fort Howard Md. 

, -ii Israel Hospital a-a. 

. «toa City Hospital. 

Kjehasetts Memorial Hospitals r-a-»ri. Bo-ton 

. alEsland Center Ho,=pital . Boston 

ter Bemt Brieham Hospital >-»-’»». Boston 

•tterans .Admin. Hospital .tVest Roabury. Mass. 

■ lerans .Admin. Hospital . Boston (Jamaica Plain) 

iversity Hospital . --inn .Arbor .Micb. 

ace Hospital . 

. irper Hospital . 

Dry Ford Hospital a-s. Detroit 

celrlac Hospital a-a. .... Detroit 

ajEfi County General Hospital and Infirmary .Eioise, Mien. 

: naeapolis General Hospital ^--3—St. Mary’s HospitalMinneapolis 

ilvcrsity of Minnesota Hospitals i-a-s®*. Minneapolis 

' -terans Admin. Hospital. Minneapolis 

• J70 Foundation i-s.v. Rochester. Minn. 

ifter Hospital Charles T. Miller Hospital .St. Paul 

• lircrsity of 3Ijs«issippi Medical Center 

•. rniver«ity Hospital'. Jackson, Miss. 

Veterans .Admin, Ho.spital 1"*. Jackson. Miss. 

I insas City General Hospital Jso. 1. Kansas City, Mo. 

imcs Hospital ^■*"*^*... St. Louis 

omer G. Phillips Hospital . St. Louis 

i fi'-ocri Pacific Hospital ®. St, Louis 

» Louis City Hospital... St. Louis 

‘ :, JIary's Group of Hospitals. St. Louis 

■ jtenns .Admin, Hospital i-*. St. Louis 

. artmouth Medical School Affiliated Hospitals. 

I Mary Hitchcock 3Iemorial Hospital . Hanover, K. H. 

Veterans Admin. Hospital*-*. White River Jet., Vt. 

eterans Admin. Hospital *. East Orange, N. J. 

ersey City Medical Center . Jersey City, N. J. 

. farrijon S. Martland 3Iedical Center '■*. Newark, N. J. 

Ihany Hospital . Albany, N. T. 

• ewi^b Hospital *-*. Brooklyn. N. T. 

In« County Hospital 

■ DivUIonl*-*... Brooklyn, N. T. 

Division II *-». Brooklyn, N. Y. 

•ons Island CoUece Hospital *-*. Brooklyn, X. Y. 

hlmoaides Hospital *-*. Brooklyn, N. Y. 

IethodI«t Hospital *-*. Brooklvn, N. Y. 

’eterans Admin. Hospital . Brooklyn, N. T. 

Iiiflalo General Hospital i-a-sis-ios. Buffalo 

;Ro«wc 11 Park 3Icmorial Hospital Buffalo 

.dprd J. 3Ieycr Memorial Hospital . Buffalo 

dilhrd Fillmore Hospital . Buffalo 

Veterans Admin. Hospital *-*. Buffalo 

ilmhurst General Hospital i-s-ir. Elmhurst. N. Y. 

ikadowhrook Hospital . Hempstead, N, Y. 

fj-ens General Hospital . Jamaica. N. Y. 

3elk\-ue Hospital Center 

ilr^'omell University *-». New York City 

Ihv, lA—York University 

Post-Gr.'iduate Medical School . New York City 

^th Israel Hospital 1-^. York City 

grnax Municipal Hospital Center . New York City 

Hospital 1-5. New York City 

Tt^**^!* . New York City 

LLrob Hospital *-*-*00 . York City 

\w Hackensack, N. J. 

-Morn>.ania City HospitaP-s. \cw York Citv 

NeTA-o^V ... 

WtSIv «. City 

• College—Metropolitan Aledical Center 

\w Vn *■*. New York City 

St 1 ’ .City 

Vft«a!i.’lrtm-^'*tT"" "’,. A'ork City 

Vftoan. . Sew York City (Bronx) 

.N. r. 

s: | 

biVf Vni^iSvTmi^"'''''"' '. Chnrlotte. S. C. 

•Vfirth Durham, N. C. 

AVroa Cits"uo,,dt"a‘'i 1-! AVinston-Salem. S. C. 

Hospital (Group 

Hit no"n Hondtal >-»..r... Cincinnati 

Cl-vchnd*rim 5 (» ... Cleveland 

H.:ron rL,! Cleveland 

Cleveland 

Cleveland 
Cleveland 


HoM.itai ;. 

MedicaVschooi^Affliiatcd Hospital? 

^Ae.e.an- Admin. Hospital '!*!!!]!!!*" 

’‘“merical am) other references will be found on pages 556 through 559. 


Chief of Service — ^ 

R. J. Mailhes. 493 

H. T. Beachatn. 96S 

E. Bums. 1,17.5 

E. Bums. 4G6 

E. Bums. 4CtS 

G. G. Tomskey. 945 

R. K. AA'omack. 1,053 

AY. W. Scott. 9?9 

B. S. .Abeshouse. 692 

J. D. Tounc. 

H. J. Meisel. 182 

G. Prather. 462 

F. G. Sheddan. Jr.. S39 

AY. F. Leadbetter.. 1,524 

S. N. rose. 456 

. 214 

J. H. Harrison... Incl. in 

H. S. Talbot. 257 

R. Chute. 7S6 

R. M. Nesbif. 1,509 

C. G. Weltman. 848 

F. B. Bicknell. 1,600 

A. \Y. Bohne. 844 

D. J. .laffar. 741 

AY. L. Sherman. 437 

T. H. Sweetser, Sr. 1,275 

C. D. Creevy. 835 

C. D. Creevy. 512 

G. J. Thompson. 3,412 

F. E. B- Foley. 935 

T. Ainsworth. 170 

S. A. Sabatini. 303 

-4. L. Stockwell. 374 

J. J. Cordonnier. 1.0S6 

M. Abrams . 422 

A. E. Vitt . 5S3 

C. A. AYattenberg-AA’. P. Melick... ;55 

C. E. Burford. 702 

J. P. Altheide. S2n 

AV. L. McLaughlin. i . 869 

M. Siaiament . 470 

E. J. Daly. 450 

E. Swidmao . 370 

AA\ A. Milner...,. 950 

.A. Segal-P Kntzen. 752 

G. Horton . 496 

F. C. Hamm. 592 

H. C. Hariln. 695 

H. Hermann . 1,03$ 

O. P. Seboenemann. 74S 

F. L. Sencer. 554 

O. J. Oberkircher. 937 

AY. Staubitz . 321 

E. L. Brodle. 447 

P. A. Greco. 971 

AA’. M. Cbardack. 410 

G. A. Fiedler. 290 

R. M. Bowles. 549 

E. Rubin . 550 

J. Draper . 480 

R. Hotchkiss . 384 

S. F. AA'ilhelm. 745 

H. R. Newman. 234 

J. K. Lottimer. 291 

J. D. Cooney. 516 

F, P. Twinem. 15S 

F. P. Twinem. 470 

J. J. Roth. 58$ 

G. D. OppcDheimer. 1,355 

Y. Marshall . 1,120 

T. J. Kirwin. 495 

J. S. Ritter. 625 

J. K. Lattimcr. 1,6.32 

S. A. Beisler. 54G 

G. A. Fiedler. 32i» 

J. A, Taylor. COl 

-A. L. Dean. 990 

A. H. Ulin. 431 

AV. AV. Scott. S80 

F. O. Harhach. 903 

AA’. L. Parry. 3>4 

P, L. Bunce. 315 

L. C. Roberts. G4S 

H. AA*. McKay. 1,413 

E. P. .Alyea. 

. C.50 

. 373 

F. K. Gar\ey. 1,014 

R. G. McGready. 1,006 

T. B. AA'ayinan. 721 

H. R. Trattner. 307 

C. C- Higgins. 1,377 

A*. C. Laughlin. 671 

L. Persky. 750 

G. Au«ten. Jr,. S?o 
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225 
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IX 
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24^ 

2S5 
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140 
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28. UROLOGY-Continued 


S 

^=■3 


Name of Hnspltivl Locntlon 

Olilo Stull' University Hos))llnls 

University Uospltnl . Coliimlnts. Ohio 

Veternns Admin. Iln.siiltiil . SI'i 

St. Vlneenf.s Hospital . riSS’ R “ 

■Mmiinee Valley llosjiitnl r-K-*"-. lolcdo, Ohio 

ttnlverslty of Oklahoiniv Medleiil Ue"*’- 


Chief of Service 


a a 
Qg 




W. N. Taylor. 

E. P. Kelly. 

E. xV. Ockuly. 

A. S. Avery. 

t>. W. Branham... 


18 

0 

9 


Veterans .\dmin. Hospital . 

University of Ore'on Medical S'ehool 

Geo. F. G<'Hin*:rr Mcniorlul llo^ipftnl . 

.Portland. Ore. 

. Portland, Ore. 

. Danville. Pa. 

.Erie, Pa. 



V,'- 'Pr . -,. .V .r .. .Harrisburg. Pa. 




.Phlladelldila 

Graduate Hosjiltal of the. 

l-n!vor-Itv of renn^yiviinln . 

Mercy Hospital .;V,''"i;’iV-V. 

Hahpcnninn Medical Uoltcgc and Hospital ' "...... 

.PhltndclpUlu 

... Wilkes-Barre, Pa. 

.Plilladelphlit 

.PhUndelphUi 

llixpllnl of l!)e 1 nlvor’=lty oi i onii<\i\ nmn .... 

_ Philadelphia 

»1»'frrr**i>n f oIh'U'i' u«»>piuu . 


Pcppsylvapla HosjiBal V.'.'i';. 

. I'hlUulelphlu 

rhlln<ielpldu (lonernl^llo^ldliu ^.... 

. Philadelphia 

Ti'inido i nlvor'*H> Ho'-ldliu .. 

.Phlladclidtla 

Votonin‘: Adinlu. ^ ^. 

.PlttslmrgU 

Aile^tH'ny (iOtH’rnt Uo'spUtu .. 

.... Plttshiirgli 

If'caVtli ('enter Hospitais of the University of PIttstmrgli p-ni4,„rgU 

Scl\0(d oi .>o*‘nrnir.. . .. 

Veterans Admin Hosidtid . 

Rot'crt Packer Hospital . 

. rittsLuriin 

.Sayre, Pa. 

. . . . NVllkes-Ba'rre, Pa. 


Providence, R. I- 

Rhode Island Ho'pltal . 

Medical (■olIe':e ot South t aridina 

. Charlestou. S. U- 

'IVsK'htni: Hosdtni'* . 

cratuiet'nrg o:.' 

_ Oranvehurg, S. (.. 

Mcmidds, Tenn. 

UHv of Memphis llospltals _ 

lljjptlv'l .Meiiiorini Ilo^pltn^ . 

Veteratis Admiti. Hospital .. 

George W. Hnl.bard Hospltid^V.. 

Vrini!.sT>»nt Tn vor'.ltv .. 

. Memphis. Tonn. 
/ Jteuiphls. Tenn. 
Sushville, Tenn. 
SusUvllle, Tenn. 
niiiiiis. Texas 


C. V. HodKes. iai 

D. P. Fanil. CSO 

\V. I. Buchert. 1A19 


R. C. Lyon.s. 

E. Hess . 

.1. E. l.anshc-R. E. Allyn. 

M. Muschat . 

G. D. .Shonp. 


H. M. Burros. 

P. P. Mayock. 

E. W. Cinniihcll. 

U. lluKhes . 

T. R. Fetter. 

I. . B, Greene. 

f,. MeUrca . 

K. B. Conver. 

P.'B Huehcs. 

.1. 1,. Hamilton.. 

C. (*. Altman..— 


.1. .1, I.ee. 

C. A. Kuehn.. 

W. Baitrys . 

tv. .1. Daw. 

E. K. I.andsteiuer. 


Sanders, Jr... 

. Thackslon. 

Raines . 

A’oodson. 

Bradley, Jr... 


University of Texas 
Bavlor University < ' 


'1. Haines. 

Spence. 

Pit IT. 

Hooks. 


Bavlor University . olleve Me.. Alllhated HospitaU -O-HeVron-■ . 

.leflerson Davis Hospital ... Houston. Texas -M. K- 2.5'"on;.;. 

Methodist Hospital . .. Houston. Texas M. K. O Hceron....... 

Vep'rans \.lmln. Hosi-jjal ... . Houston. Texas U. -M. .. 

.. ... . '••••.. 


.1. Lender. 

.M. K. O'Heeron.. 
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2f! 


1: 

S3. 

iyi 

'A 

111 

im 


I's 


"1“y'oltumont Amila^ed'Hospitals. ,U.Hlnyton. 



Madison Vieneral HosjpItal ''=■.^ Mmvaiikee 

VSSK V-SS,r ■ .. ■ ai,V'vS: WK 

. . 


P. R 



Powell 
Powell 

Vest. 

Dodson. 

. Bunts.... 

MePonalil. 

Schoeiienhcrycr 

car. 

R. S. Irwin 

R. S. Irwin. 

L. A. Panjuvjo. 


NUMEmCAL AND OTHER REFERENCES 

* CoMitnrii 


liiiEsEiiSiiisSSS.™- 

till—”''- .. 

. This "a, proved three year years' dnrntion. 

v«„„- 

ig KpeeUU pntholoj,> -pnec DfrL 

quireincnt.s. j Patholoyy. Sc« 

,<). Category P. sMU. u"- 
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31. 
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33. 

31, 

'.f*. 
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30. 

10 . 

11 . 

12 . 

13. 

11 . 

15. 

IG. 

47. 

60. 

61. 


references ...HoTltRl, 

City. Iowa. j level only- , ,fith UnKfO'-'J 

oner training: at the tnmi iiffllmtca 

SSSsNSrs?.^ 

Approved Residents interested 

Annroved Cfttcgory * • ^.^sjonts interested 



intludcs one year 01 ^.....T.ceee tnstlWte. A»" 

John A. slndren ' jjontgomcry, Aim, 

St. Jude HospRol-J* ^y^gnington, D- C. 

Ereedmen’s Eospiraa 
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joto A. Aoclrw ■.. Institute. Ala.: 

; ■■ institute. Ala. 

F-ms CoJDt.T Ge A^‘'- 

■ roivfrsttr Ho?pi 

jSrf-j Porter Clinic; San Francisco Calif. 

Trsrt.or General Hospital, Torrance. Calif. 

?«i?f Memorial Hospital, l-onK Beach, Calif 
nAace Conntp General Hospital, Oranee. Calif.:, 

Sharp Memorial Com. Hospllnl. Snn Die^o, Calif.; 
c.rTA Monfpa Hospital, Sant*a Monica, Calif. 

CWMren's Hospila'^. l.os Anpcles County General Hospital. Loi An- 

rtiMrcn's Hospital. Los Ancele.s. Calit. 

ia= \n°.5e5 County Hospital. Lo.= Anpeles, Calif. 

raiv’ersitV ot Calitomia Metiical Center. Lo? Angeles: 

Harbor General Hospital. Torrance. Calif. 
riiM Gnidanee Clinic, Los Angeles. _ 

PsTchlatric Service. Reiss Davis Clinic, 
r'civcrsity of Calllomia Medical Center, 

Veterans Admin. Mental Hygiene Clinic. T.os Angeles 
Sen Joamiin r.> v -n P.^p. calll. 


geles; 

Calif.; 


•candro, Cnllf.; 


57. 


i- U'l. 

• ' V'l 
\'Z 

. 


San Joaquin r- 
rnWersitr of 
Pasadena Ch 
Pacific State 
Samuel Merrit 
Fainnont Ho 

Samuel Merrll . ■ ^ 

Peralta Ho'pUnl. Oakland. Cnlif. 

.Samuel Merritt Hospital. Oakland. Calif. 

CoTcW Eo5pUa,\. 

State of California Mental Hycienc Clinic, Bcrkrley, Calif.: 

CblMren’? Hospital. 

Langley Porter Clinic, 

Mount Zion Ho?pitnl. 

Stanford Lane Ho«pital«, 

Veteran Admin. Hospital. 

V. A. Resional Office Mental Hypiene Clinic, Son Francisco. Calif.; 

San Mateo Child Guidance Clinic, San Mateo, Calif- 

Eye and Ear Hospital 

Children's Hospital, Lo? .\nceles. Calif. 

Children's Hospital of the East Bay, Oakland, Calif. 

Ilichland-AlaTnedn Connty HospUal. Oakland. Calif- 
California BaMe.« A. Children’? Hospital 
Cniifnmfa Ho'^pitnl. Lo® .^nceles, CalJf. 

San FrancUco Hospital. Snn Francisco, Calif 
Stanford University HospUal, San Francisco, Calif- 
CWWrcn'f Jfcdical Center. Bo-ston. Mn®*!. 
rnfrersity of Colifomin Ho=pUal, San Francisco 
Fo/rers/fy of Caf/fornla Students' Health Service, Berkeley; 
fCowll Memorial Hospital) 

San Francisco City A: County Hospital. Snn Francisco. Cnllf. 

Santa Barhara General Hospital, Santa Borhara, Calif. 

Veterans Admin. Hospital, Los Anirelc«. Cnlif. 
rnhersity of Calif, Medical Center, Los Ancclcs, Calif. 

Children’s Hospital, Denver. Colo 

Children’s Ho.spltnl 

Ft. Lnke's Hospital, Denver, Colo. 

Children's Hospital, Colorado Gcncrnl Hospital, Denver General Hos* 
pital, Fitzsimon? Army Hospital, General Hose Hospital, Denver, 
Cola. 

Colorado Psychiatric Hospital 
Peaver Gcoeral Hospital, Denver. Colo. 

ZVflverGeaeraf Hospital, Denver, Colo. 

Parkview Hospital. Pueblo. Colo. 

Corwin Hospital. Pueblo, Colo, 

Corwin Ho«pital. 

St. .Mary’s Hospital, PueMo, Colo. 

J. J. McCook Memorial Ho-"'’* ’ ’’ 

XeainctoD Home for Cripp '■ Conn 

Yeferan? Admin. Hospital, ' 

Beverly Hocpital, Beverly, 

Holyoke Hospital, Holyoke, 3^a<^. 

tolarcrest State T. B. SHnatorium, Xewinpton, Conn.; 

'^^rahs Adiiifn. Ho«pitnL S^ewintton. Conn, 
iedarcrest State Tuherculosls Sanatorium, Xewinfrton, Conn.; 
Lnca*-oii-Thamc.« State T. B- Sanatoriiun, Xorwich, Conn,; 
i)Ry>Kimoall Hospital. Piitoam, Conn.: 

■fohii'on Memorial Hospital. StafTord SprinArs, Conn. 

\eterans Admin. Hospital. Xewinpton, Conn. 

^eierahs Admin. Hospital. >'cwint;toD, Conn.: 

Mate keteran.c Home and Hospital. Rockv Hill. Conn.; 

.Memorial HojpitBl, New York, y 

Hospital. kVesi Haven. Conn.: 
t-oi^niunlty Hospital. WUlimantic. Conn. 

• omhhury Traiainir School, Southluirv. Conn. 

Hospital. kVe^t Haven. Conn, 
itartiort Hospital. New Haven. Conn. 

c, Community Hospital, New Haven, Conn.; 

MJunforaBospital. Sianifonl, Conn. 

Community Hospital. New Haven. Conn, 

(•mni! P^^ohiinlua General Hospital. kVashinetoo, D. C. 
n-c ^ BoMutJil. kVashiDATtoD, D. C. 

VL.lV,r* Coltirnhifl General Hospital, Washlnpton, D. C, 


in 

in. 

tli. 
US 
• lU 
: UL 

ICa 

U7. 

Hi. 


«IiinFton. D. C. 


Inrtiiiilc ol Pathologv. 

n t-.Gcnernl UofpUal, 

’■'"''■ffsity Ho-iiital, IVH^iiinp 
Iv'T- of P.ithoIogr, 

«.='!'!nglon L'nivcrMty Hospitnl. AVashington, D. 0. 
\v,i’i^o FnUerniiy HoMiital. 

S“-'iUal, Wavhingion, D. C, 

A W.Haliia Hiojiiiiil, AAiijhington. D. f 

.latk.onviUe, Fla. 

V “'’"''“"I. .lacti-onville. Flu. 

Sri... oia”!’ .'ack-onvillc. Fla. 

Hovpltal, Miami. Fla. 
lJ''rt'ital. Allanla, Ga. 

Miraldin? Tm •''P"'"-'al Hospital, Chicago, 111 , 

L-ai V, , Sanitarium, Chicago 

Uai. Memorial Ho,pVtal, 

\iao.3t,- Infant Hospital. Chicago 


119. Loretto Hospital, 

Chicago State Hospital. Chicago; 

Veterans .Admin. Hospital. Hines, III. 

120. Chicago Wesley Mpmorial Hospital, 

Children’s Zllemofial Hospital. 

Veterans Admin. Research Hospital. Chicago 
721. Presbyterian Hospital. Chicago. Ill. 

122. Veterans .Admin. Wc^t Side Hospital. Chicago, III. 

123. Methodist Hospital, Peoria. Hi. 

124. Indiana Dniversify 3ledical Center. Indianapolis, Ind. 

12 .S. Cook County Hospital. Chicago. III. 

126. Indianapolis General Hocpital. 

Indiana University Medical Center. Indianapolis, Ind. 

12". ilethodist Hospital, Indianapolis, Indiana 

125. BroadlawDs Polk County Ho’^pital. De.« Moines. la. 

If^. State University of Iowa Hospital®, Iowa City, la.: 

Raymond Blank Memorial Hospital. De« Moines, la. 

ISO. State University of Iowa Hospitals. Iowa City. la. 

131. Ran^as Children Receiving Home, .ktehUon. Kansas; 

Lamed State Hospital, Lamed. Kansn*®: 

Osawatomie State Hospital. 0«nwatomie. Kansas; 

Parsons State Training School. Par®on.«. Kansas; 

Boys Industrial Sf’hool. Topeka. Ktinsn®: 

Winfield State Training School, Winfield. Kansas 

132. 3fenDinger Fonndaffon, 

Shawnee Guidance Center, Topeka. Kansas 
Topeka State Hospital, Topeka, Kansas 

133. Children’s Mercy Hospital, 

St. Luke’s Hospital, Kansas City. Mo. 

134. Research Hospital. 

Veterans .Admin. Hospital, Kansas City. Mo. 

135- Louisville Child Guidance Clinic, Louisville, Ky. 

120. Children’s Ho«pital. Louisville. Ky, 

137. Kentucky Baptist Hospital, Louisville. Ky. 

135- Children's Hospital. 

Veterans Admin. Hospital, Louisville, Ky. 

135. Children’s Hospital. 

'fewisb Hospital. 

Kentucky Bapti.®t Hospital, Louisville. Ky. 

140. St Joseph’s Hospital, Lexington, Ky.:^ 

Veterans Admin. Hospital, Louisville, Ky. 

141. Children’s Hospital, 

Norton Memorial HospUaL 

Veterans Admin. Hospital. Louisville, Ky. 

142. Veterans Admin. Hospital, Louisville. Ky. 

143 Louisville General Hospital, Louis\'ille. Ky. 

144. Kentucky Baptist Hospital, Louisville. Ky. 

74.'i. Charity Hospital of Louleiana. New Orleans. La. 

146. Charity Ho«ritMl fTuIane Service) New Orleans, La. 

147. E A. Conway Memorial Hospital. Monroe. La. 

145- Crippled Children'* Hospital. 

Charily H'icpital (Tulane Unit). New OrleaD.s, La. 

149. Luilfe E Kemp Charity Hospital. Indcpcndenee. La.; 

Charity Hospital, (L. h. U.) New Orleans, La. 

150. Lnllie E. Kemp Charity Hospital, Independence, La: 

E. A, Conway Memorial Hospital. 3Ionroe. La.: 

Huey P. Long Charity Hospital, PinevJJJe, La. 

151. Huey P. Long Charity Hospital. Pinevllle, La. 

152. Velernns .Admin. Bo'^pital, Hine*. Ill 

153. Augusta State Hospital, Augu*ln. ilolne; 

Redington Memorial Hospital, Skowhegan, Maine; 

Thayer Hospital. Watenille, Maine 

154. Baltimore City Hospitals. Baltimore, Md. 

155. fnlow Clfni'c, hhcILyville, IndinnH 

156. Hospital lor the AVoinen of Maryland. Baltimore. Md. 

157. Johns Hopkins Ho*pllaL Baltimore. .Md. 

155. Johns Hopkins Hospital. 

Kanner's Clinic. 

Harriet Lane Home. Boliimorc. Md. 

159- University Ho®pitul. Baltimore. Md. 

ICO. Jackson Clinic, Temple Univ., Philnilelphia. P-i 

161. Douglas A. Thom. Clinic for Children, 

Massachus’etts General Hospital, 

Child Guidance Clinic. 

V. A. HospUiiL 

V. A. H. Mental Hygiene Clinic, Boston, 31as«. 

162. PondviUe Hospital, Walpole, .Mas®. 

163. Boston City Hospital. 

Boston State Hospital, Bo.^ton; 

Chelsea Soldier?’ Home. Chelsea. Ma«®. 

164. Free Ho=»>ital for AVomen, Brookline, Mass. 

Km. St. .Alargaret's Hospital, Boston, 

166. Soldiers* Home. t‘hel®ea. Mn«.®. 

167. New England Bupli«l, 

New England Deaconc'** Hospital, 

Booth Meuiorial Hospital, 

Parker HID Medical (.‘enter. 

Robert Breck BrivhHui. Boston, Ma®*. 

765. Children's Meffk-nl (‘enter, Boston 
769. Bo.«toQ Psychopathic Hospital. Boston; 

Taunton State Hospital, Taunton. Mass. 

170- New England Deacone^® Ho-pital. 

Isotope Division and M. I. T. Therapeutic X-mv, Bncfon 
in. Boston City Hospital. 

Saoatorinl Division (Boston City Hospital) Mottapan, Boston' 
Veterans Admin. Hospital, Providence, R. I. 

172. Boston City Ho^tutal. Boston 

173. Beth Israel Ho.'piliil. 

Veterans Admin. Hospital, Boston 

174. Lynn Ho®pjtnJ. Lynn. Ma?-. 

175. Boston State Hospital. 

Boston Psychopathic Hospital, Boston; 

.Metropolitan State Hospital. AVaJfham. -Mas*.; 

Worcester State Hoipiial, AVorroter. 3Ia?s. 

176. Boston City Ho®tdiiil. Boston: 

Soldiers’ Home. Cheheo. 3 Jb®s. 

1«». Evans Memorial Ho«pitaL 
Haynes Memorial Hospilal, 

Massachusetts General Hocpital, Boston, Mas*. 

ITS. Lake^dlle Hospital, Mfddleboro. Mass. 

179. Faulkner Hospital, Boston 

ISO. Lakeville State Sanatorium, 35iddJel/oro. 3fs*?. 

1ST. itassachusetts General Hospital. Boston. Macs. 

1S2. Lemuel Shnttuck Hospital. 

5Iassachu«etts General Hocpital. Boston 
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APPROVED RESIDENCY TRAINING PROGRAMS 

Number of Institutions, 1,256, Number of Programs, 5,255 


Name I.ocatton 

lUimlnRhnm UapUst lliMnUnl *. lilrmUiKUnm, Ala. 

(’iirrawny Mcttuxllst llosiiltnl *. lUrmlnRUnm, Ala. 

Clilldrotr.s llnspilal . Ulrnilnplmni, Ala. 

('rlpplcil ('hUtlreiiN lloapUal. lllrinlnKlinm, Ala. 

riihcrslty llnspltnl nml littimau f’llnlc *. llIrmlnRliam. Ala. 

VeternP'i .\ilm\ii. llospUal. lUrmluRliam, .tla. 

l,lii\cl Nnlaml 1' * .FatrPi-M Ala. 

V. S. .\\r Voree Uiispltal. Maxwell Air Force Unac. Ala. 

Molillo ('oiiiiU Hoapltal *. Mobile, Ala. 

Vcleraiis .Vdmlii. lloapltal. TiiskcRcc, Ala. 

(loml Samaritan Hospital *. I’lioenlv. Arir. 

Marli-op.i CmmU Ceiicral lloapltal *. I’hnenK, Art? 

St .losepli's llospll.il *.FhoenK. Arjr 

St. Mart's Hospital ami Satialnrhtm * .Tucson. An?. 

Tucson .Mcillctl CuitiM * . Tucson. .\rl/ 

-Irb.insns llnpllsi Hos|iiial •.l.ltHc llocU, .xrK. 

.XrUansas t’bllilicn's Hosjiltal.l.lttlc ItocK, ArK 

St Vinci nt Intlrmar.t *. 

I'nUcrsllv Hospli.il * . 

ViUrans Ailmin Hospital., 

Veterans .\ilmin Hospital. North lAttle llocK. .\rj> 

St .Michael's Hospital .Texarkana. Ark 

Arihws stale Hispllal. . e-U r 

Ceiurul llosplt.il of ICliershle Counlt * .,,‘V 

Kern t'ountx (teneral llosotlnl .HakcrsUehl. ( allf 

IKrrhk .Memorial Hospital * .Iterkclej. ‘"[{f- 

State of fallfornhi. .. .I' 

St. .losiph Hospital.. ‘‘li'm’ rH! f 

t'amarlllo Slate Hospital . .no' Ca f 

t'ompton Sanitarium • •• • •• ^ In’p?!f 

I lt\ of lloiH' Mulhal Center . . "i V'^oln fatlr 

s in Jo uiuln ('.•■to rat llosplial * . . ... 1 'rresTio Calif 

. 

hnma Umhi ."'irlt'u'um ,inil llo.pltiil * . ’ • horna 

Viier.in. .Umln Hosiiltal * . I.niiR Uc.ach (allf 

. , . .... hos AnRClcs 

Uirliiw saiii’orlum 'i ' l,os \nceles 

California Hiblis' ,n,l t lillilren s Hospital . aIIrHos 

I allforlila Hi not il • ,, i*"’ ' l.os AliRcles 

Cl liars of 1..' iiton lb spit il * . AurcIcs 

Chlhlrtn's llo-pMal • • adrcIcs 

Hospital of till ttooil sim.tt tan * • ,\„j.eics 

Kil'er Fouiuhtllon . • • ' ' ' i.os .mircIcs 

1‘H .VtiRil's •"tint' Ho'pli it * 


I.os AiiRiIis K'c iml I't'f Hosplt il 
Orlhoptillc ill solt.il 

Fieslnlerhiii Ilospll.il-Olmsleil M ■mortal 
fjiiecn of AiiRi ■' H' siilial • 

St Vini lilt’s IIos) linl 
Sitila Fc Coast l.h't''.’I'.''’'!’ . . 

Shrlnir 
I'nl'i 


11 rs Hosplt,il lor Crliiphil Cliililnu 
erslia of C illfornl i Ilostitial * 

Ailmln IIos|illal * 


Vi ti raps 

IVhllc Memorlil !los)ilial * 

I ontr.a Coslu Count' Hospital 
Itril Harle Sa-nili.rlum 
Milropolltaii State llosplt.il • 

Chlhlrin's Hospll.il of the 
IHrIiI.iioI-AI imiili •'"It"" Ho'l'"''’ 

Kaiser roumhiiloii Hospital * 
Samuel Merritt Hospital • - 
r. S. Na'al Ilosiiltal * • • • 

Vitciaiis Ailmlo ''"•'I'’'"' 

. 

I’attoii Slate Hospital- 
I’.iclllc Slate Hospital •• ■ 

.stiiiuola lIos|iltal • •• • . 

Sacramento t'ount> ItoM'lhil 
Sutler fieneral , 

F. S Na'al Hcstillal * . 


I.os AiiRcles 
fats .ViiRcles 
1,11s .ViiRcles 
1,0s .XiiRcles 
I.os .Vnpeles 
l,os .XuRcles 
.XuRCles 
I.os AiiRclcs 

l.,is .\uRCles 


l,os .XioRelcs 

Martlnc/. Calif 
Jliirjih's, Calif 
.Norwalk. Calif 
Oaktaml. Calif 
Oakhiml. Calif 

. Oakhiml. Calif 
Oaklanil. Caf'f 
Oakhiml Calif 


al llosp 


Oaklai’il. 

.. Fall! Attn. 
I'asaileua 
Fntton. 
. Fomonn. 
Ileilwooil Cll'. 
Sairainento, 
Saeianieiito. 
. Salinas, 
San llcrnntillno. 
San DIcro. 
San IHcro, 
... San OicRo. 


( allf 

t allf 

Calif 

Calif 

Calif 

Calif 

Calif 

Calif 

Ciillf. 

Calif 

Calif 

Calif 

Calif 


Approved Uesiflencies 

Filth.. Itad 

tien’l Frncl , Int. .Med . Otist., Fath , SurR., Urol 
Neiir., Fed., Fsjch 
Ortho. StirR. 

Ancs., Derm., Int. Sled., Netir., Neuro. Surp , Ob-Gyn., Oplith Orllv, t 
Otol., Path . Fed , Fsy eh . Rad . Surp., Urol. ' ‘ ' ^" 

Int. Med., Ncur., Ophtli , Ortho Surp , Otol., Path, Psych Rot s. 
Urol. 

Ancs , Hcrm.. lal Med., Oh.-Gyn , Ortho Surp , Path., Ped Sure 
Ccii'l Fract 

Int. Med., Ortho. SurR., Fath , Fed , Surg 
Int. Sled , Ophth , Surp. 

Ocn’l Fract., Ob.-f!yii., Fath , Surp 

Cen'l Fract., Int Med , Oh.-Gyn , Fath , Ped . Pul Bis, Sure 

Int Med., Oh -Gyn., Fath , Fed , Surp 

f.'cii'l I’rai 1 , Int. .Men . Surp 

Surp 

0|ihlh., Path.. Surp 
Orllio Surp 

.\1IIS. 

.Vnes , lilt Med . Oh -Gy n , Path , Ped . Rad . Surp , Urol 

Int Med . F.ith , Surp 

Fs'ch 

Gen'l Fract 

Psy ch 

Gen'l Fract . Ir.l. Med . Surp 

Gen'l Frai t.. Inl. Med. Oh.-G' n.. Path , Ped , Kail , Surp . Urol. 

Int .Med , Ot>.-G'n . Path , F.sych , Surp 

Pub Health 

Path. 

Fs'ch 

Fs'ih 

Ini. .Med . Mai Ills , Path . Pul. Bis., Thor Siirg 
Inl Med , Oti.-G'ii., Path , Ped , Rad , Surp 
Int. Med . Ob.-Gxn., Ophth., Ped , Surp. 

Int Med . Ob -Gyn , Path , Surp 

Psy ch 

P.ilh 

Gen. Pr.ict , Path 

lilt Med . Obst . Path , Ped . Rad , Surp 

.Mlcrp'. C.iril His , Derm . G.'stro,, Int. Med , .^ur, Neuro Surj.Oi it 
Ortlio Surp., Path . Fs'ih , Rad , Surp., Uiol 
Pul Hlii 
Pod 

Inl .Med , Ob-Gyn , Path . Snip 

Int Med., Ob -Gyn , Path . Fed., Rad , Surp 

Ortho SurR., Fath., Fed 

Int. .Med , Oh.-Gyn.. Fath . Rad , Surg. 

Surp., Urol 
Ophth 

Iid'Med'.rMal. Ills., Ob -Gyn , Surp .Urol. 

Inl Med., 01) -Gyn , P.ith . Fed , Rad , Surp 

lilt! Med , Path . Surp 

Surp. 

Ortho Surp Ob-G'a . OiiliHi, fh">" 

!1^h '"etK r ’-^ sure, 0,1 • 

J’"6tnr^"patl'i::'X- Med!‘l?las- Surg . P.eb , R.^ . b 
Thor Snip. Urol g ob-Gy n. Oiibib 

•'surp ! oVol : Pa'th ; Fed . Vliys" Med., Froet . R.ul . Sure . I ml 
t.'en'l Pi act 
Pul His 

I’s'ch , „ 1 s 

V: ‘im'-’Mcr: Ob -Gym. Ophth . Ortho Su.R . .Mf - 

Ge?'rPr«ch"-i.rMeO . Oh.-Gyn , Path . Fed , Surp 

-rP.O.o,.ra...rc^ l-m 

Rad . Surp , Urol. 

Neill . Fall! . Fhy. Med 

im'^d. Nemo Su.R , Fath . Surp 

Fsy ch 

Psy lb 

rn"' T, .1 

Gen'l Pi nil 
Rad 

Gen’l Fi act 

Int Med , Path.. S'irk , g 
hit. Med . Ob -Gym, Fa ' ■ - 


Children's HnsplIiH *. 

Franklin Hospital *. 

Viencli Hospital ’1" ' 

I.clterman .Muiy Hospital 

Mnr.v's Help .;; 

Mount Zion ”'’‘’>’''1'', 'itai 

SI Francis Mdiioilal Hospital.. 
St .loseph''' Hospital. 


San riaiiclsco 
San Fiaiiclsio 
San Francisco 
San Francisco 
Sail Francisco 
San Francisco 

San Fianclsco 
San Francisco 
San Francisco 
San Fianclsco 


iS: aSlt'a-is .t' 

“a. 

IS; iw; t“S is « 

Allerl^yf .Vne"",’ Hd^Med , Ob -Gy n . Path , FW eh. ^ 

Int. Med , >"’’,f“''ped , Psych.. Rati. SurP 

Aites.. Int. ^’'‘’’’^"‘^’ri'rsurp , Had. 

: ?nt:'S: 00 -Gyn.; 6r.ho. surp.. Surp. 
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Namt Location 

. S.an Francisco 

. S.in Fr.mclsco 

anford y ^ . San Francisco 

rfillosMtai for Crippled Children. San Francisco 

rariflc General Hospital *. gan Franc sco 

i!” falversitp Hospital *. San Francisco 

ta Clira County Hospital *.. S^n r‘^l}r 

^nt Hospital of Alameda County. San Leandro. Cal f 

Sy Hospital of San Mateo County.. San Mnleo. Ca f. 

fTn^rfcara Conape Hospital *.Santa Barbara. Calif. 

U Ba b/r* HoVal. S^nta Barbara. Ca f. 

iirt.nital * . Santa Monica, Cant. 

r^'a County Hospital. Santa Rosa, CaHf. 

»'irs Admin. Hospital. Sepulveda. Calif. 

i’rp-Klncs Counties Joint Tuberculosis Hospital.Sprinprllle. Calif. 

tor Crncral Hospital Torrance. Calif. 


ire County General Hospital.. 

«er Foundation Hospital. 

hfomla Rehabilitation Center) 

‘Xrer-renrost Hospital *. 

Francis Hospital. 

Idren's Hospital . 

Simons .Army Hospital *. 


.Tulare, Calif. 

.Vallejo, Calif. 

Colorado Springs. Colo. 
Colorado Springs. Colo. 

. Denver 

. Denver 


leral Rose Memorial Hospital *.. Denver 

’ I -cy Hospital *. Denver 

lonai Jewish Hospital.... Denver 

ter Sanitarium and Hospital ♦. Denver 

sbyterian HojpUal *...... Denver 

.Inthony Hospital ♦. Denver 

Joseph's Hospital *. Denver 

;. Luke's Hospital ♦. Denver 

• • ' irerslty of Colorado Medical Center 

V)l«rado General Hospital ♦. Denver 


'olorado Psychopathic Hospital. ' ... Denver 

Rcrer General Hospital ♦. Denver 


ter&ns Admin. Hospital 


Denver 


W County Hospital ★. Greeley, Colo. 

■ (orado State Hospital. Pueblo, Colo. 

td;eport Hospital ♦. Bridgeport, Conn. 

Vincent’s Ho.spital ♦. Bridgeport, Conn. 

rbury Hospital ♦. Danbury. Conn. 

jenwich Hospital *. GreeawlcU, Conn. 

rtfonl Hospital ♦. Hartford. Conn. 

nford ilunlclpal Hospital .and Health Center ♦.Hartford, Conn. 

dilute of Living. Hartford, Conn. 

Frauds Hospital ♦. Hartford, Conn. 

• ‘ddeo Hospital * . Meriden. Conn. 

tcecticut State Hospital. Middletown, Conn. 

cMIescx Hospital ♦. Middletown, Conn. 

w Britain General Hospital * .. New Britain. Conn. 

rer Rill Foundation... New Canaan, Conn 

ace-New Haven Community Hospital *.New Haven, Conn. 


>5r’ltal of St. Raphael *. New Haven, Conn 

dircrest Hospital. Newington, Conn. 

_ .wiBgion Home and Hospital for Crippled Children_Newington, Conn. 

!.erans Adroln. Hospital. Newington, Conn. 

' wei)^ and Memorial Hospitals. New London. Conn. 

.Irfield State Hospital. Newtown, Conn, 

u 5°*!’ * . Norwalk, Conn. 

■ Norwich, Conn. 

Jrnjch State Tuberculosis Sanatorium. Norwich, Conn. 

' .„5 1 » & Hospital. Rocky Hill, Conn. 

Tuberculosis Sanatorium. Shelton, Conn. 

. Stamford. Conn. 

i-t otte Hungerford Hospital. Torrington, Conn. 

t^c.aas Admin. Hospital. West Haven, Conn. 

' late of Delaware. Dover Del 

v*' • ■ -;.FaVnhursl' ul\: 

.Nemours Foundation.Wilmington, Del. 

. Wilmington, Del. 

.rr^ t*. Wilmington. Del. 

'ay MM|r,VrpnJ“’'* ^ . Waslllnuton. D. C. 

■*. WashloKtoii, D. r. 

V.umMa Hn«nu-.i fV .. Washington, D. C. 

>!.Mrlrt of rnhmJ,/ I'-'indn Asylum... Wasblnclon, D. C. 

u-ioi (niumbl.. General Hnsnllal *. WashlnKton, D. 0. 

Ild^Tiltal •* 

nunpnv,^.. -:.*.Washington, D. C. 

•Ibropal Eye E^r 5!!l! .. Washington, D. C. 

‘reedoen's ^. Washington, D. C. 

‘ «o-PUal ♦. AVashlngton, D. C. 

«..on. D. c. 

'^MVashtoon University Hospital *. Washington. D. C. 

.Washington, D. C. 

[rates approved for training interns. 


Approved Residencies 
lot. Med., Ob.-Gyn , Path., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad., Surg. 


Int, Med.. Ob.-Gyn., Ortho. Surg., OtoL, Path., Ped., Pul. Dls.. Surg., Urol. 
Int. Med., Ob.-Gyn., Ortho. Surg., OtoL, Path., Ped.. Pul. Dls., Surg., Urol. 
Ortho. Surg. 

Int. Med., Surg., Urol. 

Anes., Derm., Int. Med., Neur., Ob.-Gyn., Ophth., Ortho. Surg., OtoL, Path., 
Ped., Psych., Rad., Surg., Urol. 

Int. Med., Surg. ^ ^ 

Anes., Card. Dls., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., 
Opbih*. Ortho. Surg., Otol.. Path., Ped., Phy. Med.. Rad., Surg.» Urol. 

Int. Med., Neur., Ophth., Ortho. Surg., Otol., Path,, Surg., Urol. 

Path. 

Anes., Int. Med., Ob.-Gvn.. Path., Ped., Pul. Dls., Rad., Surg., Urol, 

Pul. Dls. 

Int. Med.. Path., Surg. 

Int. Med.. Path., Surg. 

Surg. 

Ob.-Gyn., Path.. Ped-, Surg. 

Gen’l Pract. 

Psych. 

Pill. Di'?. 

Anes., Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., OtoL, Path., Fed., Rad.. 

Sutg.. Thor. SUTg., Urol. 

Cen’I Pract. 

Phy. Med. 


Gen’l Pract.. Path., Rad. 

Gen’l Pract. 

Ortho. Surg., Path., Ped., Surg. 

Anes., Card. Dls., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Phys. Med.. 

Psych., Pul. Dis., Rad., Surg., Thor. Surg. 

Path., Rad. 

Inl. Med.. Path., Surg. 

Pul- Dls.. Thor. Surg. 

Path. 

Int. Med.. Ob.-Gyn., Path., Rad., Surg. 

Path. 

Inl, Med., Ob.-Gyn., Path., Rad., Surg. 

Int. Med., Path., Rad., Surg. 


Anes., Derm.. Gen’l Pract., Int. Med., Neur.. Neuro. Surg., Ob.-GyP-, Ophth.. 

Ortho. Surg. Path., Ped., Phys. Med.. Pul. Dls., Bad., Surg., Urol. 

Psych. 

Anes., Gen’l Tract., Inl. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 
Surg., Path., Ped.. Rad., Surg., Urol. 

Anes., Int. Med., Neur.. Neuro. Surg., Ortho. Surg., Path., Phys. Med., 
Psych.. Rad.. Surg., Urol. 

Path, 

Inl. Med., Path., Surg. 

Anes., Gen’l Pract., Inl. Med., Obst., Path., Rad., Surg. 

Int. Med., Obst., Path., Rad., Surg. 

Path. 

Gen’l Pract., Int. Med., Path., Surg. 

Anes., Int. Med., Neuro. Surg., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., Surg. 

Psych. 

Anes., Int. Med., Neuro. Surg.. Ob.-Gyn., Path.. Ped., Surg 
Path., Surg. 

Psych. 

Path. 

InU 5Ied., Ob.-Gyn., Patli., Surg. 

Psych. 

Anes., Derm.. Inl. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. Surg.. 

Otol.. Path.. Fed., Phys. Med., Psych., Rad., Surg., Thor. Surg., Urol. 
Anes,, Ini. Med., Ob.-Gyn., Ortho. Surg., Path.. Ped., Rad., Surg., Urol, 
Pul. Dls., Thor. Surg. 

Ortho. Surg. 

lot. Med., Path., Surg. 

Int, Med.. Ob.-Gyn., Surg. 

Psych. 

Int, ileri., Obst., Path., Surg. 

Psych. 

Pul. Dls., Thor. Surg. 

Phy, Med. 

Pul. Dls. 

Path. 

Gen’l Pract. 

Int, Med., Path., Bad., Surg. 

Int, Med., Path., Ped., Rad., Surg., Urol. 

Card. DU., Ga’?lro.. Inl. Med.. Neur., Path., Psych., Pul. Dis., Rad., Surg.. 
Urol. 

Pub. Health. 

Psych. 

Ortho. Surg 

Int. Med., Ob.-G>n., Paih.. Ped., Rad., Surg., Urol. 

Int, Med,, Path,, Surg. 

Gen’l Pract.. Int. Med., Path. 

Path. 

Allergy. Anes., Card. Dls., Derm., Gastro.. Inl. Med., Neur., Neuro. Surg.. 
Ob.-Gyn., Optuh.. Ortno. Surg., Otol., Path., Ped,, Phys. Med., Psych.. 
Rad,. Surg., Thor. Surg., Urol. 

Int. Med.. Ortho. Surg., Path., Rad., Surg. 

Path., Ped. • 

Ob.-Gyn. 

Anes.. Inl. Med., Neur., Neuro. Surg., Ob.-Gyn.. Ophth., OrtJm. .‘iurg 
Path., Ped., Phys. Med., Psych., Pul. Dis., Rad., Surg., Urol. 

Anes., Ob.-Gyn., Path., Rad., Surg. 

Gen’l Pract., Surg. 

Ophth., Otol. 

Card. Dis., Int. Med., Ob.-Gyn., Ophth.. Ortho. Surg., Ped.. P>vch., Pui 
Dls., Rad.. Surg., Urol. 

Anes., Ob.-Gyn., Path., Rad., Surg. 

Anes., InU Med., Neur., Neuro. Surg., Ob.-Gvn., Path., Ped. Phv«. Med 
Psych., Rad., Surg. 

Anes.. Card. Dls., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Path. Phv«. 

Med,, Psych., Rad., Surg., Thor. Surg. 

Int. Med., Ob.-Gja., Path., Surg. 

Psych. 

Path. 
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APPROVED RESIDENCY TRAINING PROGRAMS 


J-A.M.A., 0(( j 


Nftiiic 

■lulKmilosl-j Siimitoilum (Glciidnlc. Mti). 
'otorniis Admin Ilos|iil,il , . 

Vottrntf! Admin Hosnlml 

Halifax Dlslrld Hospital... 

Haptlst Mimnrlal llospltnl •*.. 

Mtital McmIUmI t’lntri ^ . 

Hope IH'in flospltnl ... 

UHirsldi' Ilosplijil , , 

SI liUKt's Hospital * .... 

St VliKint Hospital * .. . . . 

St III' of riorlda . 

laiKsnn Mimorlat Hospital " 


Location 

. WnsliluRton, D. C. 

Wnsliinclon, D C 
. Gornl Cnblcs, Tin. 
Has Iona Hcnrli. Pin 
.. .TarKsoinllle, Fla 
.InilisonslHc, Pin 
... .TatKsontlllt, Fin 
... IniKsomllie, Fin 
. .ladssonslllc, Pli 
. Inolssoinillc. Fla 
.. .Tnrlisnnitile. Fin 
- Miami. Fin 


Vnrliti Clilldrtn’s Hospital,.. , 

Mount Sinai Hospltnl of Orcntir Mlnml”.'.’. 

,''l Francis Hospltnl *.. 

Orsncc Mimoilal Hospital * .,. 

It iptist Hosplt il ... .' _ _ 

Ss( red Heart Hospital *. 

r S .Niw Siliool of Ailatlon Midlilnt' 
Vnurli.in I.t..'lon Hospital for (’rippled ('hlldrcn. 

'lotimi F.srK Hospital *. 

T.ampn f.'uurnl Hospll.il * _ 

(’ran ford \V Look .Mimorlal Hospital * ' ’ 

GcotKln Hipllsi Hospital *, . . 

CrniH Memorial Hospital ■» .. 

Henriitta i’cUsion Hospital for I liildrui 
VUdtnont Hospital *. . 

St Jo,( piiN intlrm ir\ *. 

Vi ter nis .\dmln Hospltnl* 

Ku.;uh Tilmail, i Mimorlal Hospital 
I nltir'ltt Hosplt ,1 * 

Viti rails .\dmln Hosidtal 
I lie Xlidii il Cinti r * 

Siotllsli Itlti Hospllil for t'rlpplid (tdldriii 
Kmon I’nltirslir Hosidt’il * 

V .s .trmt Hos|iinl 

Mai on Hospital * . . 

'Iimorlal Hosii of ('hiilnm ('oiintt* . 

Giorcla Wirm Springs Fouiidilloti. 

SI JO'Hih’s H( spit il , . 

MaiNnl Mimorhl Hospital * . 

.\1( xlin Ilroilitrs Hos|iiial 
tmirlean Hospital * . . 

ViiKUstini Hospltnl *. 

< litnt .0 Fm 1.1'. No‘i and 'llironl Hospital 

< hleapo Malirnltt ('inter 
• 11< iKo Snti Hospital 

( liliiitii Stall 'Iulnri iilosis SuiUarium, 
t lilruo Wislei Xlimorlal Hospital * 


.Mlnml. Pin 

Mlnml Item li. Fl.i 
Miami lltnili, Fla 
.. Orlando, Fla 
.. I’cnsatoln, Fla 
.. I’lnsaiola, Fin 
Fiiisniola. Fla 
it Fitcrslnirc, Fla 
It IVtirstiiirK. Fla 

.. I.impa, Fla 
. Atlniitn, Oa 
. . Atlanta, On 
. Atlanta, Oa 

.MInnt.i (.a 
. . Alinnt I. (.a 
Atl inta. On 
. Atlanta, Oa 
.luiPisia. On 
Anmista On 


.. .lii.'iisin. Oa 
('olmiiliiis. (.‘a 
. Dei itiir. On 
l.mon Unliirsllt, Oi 
Fort lienntni; (. i 
. Macon, Oa 
Snrnntinli, Oa 
M’nrm Sprlnps Oa 

.Alton. HI 

.Hern in. HI 

. Clitraito 


. Clilinuo 

. Clilenco 

.('liloaKO 

. ClilcaKO 

. (’Iilcnttn 

. (’hlcaito 

. riilcaBO 

Cldldrifi’s Nli'iional Hospital... . riileaKO 

( llj of Cl II iRO Dipt of Wtlfare Contnlesrent Home . ClilcaKo 

CItt of ( liii uo Munlilinl Tulnrculosis Sanatorium.riilenco 

Cnliimluis Hos(ilInl * . .... Cblenco 

(nol, Counl> Hospital * ... .. CldcaKo 


KilBiualtr Hospital * 

Fnclutood Hospits] * 

Franl, Cumo Mimorlal Hospital 
Oraiil Hosplt il * 

Hi iirotln Hospl'al .. • • 

llosidt tl of St .tntlions di Fndun * . 

Illinois Cinlral Hiis[dlnl * .. . 

Illinois Ki, and Kir Inlirmnn 
Illinois Masonic Ho'iTltal * 

I,tnls Mimorlal Malirnlt' Hosjiitnl . . 
l.ori tto Hosplt i! * . . 

I.utliernn Dia o iss Homi and Hospital * 
Min' llosplial * 

Mlilmi! Ill I si Hospital * 


Mount Sinai H isp'tal * 

Nortbui'lirn Vnlursllt Midlc.il Ccnlcr 
NonuBlan Ami rli an Hospital * 
I’nssainnt Mimorlal Hospital * 

I’ri sbi tirl in Hospital * ...... 


Frotldi nt Hospll.il * 
UtiinsiMiod Hospital * 
.St ,\niH's Ho iillal 
St Kll/nbcl!! Hospital 
St .losepli Hos|illal * 

St I.ul.t's Hospital * 


Cblcnito 
(Idcaito 
(bkatto 
Chlcnito 
Cblenco 
Clilcaco 
Cbicaco 
Clilcaco 
Cblcaco 
Cblenco 
Cblcaco 
Chliaco 
Cblcaco 
Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cblcaco 

Cbknco 


.ssl Mari of V.i/i'itb Hosidtal * . Cblcaco 

Sbrliurs Hospit.il for Crlppkil ( blldrcn . Cbknco 

Soutb Slim I Hospital * • .. ’ cblcnco 

SOI disk Cinenant Hospltnl * ... • . Cbicaco 

CnUerslli of Cblnco Clinks * . 


I nliirslti of Illinois Niuropsjililntrk Institute . •••• .. 

I'nUirslti of Hlluols UiscariU and Kiluinlloiial Hospitals 

\iteians Admin Itcsiarib Hospital. 

Side) Hospltnl... 


Cblcaco 

Cble.ico 

Cbicaco 

Cblcaco 

Cblcaco 


Veterans Admin (Wist 

Woodlnon Hospital * ’..■i'*.DccaUu, HI 

Decatur and'Maeon Countj llosplial .. ^ ^ Dounej. HI 

Veterans Admin Hospltnl ..Klein. HI 

Klein State Hospltnl . .Eranston, HI 

lAnnston Hospital * .1]’.Evanston, HI 

St Francis Hospital * • ..E\ercieen Park, Hj 

Kittle Companj of ,Mnij Hospita *. .Gnlcsbuic, HI 

O.ilislmiC -Stale KiseaiiU Hospltnl. Great Kales, HI 

U S Xainl Hospital * ... Hines, Ill 

Veterans Admin Hospital... 

. Joliet, Ill 

St .Tosepb’s Hospital 


p„, j„5 Approved Residencies 

W a- 

Ocn’I Prnct 
Oen'I Pract , Path 

Ortlm luVc" - Sure . Urol 

Int , Siirji 

’ S!" -5^" - J’ath . Sure 
Int Med , 01) -Gin , Sure 

Gen'fp'racf’’'®^"'®’'*'''’ I’’'"’’- Sure, Urol 

Oen’I Pract. 

Aiial Mcil 
Ortho Sure 

Oen'I Prnct , Int Med Ob Gm , .Sure 
Int Med , Ob -Gjn . Ortbo Sure , Otol, Sure 
Int Xled , Ob -Gin , Path . Ped . Rad , Sure 
till xtr .,1 n). f. ~ 


Olol Path Kt 


Ir' ■ Hrtho Sure. Path", Ped , Sure 

-f’'"' ■ Op'kl). Ortho Sure, 

Psieli , Rad , Sure , Urol 
Ped 

Int .Med . Ob -Cm , Rad , Sure 

('aril Ills , Hit .Med , Ob -Gm , Path , Ped , Sure , Urol 

Inl Med , Oplith , Path , Rad , Sure, Urol 

lilt Med , Opitib , Psich . Rad . Sure . Urol 

’ ’o' Hctl . Ob-Gm , Ortho Sure Path . Pert Pucli.itjj s, 
Thor Sure , Urol ’ ^ 

Int Med , Psicb , Rad , Sure 
Oen'I Pract 
Ortho Sure 

Anes.liit Mod . Ncuro Sure , Ortho Sure , Path , Phis Mtd.Ilad S . 
Sure 

Oen’I Prnct 

Inl Med , Ob -Gm , Path , Sure , Urol 

Plies Med 

Oen’I Prnct 

Oen’I Pract , Sure 

Path 

Path , Sure 

Inl Med , Obst , Path , Rad . Sure 

Opbtb 

Obst 

Psieh 

Piilm Dls , Thor. Sure 

Ancs , Inl .Me’I , N’eur , Xeuro Sure , Ob-G}n , Ophlh , Ortbo Sari:,0d 
Path , Psicb , Rad , Sure , Urol 
Fan! Dls, Ortho Sure , Path , Ped , Rad , Sure , Thor Surp 
Phi Med 

Pul Dls , Thoi Sure 

Int Med , „ , , 

i’on Dis , Derm , Onstro , Int Xled , Neur, Ob -Gin , Ophlh Orllio bu i 
Otol, Path , Ped , Psicb , Rad , Sure ■ Hrol 
Path 

Obst Path , Sure 
Ob -Cl n 

Gcn’l Prncl , Int Med , Ob -Gm , Path , Ped . Sure 
Sure 

Obst , Sure 
lut Med , Sure 

Opbth , Otol , „ j „ 

Gcn’l Pract , Int Med , Ob -Gvn , Path , Ped , Rad , Sure 

Ob -Gm 

Psicb 

HiVSled . Xcuro Sure , Ob -Gm , Path , Ped , Psicb , Kid ■ ' 

Ancs . Card Dls , Int Jled , Mai Dls , Ob -Gyn , Ophlh , Ortbo -w 
Path , Ped . Psieh , Pul Dis Rad Sure Urol mt 

Ancs , Card Dls, Int Med , Ob -Gm , Path , Ped .Ps'c^',Rad .Sat! 
Allcrei, Derm , Ncur . b'euro Sure , Ph)s Med , I s)cli 

Hit Jled Xeurd "sufe . Ob -Gm , Opbtb . Ortbo Sum Kv’ 

Int Med . Xeuro Sure , Ob -Gin Opbtb . Otol , Patli l c , 

Sure , Urol 

Int. Med , Ob -Gyn , Ped , Rad , Sure 
inl Med Ob -Gm , P.ilb . Sure 
Obst , Path , Sure 
Ob -Oi n , Ortbo Sure 

Int Med, Ob-Gm , Path, Sure nnlith Ortbo 

Ancs , Inl Med , Neur., Neuro Sure . Ob -Gm . Opbtb mm 
I’cil. Plas Sure , Psi eh , Rad , Sure , Urol 
Gen’l Pract , Int Med , Path , Surg 
Ortho Surg 
Gcn'l Pract 

Ancs . Derm . Int Sled , Xeur, Xeuro Sme , Ob -Om Opbtb , ()(»«' 

' otol , Path , Ped , Psicb , Rad , Surg , Urol 

Neiir, Neuro Surg, Psicb Surp, Ob-Gyn ,01 ’ 

Med . Rad , Surg , Thor Sing , Urol 
Jilt Med . Path , Psicb , surg 
Int -Med , Surg 
Gen’l Pract 
Ps} cb 

s/rS'i'i.'?-”'' ‘ 

Ob -(3in , Ped , Had , Surg 

fn?'sied, Ob-Gm, Surg Onbth , Ortbo .‘tiirg. Otol, Ta"’ 

Anes 



* Inilk Ills Im 1.1111(1 npiuoied for Hnlning Interns 
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Vol. ^ 


Naroe 

uv-.! j'lili irlfan Hospital *. 

iDiiiluIe of Plijsical .Medicine & Rclialillltallon 

MtlliodiM Hospital of Cenllal Illinois *. 

i’eoria Municipal Tuherciilosls Sanitarium. 

«;t Francis Hospital *.. 

V. S. .\ir Forc^ Hospital. 

Kockford Memorial Hospital *. 

SI. Anliiony's Hospital * .. 

State of Illinois. 

Tarle Meniorbl Hospital...... 

Lake County rulierculosis Sanatorium. 

Xnrth Shore Health Ttesort. 

St. Francis Hospital....... 

riinlc Hospital.*. 

St, Joseph’s Hospital ♦. 

Methodist Hospital *. 

St. Marjraret Hospital ♦. 

Ctntral ?late Hospital. 

Indianapolis General Hospital ♦.. 


Loc.atlon 

... Oak- Park. Ill. 

. Peoria, HI. 

.Peoria, 111. 

. Peoria, Ill. 

.Peoria, 111. 

.Hantoiil, 111. 

_Rockford. Ill. 

_Rockford, Ill. 

., Hprin;dield, Ill. 

.Hrbnna, Ill. 

.Waukegan, Ill. 
... \Yinnelka, til. 
Beech Grove, Ind. 
..,. Bluffton, Ind. 
Fort Wayne, Ind. 

. Gary, Ind. 

.. Hammond, Ind. 

.Indianapolis 

.Indianapolis 


Indiana University .Medical CtMiter * 


Indianapolis 


Methodist Hospllnl 


Indianapolis 


St- Vincent's Hospital *.. 

Suniiyslde S.'in.atorinm. 

Veterans -idmln. Hospital. 

St. Eiiz.il.c.li Hf.MiiiaJ *. 

L*'i?.'insporl State Hospital. 

Ball Memorial Hospital *. 

HeallhivUi Hospital. 

Memorial Hospital ■*. 

South Bend Medical Foundation. 

I»r. Norman M. Beatty Memorial Hospital 

SI. Luke’.s Methodist Hospital *. 

.Mental Health Institute. 

Broadlanns—Polk County Hospital*.... 

lova Jlethodisl Hospital *. 

Mercy Hospital ♦. 

Veterans Admin. Hospital... 

loiva State Psychopathic Hospital. 

.Mercy Hospital *. 

State Unl\erslly of Iowa Hospitals *. 


. Indiaimpolis 

.Indianapolis 

. Indianatiolis 

. Lafayette. Ir.J. 

... Lo^ansport, Ind. 

.Muncie, Ind. 

,.. South Bend. Ind. 
... South Bend, Ind. 
... South Bend, Ind. 

.Westvllle, Ind. 

Cedar Rapids, Iowa 

. Cherokee, Iowa 

.. Des iloines, Iowa 
.. Des Moines. Iowa 
-. Des Moines. Iowa 
.. Des Moines. Iowa 

.. Iowa City 

. Iowa City 

.Iowa City 


Veterans Admin, Hospital. Iowa City 

Margaret Hospital *. Kansas City. Kan. 

Vnlrersity of Kansas Medical Center *. Kansas City. Kan. 


r. r. .Meiininger Memorial Hospital. Topeka. Kan. 

State of Kansas... Topeka. Kan. 

Topeka Slate Hospital... Topeka, Kan. 

Veterans Admin. Hospital... Topeka, Kan. 

Veterans Admin. Hospital.. Wad.swnrth. Kan. 

St. Francis Hospital *. Wicliila, Kan. 

Veterans Admin. Hospital. Wichita. Kan. 

IVcsIey Hospital ♦. Wichita. Kan. 

lYUhlla—St. Joseph Ho«pUal *.WichUa. Kan. 

St. EUzaheth Hospital *. Covincton. Ky. 

William Booth Memorial Hospital. Covvnjrton, Ky. 

V. S. Army Hospital. Fort Campbell, Ky. 

L. S. Army Hospital. Fort Knox. Ky. 

Central State Hospital. Lakeland, Ky. 

Gnou Samaritan Hospital *. Lexln*'! i* Kv. 

f}- Joseph Hospital *. Lexington. Ky. 

^\o‘^hltal for Crippled Children. Lexington, Ky. 

L. I'liblic Health Service Hospital. Lexington, Ky. 

leteuris Admin. Hospital. Lexington, Ky. 

Children's Hospital . Louisville, Ky, 

hotair Crippled Children's Hospital. Louisville, Ky. 

Louisville General Hospital *. Louisville, Ky 

Norton Memorial Infirmary *. Louisville, Ky. 

St. Anthony’s Hospital ♦. Louisville. Ky. 

M. Jnseph’.s Infirmary *. Loubville, Kv. 

tettrans .Vdmin. HnspUal. Louisville. Kv. 


Lafayette Charity Hospital. 

I'.Urirk’.s Hdsnital. 

Charity Hospital of Louisiana * 


... Lafayette, La. 
Lake La. 


New Orleans 


r* 'J’Lroat Hospital. New Orleans 

Hotel *. Orleans 

Urh.ner Foundation Hospl(.iI *. Xen- Orleans 


Fontlicrn Hapilst Hospital *. 

Tourn Infirmary *. 

L. S. Public Health Service Hospital *. 

jeterans AdnUn. Hospital.. 

Huey P. i,nuc Charltv Hospital. . 

Confederate Memorial Hospital *. 

Sltrlners Hosplial for Crippled Children. 

General Ilospltal *. 

Central Maine Sanaforiunt. 

^'tiltie Cener.ll Hospital *. 

Maine Medical Center 

Haltlraore CUy Hosplt.ils •.!!! 

Bon'Sr?&os^Uar*.“ . 

rull? •'“ant'al School. 

. 

HSmu? ’jospit-ii * ! 

noxpiiai for Momen * 

jE HoXTHSphaT 

Lutheran Hospital *. 

Maryland General H ospital *.! 1 ! 

*lnaic.ate.s h(i=tplials approved for training Interns. 


.. New Orle.iiis 
.. New Orlean*! 
,. New Orleans 
.. New Orleans 
. Pineville, La 
Shreveport, La. 

Shreveport. La. 
. Bangor, Maine 
Fairfield, Maine 
Lewiston, Maine 
Portland, Maine 
. Baltimore 

. Baltimore 

.Baltimore 

.Baltimore 

.Baltimore 

.Baltimore 

.Baltimore 

.. Baltimore 

.Baltimore 

...... Baltimore 

.Baltimore 

...... Baltimore 


Approved Residencies 


Ob.-Gyn., Ortho. Surg. 

Phy. Med. 

Gen'l Pract., Obst„ Path., Surg. 

Pul. Di.<5. 

lot. Med., Ob.-Gyn,, Ortho. Surg., Path., Rad., Surg. 

Surg. 

Path. 

Ob.-Gyn., Path., Surg 

Pub. Health 

Rad. 

Pul. Dis. 

P.sych. 

Gen'l Prart. 

Jnt. Med., Rad.. Surg 
Path. 

Gen*! r-a#*!.. Path. 

Gen’l Pfart- 
Psych. 

Anes-. Card- Dis., Derm., Int. Med.. Neur., Ob.-Gyn.. Ophth.. Ortho. Suig., 
Olol., Path.. Fed., Psych., Pul. Dis., Rad.. Surg., Krol. 

Anp«.. Irt. Med., N'eur., Xeuro. Surg., Oh.-Gyn.. Orhth., Ortho- S-irg., 
Otol.. Path.. Ped., Plas. Surg., Psveh., Rad., Surg., Urol. 

Gen’l Tract., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Ped., Rad.. Surg.. 
Urol. 

Card- Dl<;., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg- 
PuL Dis. 

Int. Med., Neuro. Surg., Ortho. Surg., Path,, Psych., Rad., Surg. 

Int. Med.. Cb.-Gyn., Path- 
Psych. 

Path., Surg. 

Pnl. Dis. 

-Anes., Gen’J Pract., Path. 

Path. 

Psych. 

Gen*! Pract.. Path. 

P-«ych- 

Gen'l Pract., Surg. 

Int. Med., Path., Ped., Bad., Surg. 

Path. 

Anes.. Int. Med., Ortho. Surg., Path., Rad., Surg., Urol. 

Psych. 

Ortho. Stirg.. Surg. 

Anes., Derm., Int. Med., Neur., Neuro. Surg., Ob.-Gyn., Ophth., Ortho. 

Surg., OfoL, Path., Fed., Rad., Surg., Thor, Surg., Urol. 

Anes., Int. Med., Neur., Otol., Path., Rad., Surg. 

Surg. 

Anes., Card. Dis., Gasiro., Int. Med., Neur,, Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., Otol., Path., Ped., Phys. 3led., Plas. Surg., Psych.. V t\, 
Dis., Rad., Surg., Thor. Surg., Urol. 

P.sy ch. 

Pub. Health 
Psych. 

Int. Med., Neur., Psych. 

Ortho. Surg., Rad., Surg., Urol. 

Gen’l Pract., Anes., Int. Med., Ob.-Gyn., Ortho. Surg., Path., Bad., Surg. 
Surg. 

Gen'l Pract., Int. Med., Ob.-Gyn., Path., Surg. 

Path. 

Path 

Gen'l Pract. 

Surg. 

Gen’l Pract., Surg. 

Psych. 

Int. Med., Ortho. Surg., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Surg., Urol. 

Ortho. Surg. 

Psych. 

P.sych. 

Path., Ped. 

Ortho. Surg. 

Anes., Int. .Med., Neur., Neuro. Surg.. Ob.-Gyn., Ophth.. Ortho. Surg., O 
Path.. Fed., Psych., Rad., Surg., Urol. 

Psych. 

Gen'l Pract. 

Int. Med., Ob.-Gyn., Ped., Rad., Surg. 

Int. Med., Neur.. Neuro. Surg.. Ophth., Ortho. Surg., Otol., Path.. Psych.. 

Rad.. Surg., Urol. 

Gen'l Pract., Surg. 

Gen’l Pract. 


Anes.. Derm., Int. Med., Neur., Neuro. Surg.. Ob.-Gyn., Ophth., Ortho. Surg., 
Otol,. Path., Fed., Psych., Pul. Dis., Rad., Surg., Thor. Surg., Urol. 
Ophth., Otol. 

Ob.-Gyn., Path,, Fed., Rad., Surg. 

Anes., Gastro., Int. Med., Neuro. Surg., Ob.-Gyn., Ortho. Surg.. Path . 

Prod,. Rad., Surg., Urol. 

Int. Med.. Ob.-Gyn., Path.. Ped,, Rad., Surg. 

Gastro.. Int. Med., Ob.-Gyn., Ophth., Ortho. Surg., Rad.. Surg. Urol 
Int. .Med.. Ophth., Path., Rad., Surg. 

U . M 'L. Oph.h.. Ortho. Surg.. Path...Psych., Rad.. Surg.. Urol 
Gen'l Prac:. 

Int. Med. Ob.-Gyn., Ortho. Surg.. Path., Ped., Rad.. Surg.. Thor Sur- 
Urol. 

Orth •. s*irc 
.Anes.. Path. Rad. 

Pul. Dis. 

.Anes., Int. Med., Path., Ped.. Rad., Surg 
.Anes.. Int. 5Ied.. Path., Rad.. Surg. 

Ortho. Surg., Path., Ped., Pul. Dis., Rad., 

Ophth?.' Otol. 

Gen'l Pract., Ob.-Gyn., Suig. 

Ortho. Surg. 

Int. Med., Obst., Surg. 

Gen'l Pract, 

Int. Med., Ob.-Gyn., Path.. Surg 
Ob.-Gyn., Pat’a. 

Ortho, Surg. 

Inu ^’eim., Neuro. Surg,. Ob.-Gyn., Ophth., Ortho. Surg.. Otol.. Path 
Ped.. Plas. Surg., Psych., Rad., Surg., Urol. 

Int, yied., Ob.-Gyn., Path., Surg. 

Tnt. Med.. Ob.-Gyn., Path., Surg. 
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Oct. 5, itg* 


,, II 1 . Location 

Jtcrcy Itiwiilinl *. „ , 

ITovidcni HosDllnl am! I'rce ttlsi'cnKary*’.'.'.'.;’.;;;’.'.;'/:";'’' m Sore 

.‘^t. .tosciiir.i nospiini *.!!!!!!.nit 

Slnni Hn.>ij)!tnJ *.’ ... 

nmoi) Memorlnl !to.i|,lt.il * .I”.';.4," .'Sore 

T iihcr.'.itj Hiisiiit.al * . Bnltlmorc 

Natldtial Institutes of Health—riinfcal f'entcr..llctlie.sila Mil 

Mdmrhan Hosuttal *..... Bctliesrtn. ‘mo; 

X . f-. .\nv«! Hospltn! ■*. Hethe.sdn, .Mil. 

firove Sl.ate Hostill.!!.CalotwlUe, Md. 

Irlnre {.eorKc s (.eneral llosiilliil *.. riicvorlv. Mil. 

fronusvlllc St.ntc Hosiiltnl.CrownsvlllV -Mil 

VeU r.arif .\(lni\n. H(>s|iH.al.Fcitl ItownriL Mil.' 

M.isIiliiKtnii Cmiiil.v lliisitltnl * . Itniterstottn. Mil. 

A'eler.aiw .\itmln. llnsjiltal. Perry I’nlnt, Mil, 

t'hestimi I.oil^e Sanltnrlnni. nDclivlllc. Mil. 

.‘•'Iirlrnttlelil State I!ii.s|illal. SyUv.svtUc. Mil. 

.sia'tn'.inl ami Kiiocli Pratt Ho.iiiHal. Timmiii. .Mil. 

Veter/iiis .\ilmlii. lln.splinl. Bcilfonl. Ma.s.s, 

lleverly Jlospltn! * . Ilcvcrly. Ma.s.s. 

Heth Isr.iel Ili>.sti|l.al *.....Itoslim 

Itriston (‘Ity H ispltnl *. Boston 

Itiwtnn rio.'illui; Hosiiltal. Boston 

Boston I.ylnc-ln nn.siiHnI. Boston 

Boston S.in.atorliim .. lioaton 

Bo.stiiii .st.ito Hosjiltal. Ito.ston 

('.stney lIo,si>ll.iI •......... Bo.ston 

t'hllilri'ir.s Meiljr.al renter *... Boston 

r.siilt.-mr llo.siiiiai . Boston 

I.ahry t'linie . Boston 

I.inuiei Sliattiiel: Hospital. Boston 

Ma"artuisclts Bye ami Kar lnnrtnnr.v,. Boston 

M.a'saclnisrll.s ttener.al Jlostiltal •. Boston 

.yi.i««ae!iiisi'tts .tlenmrial Ilns|)lt.il.s *. Bostnn 

.'tavsartmsetls Mental llenlHi t’enlcr. Boston 

N'cn Kuclani! Outer nospltnl *. Bo.ston 

.Veil Knal.iml Hr.aeoness Itiisiiltnl. Boston 

Ken Bti^tlantl ilo.siiltal *. Boston 

I’eter Bent Brlcliam Ilospttnt * . Boston 

St. Kllz-ihi th Ho.spBnl *. «<*><;«" 

.‘^1. .Mftri.'.srel‘.s JInsiil'nl. Bo.ston 

f..«. I’lil.Ite H-altli .Servlee lliesplln) *.V.V'"”' 

AdnUn. .*.. Huslnu (Jnniutm Ils'ilul 

Veterniis Ailmln. llo.spll.al. Boston ('Ves> ‘loxlmryl 

\>lA'rau< A‘Imtn. Ilc'sjUlnl.. 

llDOiIi M^’niorlnl n(KjiAAl aihI Home.. 

Vree Hospll.sl for Women. 

I'.inthrlilRc fliy JBcspllnl *... rllS S dffe’ 'mSsV 

Ma.S'acInisett.S Hospital .«ehnol... ..rhnKes’ MaiV 

Lssvrene. F, tlulKley Memorial Hospital. alses A ass' 

TfiJf'Ml.Tlt^ JI/t'ipil.Tl *... nirlifMirL'' Mass 

niirl^nnk .. FgSg Mass; 

Koxltorti Stntf ." * "t.nwVpnrr Mass. 

Lanrenee *.. LmrelL Mass: 

L. vnn nospUal *.. .Mas.s. 

M. ililrn tlo.splla .. Mcdllelil, Mas.s. 

.Medtield Stale Ilosj ltnl. „c,if<,rd. Mass. 

■ct. Lid.e's HospBnl Kewtou. Mass. 

.Ventoti-Melle.sley lIo.Mdtaj . Northnroplon, .Mas.s. 

(*ooU‘y nU’kfn*^on .. Ou\ncv, 

(lulney ('By Hospjtal * • ..'unaand HclBld's, Mass. 

Veterans Admin. Hospital. __ .Salem. Ma.s.s. 

.s.slem Hospital *... • • •,■ • /sn’ii'.i’Vn.'sjirlnKncld, Mass. 

Sltrlm rs Hospital for < rlsiplcd ( hlldrtn. Fiirlnttfleld, Mass. 

Sjirln).’lleld . ..,' StocWirldKC, Mass. 

Aiisleti ltit;i;.s .. Taimton. Mas.s. 

Tamiton .stale .. Walpole, Mass. 

Fondvllle HospBnl •••••••, .Wnltliam, .Mas.s. 

Metropolitan State Hospital. _ Waltham. .Mass. 

Middlesex Cminty .. yVnverly. .Mass. 

MeLenii llosidlal WcsUiotQ. Mass. 

IVestliorn State Hospital. M’cstflcld, -Mass. 

WestUeld Stale Sanatorium. Worcester. .Mass. 

Memorial Hospital *. \Yorcc.sU*r, Mass. 

St Vllieeirt’.s Ho.spltal *. .. Worcester, Mass. 

Worcester ('By Hospital *...Worcester, .Mass. 

Worcester suae . I'!! . Ann Arhor, M cj. 

St Joseph .Mer.vv Hospital .. .^V.nn Arhor. Midi, 

L'riher.sliy Ho.spllal .. 

, Battle Credr. Mich. 

r i.Uii Y. VosI MoiitKomcry Ho.spltal *. _ Dearborn, Mich. 

Oakivood HospBal *••••■, . Dearborn, Mich. 

Vcternii.s Admin. .. .. Detroit 

Alexander Blnin Hospital. Detroit 

(’rlltenton CiOncniV HospUat..... ' . 

Evamtdtenl Deaconess Hospital ..»ctro t 

Ornce Hospital *. . Detroit 

Hnriier Hospital * ..., _ 


Approred Residencies 

Int; & S-t:. 

Int. Med., Ob.-Gyn, 

Ob.-Gyn., Sure, 

r.sych. 

Inh Med., Oh.-Oyn., Path., Ped.. Rad., SiitR., Utnl 
iHl, Med., Obst., Otol., Sure. 

Ptil). JlcnBli 

Lit. Mctl., Ob.-Gyn., Path., Ped., Sure. 

Int. Med,, Oplifli., Path., Rad., Surp, 

Anc.s.. Perm , Gen’I Pract., Int. Med., Neur., Seuro Sure nu pr„ n, , 
Path. Ped., Psych., Rad., Sure.. Thor. Siirff., Urol ' 

Int. .Med.. Aeiiro., Patti., Psycli., Rad, 

Oen’J Pract, 

Anc.s Card Dls., Int. Med., Neur., Ob.-Gyn., Opblb., Ortho. Sure., Olol 
Palb., Ped., Psych., Rad., Sure., Urol. ' 

Psych. 

Int. Med., Ob.-Gyn., Palb., Sure. 

P.syeb. 

Dern)., Inf. Med., Ophth., Sure., Urol. 

Had. 

Int. Med., P.syeh., Sure. 

P.syeb. 

Psych. 

Psych. 

Psych. 

Path., Sure. 

Card. Ills., Gnslro., Int. .Med., Obst., OfoI„ Path., Psych., Rad., Sure, Fro! 
Ancs„ Berm.. Int. Med., Ncur., N'euro. Sure., Ob.-Ora., Ophth., Orttw 
Sure., Olol., Patli., Pcil., Rad., Sure,, Thor. Sure., Urol, 

Ped, 

Obst., Path. 

Pul. Dis.. TIinr. Sure. 

P.syeb. 

Int. Med., Ob -Gyn., Path., Sure, 

Xenro. Sure, Ortho. Sure., Path., Ped., Sure. 

Inl. Med., Path., Rad. 

Ancs., Gastro.. Inl. Med., Nenro. Sure., Ortlio. Sure,, Bad. 

Int. Med.. Path., Rad. 

Ophth., Otol. 

Allercy, Anes., Derm., Int, Mod., Kenr., Xeuro. Sure., Ortho. Sure., Path., 
Ped., Phy.s, .Med., Psych.. R.id., Sure., Uroi. 

Ane.s., Con. Dls., Derm.. Gastro., Int. Med., Ob.-Gyn., Ophth., Ortho. Sure, 
Olol.. Pat))., P.syeb,. Bad., .Sure., Urol. 

Psych. 

Anc.s., Int, Med., Neur., Neiiro. Sure., P.itli., Psych., Rad., Sutg., Urol, 
Anc.s., Int, .Med., Path., Rad,, Thor. Sure." 

Ancs., (len'I Pract., Obst., Sure. „ . 

Anes.. Card. Dls., Int. Med., Xetiro. Sure., Qrttio. Sure.. Palb.. Psyrli., 
Rad., Sure., Urol. 

Anes., Int. Mod,, Ob.-Gyn., Path., Psych., Surp. 

Ob.'Gyn, 

Ane.s'.. In't. .M«i„ Ncnr., Neuro. Sure., Ortho. Surp., Otol., P.itli,, riijs. 

Med,. P.syeh., Rad,, Sure., Urol, 

Path., Rad., Urol. 

P.syeb. 

Obst. 

Gyn. 

Anes., Inl. Med., Ob.-Gyn., Path., Rad., Sure. 

Pul. Dls. 

Anc.s.. Int. Med., Path., Rad., Surp. 

Ortho. Sure. 

Ancs^!GcnT"pract.. Int. Med.. Ob.-Gyn., Ortho. Sure-, Fed- Rad * S"''- 
Gcn'l Pract. Ob.-Gyn. 

Int. Med., Path., Sure. 

Path.. Sure. 

Psych. 

Path. 

Path. „ 

Int. .Med.. Ortho. Sure., Patll.t Surg. 

Inl. .Med.. Patli., Sure- 
Psych. 

Path. 

Int. -Med.. Path., Sure- 
Gcn’l Pract. 

Int. Med., Ob. Gyn.. Pali).. Surg. 

Pul. Dls.. Thor. Surg. 

Int. .Med., Path. 

Ortho. Surg. 

Anc.s.. Path.. Surg. 

P.syeb. 

Psych. 

Inl. Med., Path., Sure. 

Psveh. 

Pul. Dls. 

Psych. 

Psych 

Pul. Dls., Surg. ^ 

Int. Jlcd.. Path., Surg. 

tlti:. Int". Med.; 0?Vbo. Surg., Path., Ped., Surg. 

surg.. Urol. 

Path., Rad., Surg. 

Gen'I Pract., Ob.-Gyn,, Path. 

Int, Med,, Path., Rad., Surg. 

Int. M«d., Surg. 

Gen’I Pract. 

Ortho. Sure., Path., Ped. 

?nt'Me"d , Ob.-Gyn.. Path., Rad., Surg. 
ini. y s .nvn . Sure. 






Surg., Urol. 
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Name Location 

Henry Ford Hospital *.Detroit 


Herman Kiefer Hospital-.... 

Jennlnps Memorial Hospital. 

Lafayette Clinic. 

■ Lynn Hospital.Vr‘**,V;*I* 

Mount Carmel Jlercy Hospital *. 
North Detroit General Hospital.. 

Providence Hospital *. 

KecelvInF Hospital *. 


Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 

Detroit 


St. John Hospital *. 

St. Joseph Mercy Hospital *. 

Sinai Hospital ♦. 

Woman’s Hospital *. 

Wayne County General Hospital and Infirmary * 

Hurley Hcspltil *. 

McLaren General Hospital ♦. 

St. Joseph Hospital *. 

Blod’ett Memorial Hospital *. 

Butterworth Hospital *. 

Ferpason-Droste-FerFUSon Hospital. 

St. Mary’s Hospll-Tl *.. 

Bon Secours Hospital *. 

Hlpliland Park General Hospital ♦.. 

Michigan State Sanatorium. 

W. A. Foote Memorial Hospital. 

Borpe.«s Hospital * . 

Bronson Jletliodist Hospital *. 

Kdward W. Sparrow Hostiltal ♦. 

Inpham Chest Hospital. 

St. Lawrence Hospital ♦. 

State of Michisan. 

Northrille Slate Hospital. 

Pontiac General Hospital *. 

Pontiac State Hospitai. 

St. Joseph Mercj Hc^pItnl *. 

William Beaumont Hospital *. 

Sapinaw General Hospital ♦.. 

St. Luke’s Hospital *. 

St. Mary’s Hospital *.. 

Traverse Citv State Hospital. 

Wyandotte General Hospital. 

Ypsllanti State Hospital. 

St. Luke's Hospital *. 

St. Mary’s Hospital *. 

Asbury Methodl.st Hospital *. 

Fairvlew Hospital . .-. 

Lutheran Deaconess Home and nosjiital. 

Minneapolis General Hospital * . 

Mount Sinai Hospital *. 

.Northwestern Hospital *. 

St. Barnabas Hospital *. 

St. Mary’s Hojipltal . 

Shrlners Hospital for Crippled Children. 

State of Minnesota.... 

Swedish Ho.spital * . 

L’nlverslty of Minnesota Hospitals *. 


. Detroit 

. Detroit 

. Detroit 

. Detroit 

.. Elolse, Mich. 

..Flint, Mich. 

.. Flint. .\Ilch. 

. Flint. .Mich. 

Grand Rapids. Sllch. 
. Grand Rapids. Mich. 
, (Jrand Rapids. Mich. 
Grand Rapids. .Mich. 
Grosse Pilnte, Mich. 
Highland Park, Mich. 

. Howell. Mich. 

.Jackson, Mich. 

.,. Kalamazoo. Mich. 

_Kalamazoo. Mich. 

...... Lanslnp, Mich. 

. Lansinp. .Mich. 

. Lansinc. Mich. 

. Laosirp, Mich. 

.... Northvllle, Mich. 

. Pontiac, Mich. 

. Pontiac, Mich. 

. Pontiac. Mich. 

... Royal Oak. Mich. 

. .Sapinaw*. .Mich. 

.Saginaw. .Mich. 

.Saginaw, .Mich. 

. Traverse Pity, illch. 
... Wyandotte. Mich. 

. Ypsllanti. .Mich. 

.. Duluth. .Minn 

.. Duluth, Minn. 

. Minneapolis 

. Minneapolis 

. .Minneapolis 

. .Minneapolis 

. Minneapolis 

. .Minneapolis 

.3!inneapoIis 

. Minneapolis 

. .^iiniteapolis 

. Minneapolis 

. .Miiine.apolh 

. .Minneapolis 


Veterans .\imln. Hospital 


.Minneapolis 


Nopemlnp Sanatorium . .Nopemlng. .Minn 

Glen Lake Sanatorium. Oak Terrace. .Minn 

.Mayo Foundation. Rtn liesler. Minn. 


Aiuker Hospital *. St. Paul. .Mlim. 

ttiarles T. Jllller Ho.spital *. St. Paul, Minn, 

Mllelte State Hospital for Crippled Children. St. Paul. Minn 

Midway Hospital . .St. Paul. Minn. 

M. Joseph’s Hospital ♦. St. Paul. .Minn 

'eteran? Admin. Hospital. Biloxi. MIsa. 

Mississippi llaptLst Hospital ★. Jackson, Ml«s 

Inlversily HospUr.l * . Jackson. .Miss. 


^elerans Admin. Ho.spUal. 

Mivsis'»ippi Slate 'Tulierculosis San.ilorinm__ 

Mercy Ho.<?pUal-Street Memorial * . 

'ivksburp Hospital . 

Mississippi State Hospital_.''' 

^uis County Hospilal ♦. 

LlHs Fischcl (’.Tucer Hospital. 

Lnlversity HospUals .... 
nilldren’s Mercy Hospital..’.*.'.'.'.'.*. .' 

Kansas City (Jencral Hospital No. 1 *.. 


... Jackson. Miss, 
J^anatorium, JIlss. 
. Vicksburg. Miss. 
. Vicksburg. Miss. 
.. Mlutfleld. MLss 
.... Clayton. Mo. 
... Columbia, Mo. 
... Columbia, Mo. 
Kansas Ctly, ilo. 
Kan.sas City. Mo 


Kansas nty CyniTal Hospilal .No. 2. 
.Menora I Ilusplial Jledii al Center • 

l‘Cst.Trch Ih^spii-ii *. 

Kt. Joseph Hospitai *. 

M. Luke’s Hosplial *.i]'. 

Kl. Marj’s Huspilal *. .... 

'eierans Auui.,.. nospi.al. 

KoKcrt Kinh Hnsiiltal. 

• H.ssouri St,He Sanatorium. 

Mis,snurl iieilndist Ho.spiial ★ 
Barnes Hospital *...' ' 


. Kansas City, .Mo 
. Kansas City. M). 
. Kansas City, Mo 
. Kansas Cliv, Mo. 
. Kansas City, .* 10 . 
. Kansas City, .Mo. 
. Kansa> » i >. .•lo 

. Koch, .Mo. 

Mount Vernon, Mo. 
... St. Joseph, Mo. 
. St. Louis 


*. S'- 

Hospital *. St. Louis 

I-ulheran Hospital ». SI Louis 

Sfeourl Baptist Hospital . . S Louis 

BaeiHe Hospital.!!!!!!.!!!!!!!!!”!!!!i!!!i!!!! hx. 

‘s Hospital ♦. c* LouU 

^^uls Ch ildren’s Hospital Su Louis 


* Indiraic.s hospitals 


approved for training Interns, 


Approved Residencies 

Anes., Card. DIs.. Derm.. Gastro., Gen’l Pract., Int. Med., Neur., Neuro. 
<urg., Ob.-Gyn.. Ophtb., Ortho. Surg.. OtoL, Path., Ped., Plas. Surg., 
Psych,. Pul. DIs., Rad.. Surg.. 'Thor. Surg.. Urol. 

Con. DIs.. Ob.-Gyn., Path., Pul. DIs., Rad,, Thor. Surg. 

Int. Med., Surg. 

Psych. 

Gen’l Pract. 

Int. Med.. Ob.-Cyn., Path., Rad,, Surg. 

Gen’l Pract. 

Anes., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Anes.. Derm.. Int. Med., Ob.-Gyn., Ophth., Ortho. Surg.. OtoL, Path., Psych., 
Rad.. Surg., Urol. 

Int. Me<l., Ob.-Gyn., Surg. 

Int. Jled., Ob.-Gyn., Surg. 

Anes.. Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Int. -Med., Ob.-Gyn., Path., Surg. 

Int. Med-. Path., Psych., Rad., Surg., Urol. 

Cen’l Pract., Int. Med., Ob.-Gyn,, Path., Ped.. Rad., Surg. 

Geii'l Pract., Int. Med., Path., Surg. 

Gen’l Pract., Path., Rad. 

Int. Med., Ob.-Cyn., Ortho. Surg,, Path., Rad., Surg. 

-Anes., Ini. Med.. Ob.-Gyn., Path., Ped., Rad., Surg. 

Prod. 

Int. Med.. Ob.-Gyn.. Ortho. Surg., Path.. Surg. 

Int. Med.. Surg. 

Int. Med.. Ob.-Cvn.. Surg. 

Pul. Dis. 

Path. 

Gen’l Pract.. Ob.-Gyn., Ortho. Surg., Path.. Surg. 

Int. Med., Surg. 

Int. Med.. Path., Surg. 

Thor. Surg. 

Int- .Med. 

Pull. Health 
Psych. 

Int. Med., Ob.-Gyn., Path,, Surg. 

P>yc h. 

Gen’l Pract.. Int. Med., Ob.-Gyn., Path., Ped., Rad., Surg. 

Int. Med., Ob.-Gyn. 

Int. .Med., Ob.-G 3 -n.. Path.. Ped,, Surg. 

Gen'l Pract. 

Gen’l Pract. 

Psych. 

Gt-n’l Pract. 

Psych 

Path. 

Path. 

Int. .^fed. 

Gc-ii’I Prad 
Gen’l Prad. 

IHfro.. Ir.L .Med., Ot).-G>n., Ophth., Otol., Path.. Ped., Psych., Surg., Urol. 
Int. Med.. Surg. 

Int. Med.. Oh.-Gyn., Path., Ped. 

Ob.-Gyn.. Path., Surg. 

Oli.-Gyn., Urol. 

Ortho. Surg. 

Pith. Health 
Path.. Rad., .Surg. 

-Anes., Derm., Int. .Med., .Neur., Neuru. Surg., Oli.-Gyu., Ophth., Otol., Path., 
?»<..! Ph^?-. -ed.. P''oct.. Psych.. Rad., Sur .. Urol. 

Derm.. Int. .Med., Neur., Ophth.. Ortho. Surg., Otol., Path., Psych., Pul. Dis., 
Rad . Surg.. Thor. Surg., Urol. 

Pul. Ills. 

Pul. Dis. 

.Allergy. .Vne’5.. Derm., Castro.. Int. Med., Neur., Neuro. Surg., Oh.-Gyn., 
Ophth.. Ortho. Surg., Otol., Path.. Fed., Phys. Med., Plas. Surg., Prod.. 
P.sych., Ful. Dis., Rad., Surg., Thor. Surg., Urol. 

Iierni., Int. .Med., Ob.-Gyn.. Ophth., OloL, Path.. Surg., Urol. 

Int. Med.. Ob.-Gyn., Oplith.. Path., Rad., Surg.. Und. 
u -h. S.,ig. 

Gen’l Pract. 

Ob.-Gvn., Path. 

Psych 

Gen'l Prad.. Ortho. Surg.. Path. 

-Anes.. Gen’l Trail., In!. Med.. Neuro. Surg., Ob.-tiyn., Ophth., Orth. Surg., 
Path.. Fed., Prod., Psych. Surg.. Thor. Surg., Urol. 

Ortho. Surg., Urol. 

Pul. Pis.. Thor. Surg. 

Gen’l Prarl.. Surg. 

Surg. 

Psych. 

Ini. .Med.. Ob.-Gyn.. Fath.. Surg. 

Mai. Dl«.. Surg. 

Gen’l Tract.. Int. .Med., Ob.-Gyn., Path.. Ped.. Rad., Surg. 

Ortho. Surg., Ped. 

list. Med.. Oh.-Cyu.. Ophtb., Ortho. Surg.. Otol., Path., Ped.. Psveh,, Surg 
Urol. * *’ 

Ob.-Cyn,. Rad.. Surg. 

Gen'l Tract., Int. .Med., Path., Rad., Surg. 

Patti.. Rad. 

Int. Med.. Ob.-Gyn., Path., Rad., Surg. 

Int. Med.. Ob.-Gyn., Ortho. Surg., Path., Rad., Surg. 

Path.. Surg. 

Ane.s., Int. -Med.. -Neur.. Ortho. Surg.. Otol.. Path., Phi's. Med., Psych Rad 
Surg.. Urol. 

Pul. DU. 

Thor. Surg. 

Gen'l Prad., Surg. 


Anes., Int. Med.. Neur . Neuro. Sur^.. Ob.-Gyn.. Ophth., Ortho. Sure., Otol 
Path,, I las. Surg., Psych., Rad.. Surg., Tlior. Surg., Urol 
Gen'l P:act., Ii:t. .Med., On.-Gyn.. Path. 

Gen’l Tract, 


Int. iled., Ob.-Gyn., Ophth.. OloL. Path., Fed.. Psych., Rad Surg Urol 
Int. -Med.. Ob.-Gyn., Path., Rad.. Surg. 

Gen’l Pract. 

Int. Med., Ob.-Gyn., Path., Surg. 

Int, Med., Surg., Urol. 

Gen’l Prad., Surg. 

Anes., Int- Med., Obsl.. Path.. Surg. 

Ped. 
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Nnmc 


Mi)liu>r Cnlirlnl Mcmor\n\ Uosnllnl * 
-Mimiit sirnil lU>R!)Ui\l *... 


I»ociiUdn 
Kcw York <’lly 
New York City 


New York Kyc and Kar InOrnmrv. 

.Now AorK* HnsDltnl 


.Vcw York Inllrmnry ■*. 

N'eu York Polyclinic Mcillca! Scliooi atid Unaidt.a'l * 


Xo" York State P.sychlatrlc Insttlutc anil Hospital. 
Ncu York 1 nlccrslty-iicneviio Mnllcal fenter 

1 nlveraity no.splial . 

I rcshytetlan Hosjdtai ♦. 


Uooscvcll Ho.siiltal *. 

SI. Ilariinbas l!o.«i>ltnl for Chronic Diseases. 

s\. Clare's Hosnltal *. 

St. Prancls Hosullal *. 

Jiwri^h ftospttn! for ('host IM5c,'iS(.»s.. 

St. 1 *u\y1'*5i llo'^otlnl *... 


Si, Y'lnccnfs Uospiinl *. 

S\ilciilinm Hosnltnl *. 

Yelcrans Admin. Itosnlta!. 

New Y’nrk City (llriuiv) 

Vctcr.ans .Ydmln. Hospital. Vetv 

Y'nrk City (.Maiiluitt.Ki) 

Woiimn's Hosnlial. 


St. Uaurcnce State Hosidtal. 

Homer Polks Tuhe.culosls llnsidtal. 

-OKilensluir”. N. Y\ 

Ilocllaiiil State Hospllat. 

stony l.cdec S.inllnrlnni. 

..., OrniiEehurp, N. Y'. 

Illeh Point Hospital. 

I'lilted lIos|i!l.il *. 

St. Chnrle.s Hospital. 

Htiilsnii Ulvcr State Hospital. 

Y'iissar Hrother.s Hosiillal. 

Crccdmoi'r Sl.alc Hospllnl. 

R.iyhroiik State Ttihcrciilnsls Hospllnl. 

Aslor Hi'inc for Cliililren. 

fJi-r.v^cT U<'5pV,i\l . 

... Port Chester, X. Y’. 

,., Port Chester. X. Y‘. 

. Port JefTcrsiin. X. Y'. 

.. PiiiiKhkecpsle, N, Y'. 

.. I’lmEhkcepste. N. 
Qiiceii.s Y'lllaEC. N. Y’. 

lllehlanil Hoipilnl *. 

lida-Monrnc Coiinly Tiihcrciitrsis Sanatorium.... 

Rochester Genera! Hospllnl *. 

Roclicstcr Slate Hospital... 

St. Mary's Hospllnl «. 

Sirone Memorl.il-Unche.slcr .Miiiilclp.tl Ho'p’iil 


rijlvcT.slly of Uoilirslcr Schiiol of Medicine .Kid lieiillslry . Itoclunler. X. Yl 

St. Pr.atiels S.Kiiitornnn for Cardiac Children. Roslyn. 1,. 1.. X. Y'. 

r. S, .Xavnl Hostiltal *. SI. .\lhans. N. Y'. 

Kills HnspH.al •. .Scheneetiiily. .V. Y. 

r. S, Piildic Health SerUee H<is(dlal .Sl.iplelnn 

(S.iiieii Is andi. N. Yl 
, S'.atcn Island. X. Y'. 


. ,s‘(,i(cn Ixlanil. .V. Y'. 


. Slalfii Isliinil, .N. Y’. 



Gitieral Hospital *. 

. Syiaciise. N. Y’. 

State I'nlverslty of Xen Y'nrk .Medical Cctilcr *.... 

. Sjiiicnse. .V. Y. 


. Svraeiise. .V. V. 


..fill..... . I'hellls. S. Y. 


.Utica. .V. Y’. 


West Hrentuond. X. \. 

..west Haversira«. .V. Y. 

.VcH York lli)S|iltni-'\Vcslchester Division. 

,. W'UIU* iMndis. A. ». 
.. While rinllis. Y, 

I .... WUtnril X \ 

HarU'm YalWy . 

.WhittUftle. X. N. 

... X. Y. 


_Chapel lllH. A. t‘. 


.. ChnrUitte. N, C. 


. CUatlotte. .V. < . 

o I.v/.X. ^ . . Charlotlc. A. 

I It riiiJi .. Durhuni. .N, t- 




_Durham, X. C. 

_Durham. .V. <’• 


... Durham. N. I • 

.. llurltam. X. (. 

North Carolln.i Orlliopedle HospUitl. 

. N. (. 

. Gveenshoro, N. C. 

Moses H. tune .Memoiou io.s,m.« McCain. -N. c. 

Norlh Carollnii Saiiiilorliim lor Irealmciil of luhirtumst. 

Veterans Admin. Hospital.. X. C. 

Uvx iiosimtvi .. 

Kate Kittlni: • '• • • 

.... Krtiemn. ' • 

_Ualelch, N. C. 

_WTlmluKton. X. U. 

. Winston-Salem. X. U. 

. wlnstiui-Salcm, X. c- 
. YY'inslon-Satem, X. 

Sor\li ( aroUiift uapusl uosjmuvi .... 

Illsmnrck Hospital, ... 

St. l,nke'.s Hospttul . . 

Akron City IDspltnl. . .. 

.. N. 

.. Akron, Ohio 
. . Akron, Ohio 

Akron General Jlovptini .. . Akron, wnio 

< lliJuri*D . j. .. 

St. Thomas Hospital^*. . . 

liarberton, Ohio 

Ilarherion ( HlzcjmHo.sp'Ja' ••• _ 

BrecksvIIlc. Ohio 

" indicates hospitals approved for tralnlnE Interns. 


J.A.M.A,, Oct. 5 


a, 1957 


Aiiprovetl Uesldenclcs 

SttrK. 

Ahoh., ('arcllo, 0is., Derm,. Gustro. lot Mart v 

Ophth., Ortho. Surp.. Otol.. Path,. 

Ophth,, Otol. ’ ■■ 

Int. Meil., Oh.-rjyn.. Pcd.. Siirs. 

■'T*.,''sa-. n:&j:"!vT' »»"■• ««»■ .M, 

I’s.veh. 

Derm., lilt. Mccl., Gyn., p.ath., Fed., Psych., Uad 

Pill. DIs.. Thor. .Siii'K. 

«. 

friiii-oKovS"''-- ■■■“'■■ '■"■■ >'•"'■■■ “ ■ 

}>cnt,.. Ini. Med., Xetir,, Neiiro. Sure,, Ophth., Ortho. Sutg., Otol r»th 
1 h.vs. Med., Plas. feuvB., Psych., Pul. Dis., Knd., Sortr., Thor. Surg, Vrei' 
Dmii.. Im. Med.. Neur., Ophth., Ortho. Siirg.. Path.. Phys, Med., r^vch’ 
c>urii., v.-rcii. ’ '* 

Oh.'Gyii. 

P.R.vch. 

Pul. Dls., Thor. Sure. 

Psych. 

P.sych. 

Psych. 

lot. Alcd., Olist.. Path., Pure. 

Ortho. Sure. 

P.sych. 

Path. 

Psych 

Pill. Ills,, Thor. Kiirp. 

P.sych. 

Ancs.. Int. Med.. Oh.-Gyn., Path., Ped., R.id., Sure, 
till. Med.. Oh.-Gyn., Sure. 

Pul. Dls. 

l»l. Med.. Oh.-Oyii., Ortho. Sure., Path., Pcd., Siirg. 

P.syeh. 

Ane.s.. Int. .\Iod.. Oh.-Gyn.. Ophth., Path., Fed., Rad., Surg. 

Ancs., hit, .Mcil, S’euro. Purp,, Ob.-Gjn., Ophth., Ortho. Sure., Otol, Path., 
Pcd.. Pla.s. Sure.. Psych.. Rad., Sure., Urol. 

Occ. .Med. 

Card. Ills. 

Anes.. Int. Med., Oh.-Gyn., Ophth,, Path., Rad., Sure., Thor. Sure., Urol. 
.Vnes.. Int. .Mci!., Oli-Gyn., Ortho, Sure., Path., Psych., Sutp. 

Pul. Dls. , , 

Ane.s.. Derm., Int. Med., Ophth., Path., Psych., Rail., Sure.. Proi- 
Ortho. Sure., Path. 

Ortho. .Sure., I’cd., Piil. Dis,. Thor. Sure. 

Int. .Mcil. P.alli. 

Put. Dl.s.. Thor. Sure. 

Oh.-Gyp. 

Anes,'. Di’l.’ymi.'.'ob.'c.yn., Optith., Otot., Path., Pcd.. Plas. Sure-, Tsych.. 

Uad.. Sure., t'rol. 

Vsych. 

Path., Sure. 

Psycli. 

Path. 

Pill, Dls. 

.\ncs.! Ini'.Vicd.. Ophth., Patlt., Ped., Psych., Pul. Dis.. Rad., Sure. 
Psych. 

Ortho. Sure. 

P.sycl). 

Jill. .Med.. .Sine. 

Psych. 

Psych. 

Ancs , Int. Med., -Nenr,. Oh.-Gyn., Ophth.. Ortho. Sure., Otol. Palli., ml. 

Psych., Uad.. Sure., Thor. Sure., Diol. dure.. Urol 

hit. MeiK, Ob.'Oyn.. Orllio. Siirt:., VnXh., Vert., Siirg., Thor, P. 

(Jeu'l Vrnct. 

Pul. Dls., Rati.. Slice.. Thor. Sure.. Urol. 

Ob.-U.vn.. Sure. 

u!u Mcd^Piitli.. Plas, Sure.. Psych., Rad.. Sure., Urol 
Int. Med., Ob.-Gyn., Path.. Pcd,, Urol. 

Siii-R. 

Ortho. Sure. 

Path. 

Pill, Dls. 

Path., Pul. Dls.. Thor. Sure. 

Int. Med., Ob.-Gyn., led.. Sure. 

Ob.-Gyn., Sure. 

Psych. 

Pub. Health 

F.'cn-1 Pvact.. int. Med,, Ob.-Gyn., Ped., Sure. 

Inl Med,. Bad,, Sure. 

Ortho. Surp., Ped. 

Gcn’l Pract.. Ob.-Gyn.. Sure. 

GenT Pract. 

Pul. Dls. 
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APPROVED RESIDENCY TRAINING PROGRAMS 


Name 

\ultn:an Hospital *•. 

Mercy Hospital *. 

Windsor Hospital. 

Bethesda Hospital *. 

Children's Hospital. 

Christ Hospital *.. • • ♦ • - • • • ♦ • • ■ 
Clscinnatl General Hospital 


Location 

. Canton, Ohio 

.Canton, Ohio 

Chagrin Falls, Ohio 

. Cincinnati 

. Cincinnati 

.Cincinnati 

.Cincinnati 


Deaconess Hospital........*. 

Good Samaritan Hospital *. 

JeiFlsh Hospital *... 

Lonsrieiv State Hospital. 

Clary's Hospital * ..... 

UnlTerslty of r.ncinnati. Institute of Industrial Health. 
City Hospildi * . 


Cincinnati 

Cincinnati 

Cincinnati 

Cincinnati 

Cincinnati 

Cincinnati 

Cleveland 


CTeveland Clinic Hospital 


Cleveland 


Cleveland Receiving Hospital. Cleveland 

Evanpelical Deaconess Hospital *. Cleveland 

Fairview Park HcspUal * . Cleveland 

Hi'’hland View—Cuvahoga County Hospital. Cleveland 

Huron Road Hospital * . Cleveland 

Lutheran Hospital *. Cleveland 

Mount Sinai Hospital *. Cleveland 

St. Alexis Hospital *. Cleveland 

St. Ann Hospital. Cleveland 

St. John’s Hospital ★. Cleveland 

St. Luke’s Hospital *. Cleveland 


St. Vincent Charily Hospital *. Cleveland 

Sunny Acres. Caj ahoga County Tuberculosis Hospital. Cleveland 

L’nlversily Hospitals *. Cleveland 


Veterans .\dmin. Hospital 


Cleveland 


Woman’s Hospital. Cleveland 

Doctors Hospital.Cleveland Heights 

Benjamin Franklin Hospital. Columbus, Ohio 

Children’s Hospital. Columbus, Ohio 

Columbus Sla’e Hospital. Columbus, Ohio 

Grant HospUat * . Columbus, Ohio 

•Mount Carmel Hospital ♦. Columbus, Ohio 

Ohio State Universilj Hospitals 

Columbus Receiving Hospital. Columbus, Ohio 

Ohio Tuberculosis Hospital. Columbus, Ohio 

rnlverslly Hospital *. Columbus, Ohio 


St. Ann Hospital for Women. Columbus, Ohio 

St. Anthony Hospital. Columbus, Ohio 

\Miite Cross HcspUal * . Columbus, Ohio 


Good Samaritau Hospital * . 

Miami Valley Hospital *. 

St. Ellubclli Huspilal *. 

Veterans Admin. Hospital.. 

lYrlght-PaliersiPii .Mr Force Base. 

Eljfla Memorial Hospital and Gates Hospital 

for Crippled Children *. 

Euclld-Glenville Hospital *. 

Marymounl Hospital. 

Mercy Hospital ♦. 

Lakewood Hospital * . 

Lima Memorial Hospital *.. 

St. Rita’s Hospital * . 

St. Joseph Hospital * . 

Maiisrield Geooial Hospital.V. 

?pringfleld Clt> Hosintal * . 

Ohio Vallej Hi-spUal *. 

Flower Uospiul *. 

Maumee Valley Hospital . 

Mercy Hospital * . 

St. Charles Hospital *. 

St. Vincent’s Hospital *.!'.!!!!!!.!!! 

Toledo Hospital ♦. 

^jfumbuinieraorial Hospital *V.V.V.V.'.’. .V '. 


..v-u. aiiu juini hospital and McBride Clinic 
M. Anthony Hrspllal 

LnlversUy Hospitals * . 


. Dayton, Ohio 

.Dayton, Ohio 

. Dayton, Ohio 

. Dayton, Ohio 

.Dayton, Ohio 

. Elyria. Ohio 

. Euclid. Ohio 

Garfield Heights, Ohio 

. Hamilton, Ohio 

. Lakewood, Ohio 

.Lima, Ohio 

. Lima, Ohio 

.Lorain. Ohio 

. Mansfield, Ohio 

- Springfield. Ohio 

... Steubenville, Ohio 

. Toledo, Ohio 

.Toledo. Ohio 

. Toledo, Ohio 

. Toledo, Ohio 

.Toledo. Ohio 

.. Toledo, Ohio 

.Warren, Ohio 

Worthington, Ohio 
. Youngstown, Ohio 
. Youngstown, Ohio 
.... Norman, Okla. 

. Oklahoma City 

.Oklahoma City 

. Oklahoma City 


*. Oklahoma City 

A. Oklahoma City 

ihrin'e";riS'"^S=' * • • • • ■'ponlaSS; 8?" 

Siaip ciT nl^^'’***** Crippled Children. Portland, Ore. 

I’nUerslii^ftf^n^.. Portland. Ore. 

' i fit Oregon .Medical School Hospitals and Clinics * Portland. Ore. 

. Portland. Ore. 

^ *. Allentown: Pa. 

Rrjdtorcl noS»?' .Bethlehem, Pa. 

* Indicates hospitals approved for tralnine Interns. 


Approved Residencies 
Int. Med-, Ob.-Cyn., Path., Surg. 

Anes., Gen’I Pracl., Int. Med., Ob.-Gyn., Path., Rad., Surg. 

Psych. 

Int. Med., Ob.-Gyn., Path. 

Ortho. Surg.. Ped., Surg. 

Anes., GenT Pract., Int. Med., Neuro. Surg., Path., Surg. ' 

Card. Dis., Derm., Gastro., Int. Med.. Neur., Neuro. Surg., Ob.-Gyn., 
Ophth.. Ortho. Surg., Otol., Path., Ped., Psych., Rad., Surg., Urol 
Surg. 

Gen’I Pract., Int. Med., Xeuro. Surg., Path., Ped., Bad., Surg. 

Int. Med., Ortho. Surg., Path., Psych., Rad., Surg. 

Psych. 

Cardlo. Dis., Int. Jled., Surg. 

Occ. AFed. _ 

Anes., Derm., Int. Med., Xeuro. Surg., Ob.-Gyn., Ophth., Otol., Path., Ped., 
Phys. Jled., Pul. Dis., Rad., Surg., Thor. Surg., Urol. 

Anes., Card. D‘s., Derm., Gastro., Int. Med., Neur., Neuro. Surg., Oh.-Gyn., 
Ophth., Ortho. Surg., Otol., Path., Ped., Phys. Aled., Psych., Rad., Surg.. 
Thor. Surg., Urol. 

Psych. 

Ob.-Gyn., Surg 

Anes., Int. Med., Ob.-Gyn., Surg. 

Int. Med., Ph/s. .Med. 

Anes., Int. Aled.. Ob.-Gyn., Path., Rad., Surg., Urol. 

Int. Aled., Obst., Path., Surg. 

Anes., Int. Med., Ob.-Gyn., Ortho Surg., Path., Rad., Surg. 

' Anes., Int. Med., Obst., Surg. 

Obst. 

Int. Med , Ob -Gyn., Surg. 

Anes., Int. Med., Ob.-Gyn., Ophth-, Ortho. Surg., Otol., Path., Ped., Rad., 
Sueg. 

Int. Med.. Pa*h., Rad., Surg. 

Pul. Dis.. Thor. Surg. 

.4nes., Card. Dis., Derm., Int. Aled., Xeur., Neuro. Surg., Ob.-Gyn., Ophth., 
Ortho. Surg., Path., Ped., Psych., Rad., Surg., Urol. 

Int. Med.. Mai.. Dis., Neuro. Surg.. Ophth., Ortho. Surg., Otol., Path., 
Phys. Med., Psych., Rad., Surg., Thor. Surg., Urol. 

GenT Pract. 

Surg. 

Thor. Surg. 

Ortho. Surg., Otol., Path., Ped., Surg. 

Psych. 

Path. 

GenT Pract.. Int. Med.. Ob.-Gyn., Ortho. Surg., Surg., Thor. Surg. 

Psych. 

Pul. Dis.. Thor. Surg. 

.Allergy, Anes., Card. Dis., Gastro., Int, Med., Neur., Xeuro. Surg., Ob.-Gyn., 
Occ Med., Ophth., Ortho. Surg., Otol., Path., Phys. Med., Plas. Surg,, 
Psych., Pul. Dis., Rad., Surg, Thor. Surg., Urol. 

Ob.-Gyn. 

Gen'l Pract. 

Card. Dis., Cen’I Pract., Int. Med., Xeuro. Surg., Ob.-Gyn., Ortho. Surg., 
Path.. Surg 

Gen’I Pract., Int. Med., Ob.-Gyn. 

GenT Pract.. Cost., Path., Rad., Surg. 

Surg. 

Int. .Med., Path., Phys. -Med., Rad., Surg., Urol. 

Avlat. Med. 


Gen’I Pract. Ortho. Surg., Path., Rad. 

CenT Pracl. 

Anes., Int. Aled., Ob.-Gyn., Surg 
Int. .Med., Ob.-Gyn., Path., Surg. 

Int. Med.. Ob.-Gyn., Surg. 

Gen’I Pract., Int. Aled., Ob.-Gyn., Surg. 

GenT Prart.. Inl. Med.. Ob.-Gin., Path., Surg. 

Rad. 

Surg. 

Path. 

Gen’l Pract. 

Surg. 

Int Med., Obst., Path., Surg., Urol. 

Gen’l Pract.. lut. Med., Ob.-Gyn., Path., Ped,, Rad., Surg. 

Psych. 

GenT Pract.. let. Med., Ob.-Gyn., Ortho. Surg., Path., Surg., Urol. 

Gen'l Pract., Int. Med., Ob.-Gyn., Path. 

Int- Aled., Path. 

Psych. 

Int. Med., Ob.-Gyn., Path., Surg. 

Anes., GenT Pract., Inl. Med., Ortho. Surg., Path., Proct., Rad., Surg. 
Psych, 

Ortho. Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg. 

Anes-, Derm.. Gen’l Pract., Int. Med., Xeuro. Surg., Ob.-Gyn , Oohlh 
Ortho. Surg., Otol., Path., Ped,, Plas. Surg., Psveh., Rad., Surg , Urol 
Int. Med.. Ortho. Surg., Phys. Aled., Psych., Rad., Surg. 

Int. Med., Ob.-Gyn., Rad., Surg, 

Path.. Ped., Surg. 

Int. .Med., Ob -Gyn., Path., Ped., Rad., Surg. 

Int. Med., Ob.-Gyn., Ortho. Surg., Path., Surg. 

Int. Med., Path., Surg.' 

Inl. Aled., Path., Rad., Surg. 

GenT Pract., Int. Med., Obst., Path., Surg. 

Ortho. Surg, 

Pub. Health 

-Vnes.. Derm . Int Med Xeur., Xeuro. Surg.. Ob.-Gjrn., Ophth., Ortho. 

burg.. Otol., Path., Ped., P.ad.. Surg., Thor. Surg., Urol 
Castro.. Int. Jled., Ortho. Surg.. Otol., Path.. Phys. Med., Surg., Urol. 

Inf. Med., Oh.-Gyn.. Path., Psych.. Bad., Surg 

Int. Med.. Oh.-Gyn.. Path., Plas. Surg., Proct., Surg 

Psych. 

Int. Med., Path., Rad., Surg. 

Gen’I Pract., Oh.-Gyn., Path. 

Gen’l Pract.. Int. Med., Ob.-Gyn., Path.. Sure. 

Gen’I Pract., Surg. 

Int. Med.. Oh.-Gyn., Path., Rad.. Surg. 

Gen’l Pract., Path. 

Psych. 

Psych. 
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APrUO^•ED imSIDENCY TRAINING PROGRAMS 


Nnmc ■. ,, 

UoCoosl.tlnml Memorial iionpitnl *. JlurSo," vi. 

Mnry rictchcr llnspltnl * . . 

\ ermont Slnlo Itnsiillnt ...llofllncttm, Vt. 

VeU'rniis Atlmln. Hnsplthi.*.’.'*.Mmi't''i.'i' Vt. 

.Vlexnnitrtn Hospital * . .Ml'ltt lUver .limctlnn. Vt. 

■ir}li!f:U>it HfKpItal .V.'. ... Alcxnmlrln, Yn. 

nine Sauntorliim.... .... . Arlliiftton, Vn. 

rnivorsuy of viruinta HospHai * i.';;;;;;;:;; 

v-mployees Uo,,,v,„i button. VorRo. Va. 

r. S, Army Hospital. ..,*.’.*** .. 

Hym-littiirc lii'iiiTnl Ho.spital .. ^v**' 

I'o I’aiil Hospital *.. ’’"i y"- 

Norfolk t'onmumlty Hospltai.'.i . Vorfo t v»' 

!•' Heallii ItrrYloo Itospltai ♦.Norfolk" Vn 

1 . S. Naral Hospital *.. .... .v^' 

■ITIpplea rhll.ltcu'a Hospital.UlcS vS" 

Johnston-Wlllls Hospital ♦. I!...... it S, l xl' 

Mrsllral ColicKo of Vlritlula - Hospital HUKlop *..., _ ’. Ulchmoml." Va. 

Hotroat for the . Klohmowl. V«. 

. I.iti of 1 lri.liila...... itlchmond, Vn. 

Irtiraiis Admip. Hospital. Ulchniond, Va. 

i:m Mpmorkal Kyo. Knr ami Throat Hos),itnl. Uoaiiokc. Vn. 

J.n.Tsop Hospli.al * . Uoaiioke, Vn. 

l.vtt s-t.alo Hospital * ... Itoniioko. Vn. 

OMr) ^IrnmrJa) ..... . . SulTolk Va 

Kastcrii .stato Hospllnl. Wimntnshutc! vk." 

Mailltaii Army HospH.al ♦. Vart l.cols. Wash. 

t hllilrrp's Orthopisllo HospHal. ftpalllc 

lioptot's Hospital *. KoattU- 

I'irlaitd .'sitinloj'Iuni . J....... .kVatlle 

King t'ouiily Hospital ITilt 1 (Harhorvlco | *..!.!!!.. Sonltlo 

f'fpi't f'ountfafloli . Seatllf 

I’rovhli'iii'o Hospital •. Scallie 

State of WaslilpKton. Srnttlc 

Sucitlsh Hospit.al *. Sonttlc 

1*. S. HphlU' Hrallh Sertloo Hospital *. Soattlo 

Vi'toraps .Idrnlti. Hosidtal. .SV.itllo 

Virginia Mnsop Hospital *. Soattlo 

t'l'tiiral IVashliiKtoit Tiihofoiilosis Hospital. Solnh. Wn.sh. 

Hoaroin-ss Hospital *.... Spokano, M'nsh. 

.Sarrotl Ho.srt Hospital *... Spokano. Wn.sh. 

St. I.tiko’.s Hf)s(ill.il *...Spokano. Wn.sh. 

Slirlnors Hospital for t'rlpphd t'lilldriii. Spokano, Wnah. 

St. Joseph Hospital *. Taromn. Wash. 

Taronia (lonor.il Hos|illal *.. Tnooma, Wash. 

Hi okloy Hospital . Itookloy, W. Va. 

Hhiolh'lil Sanltarhim . Jlliioftold. W. Vn. 

Charlfsloii tionoral Hosidtal *. I’hnrloslon. W. Va. 

Kaiiaulin Valh'y Hosiill.al *. (’harJrslon, W. Va. 

Momnrlal Hosidtal *. C'hnrlo.ston. W. Vn. 

St. Mary's Hospital. flarkshnrg. W. Vn. 

I'hosaiioako A- Ohio Hospital. Huntlnpton. W. V. 

St. Mnry'.s Hospital *. Hijnlhjglon, W. Va. 

Volornns .\dmln. Hosidtal. .MarllrisInirR. W. Va. 

h.alril .Momonal Hospital. .Honlpomor.v. W. Vn 

('.amdin-lTark .Memorial Hospital *. rnrkor.shiirc. \V. A’.n. 

St. Joseph's Hospital *. I’nrker.shtirc. W. Yn. 

Hro.iddiis Hotpllnl . I’hlllppl, \\. A n. 

Ohio Valley (leneial Hosidtal *. Wheeling. AV. An. 

l.iither Hospital *... l-lalro, AAls. 

.Morey Hospital *. Jnne.svlllo. AVks. 

hit t'ro'se hniherali Hospital *. t rosso. AA ls. 

-MniDson Ceneral HospUal *. .Aladl.son. AAls. 

.Memlol.a .‘^l.nie Hospital. .Miit .son. AAls. 

Methodist Hospllnl *. Mat son. AUs. 

.St. Mary's Hospital *. Ma. .son. AA .«. 

Vnherslly Hospitals -*. Madison. AAls. 

St. Joseph's Hospital *. 

.Miheaukoo» » *. mIKc" 

Mllivailkeo Ho.spital .. Miteviuikcc 

Mount Slnnl *.!.'!!!."!!! Milwaukee 

Miilrdnle hanltorlum ^. Mllwntikce 

St. Joseph's Hospini . Muwnukoc 

St. .Alary's Hoil'ltn' *; • .. ;;;;;; .Milwaukee 

SI. ... Mlhvaukcc (AA'oodl 

Yflonins Adituii. 

Wnuwntosa. Wls. 

.MllwdUkeo Sanltorlum .. Ancon, C. Z. 

Ka'idoLnl .A'laternlty and‘cynoeoloitleiii Hospital.jlonoluln! t! h! 

IC.aiilkeolanl riilldren .s .. Honolulu, T. H. 

l.oahl Hospllnl .Honolulu, T. H. 

QiJeeji’.s Hospital *•••• .. Honolulu, T, H. 

.Shrlnor.s Hospital for Trlppled Children. Honolulu, T. H. 

Trlpler Army Hospllnl *.. Oahti, T. H. 

Territorial Ho.spital •••••••• ..Bnyaniou, P. K. 

llHVitfnon }»sirli'i Hospital . Vaynnion, P. H- 

Hosidtal Halo Tojas, ..g„„ j„„n, P. B. 

San Juan City Hospital *....Tuan, P. R. 

A'elorans Admin. . .. .. '—-—- 

* Indiralo.s ho.spllals app'nved for trntnlni: interns. 


, Otlho 
Prol 


J-A.M.A., 0[;(_ 


. Approved Besidenclea 

An^en. Hon, Praet., In,. Med., Xe„r., Ob.-Gyn., Path., P^d n,a s 
Anes.. int. Med., Xeur., Oh.-Gyn.. Patp., p,,., 

Snr^., Vrol 

Oh.-Gyn. 

Pul. Dls. 

Pnlli. 

Sure. 

Ohst.i Path., Surg. 

GcnT I'raev., int. Med., Oh.-Gyn., Path. 

ttn'i mcl" 

Gen'l lhaol"' rath.. Rad., Surg. 

Onll^SirngV Ortho. Surg., Surg. 

Int. Meil., o'hst., Path.. Sing. 

Surg. 

Pull. Health 

Aries., ( nrd. Dls., Gnstro., Int. Med., Neur., Neuro. Sure, Oahth t 
Opwtoiol ' O'"- - S'lrs., Ti.or!^Si!rg„‘ 

Int. Med., .Surg. 

Jnl. Med., Surg. 

Gen’l Praot. 

I’sych. 

Hit. Med., Oh.-Gyn., Surg. 

Aries., Ortho. Surg., Pcd., Surg. 

Anes.. Int. Med.. Oh-Gyn., Path.. Surg. 

Pill. His., Thor. Surg. 

Anes., lilt. Med., Neur., Neuro. Surg., Ob.-Gyn., Oplllb., Ortho. lSurK.,Psth. 

I'erl., P.sych., .Surg., Urol. 

Psyeh. 

Gen’l Priiet., Int. Mtik, Obst., Ortho. Surg., Path., Rad., Surg. 

Pull. Health 

Int. .Med.. Oh.-Gyn., Path., Snrg. 

Int, Med., Path., Surg. 

Ants.. Hit. .Alod., Nciir., Orlho. Snrg,, Path., Ps.vch., Surg. 

Anes., Hit. Mod., Obst., Path,, Rad., Surg. 

Pul. Dls. 

Path. 

Gcn’l I’rnet., Ob.-Gyn., Path., Rad., Surg. 

Gen’l Praet., Ob.-G.vii.. Path. 

Ortho. Surg. 

Path. 

Anes., Path. 

Surg. 

Gen'l Praet. 

Gcn’l Praet., Int. Med., Path., Surg. 

Surg. 

Gen’l Praet., Int. Med.. Ob.-Cyn., Path., Ped., Surg. 

Patti. 

Hit. .Aled., Surg. 

Pnih., Surg, 

Path., Rad., Surg. 

Surg, 

Gen’l Praet, 

Gen’l Praet, 

Snrg. 

Anes.. Gen’l I’rael., Int. .Med., Path., Snrg. 

Gen’l Praet. 

Surg. 

Hit. -Aleil., Surg. 

Hit. .Alcd., Ob.-Gyn., Path., Surg., Urol. 

Psyeh. 

Surg. 

Int. Med., Ob.-Gyn. , „ ns-Rm. 

Allergy, Anes., Card. Dis., Herm., Int. Med., Neur., SOT, 

Oiditli.. Ortho. Surg., Otol., Path,, Ped., Pins. Surg., Psych., Rad- 
Urol. 

Hit. .Aled. ^ ^ 

Jnh Med., Obst., Ortho. Surg., Path.. Bad., Surg. 

Gen’l Praet., Surg. 

Hit.*'Med'.T Ob!^G^>ui., Oplith., Path., Pcd., Proct.. Rad., Siirg., X rol 
Gen’l Prael., Hit. Med., Ob.-Gyn., Path., Rad., Surg. 

Hit. Med., Ob.-Gyn. 


rm. PI.s. , . ^ 

Int. Med., Ob.-Gyn., Path., Bad., Surg. ^ „ 

Gen’l Praet., Int. Med., Ob.-G.vii., Path., Bad., Surg- 
Int. Med., Ob.-Gyn., Path. 


Otol- Pad'- 


Anel^Dc^m,. Gastvo., Int. Med,, Ophtln OrtUo.Jmv. 

Med,. Psych., Pill. Dis., Bad., Surg.. Thor. Surg.. Urol. 

/nt!*Med., Oh.-Gyn,, Oplith., Path., Pcd., Snrg. 

Ob.-Gj'ii. 

Pcd. 

Pul. Dls., Thor. Surg. , .. 

Int. Med., Ob.-Gyn., Path., Psych., Surg. 

Int. Med., Ob.-Gyn,, Path. 

In'^l.''M<^'rOb.-Gyn., Path., Ped., Surg., Urol. 

X^svcli* 

Int. Med.. Oh.-Gyn., Path., Ped., Snrg. 

Psych. Path Ped./ Rad., Surg., Uro'- 

Ane.s., Int. Med., Ob.-Gyn., Opbfh-, law- -^ao./ 

Hit. Jled.. Phys. Med., Bad., Surg. 
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REQUIREMENTS FOR CERTIFICATION 

AMERICAN SPECIALTY BOARDS 


Examining and certif}'ing boards in 19 specialties have been 
approved by ihe Council on Medical Education and Hospitals 
of the American Medical Association and the Advisory- Board 
for Medical Specialties on the basis of minimal standards gov¬ 
erning accreditation of specialty boards as formulated by the 

Council. , 

The primary purposes of the boards are (1) to conduct 
investigations and examinations to determine the competence of 
voluntary- candidates for certificates issued by the respective 
boards, (2) to grant and issue certificates of qualification to 
candidates successful in demonstrating their proficiency, (3) to 
stimulate the development of adequate training facilities, (4) to 
aid in evaluating residencies and fellowships under considera¬ 
tion by the Council on Medical Education and Hospitals of the 
American Medical Association, and (5) to advise physicians 
desiring certification as to the course of study and training to be 
pursued. 

The boards are in no sense educational institutions, and the 
certificate of a board is not to be considered a degree. It does 
not confer on any person legal qualifications, privileges, or a 
license to practice medicine or a specialty-. The boards do not 
purport in any way to interfere with or limit the professional 
activities of any licensed physician, nor do they- desire to inter¬ 
fere with any practitioners of medicine in any of their regular 
or legitimate duties. 

Two boards certify- candidates in subspecialties. The Ameri¬ 
can Board of Internal Medicine certifies in allergy, cardiov-ascu- 
lar disease, gastroenterology-, and pulmonary- diseases. The 
American Board of Pediatrics certifies in allergy-. Certification 
in the primary- field is a requirement for certification in the 
subspecialties. The Board of Thoracic Surgery, vv-hich is or¬ 
ganized as an affiliate board of the American Board of Surgery-, 
requires certification in surgery- as a prerequisite to certification 
in thoracic surgery. 

Certificates in special divisions of their specialty are conferred 
by sir boards. The American Board of Obstetrics and Gy-necol- 
ogy will issue certificates in obstetrics or gy-necology- only-. The 
.\merican Board of Otolary-ngology grants a limited certificate 
in endoscopy-. The American Board of Pathology issues certifi¬ 
cates in pathological anatomy-, clinical pathology-, a combination 
of these two fields, pathological anatomy- and clinical micro¬ 
biology, clinical microbiology- and clinical chemistry, clinical 
bacteriology, neuropathology-, clinical microbiology-, hematology-, 
and chnical chemistry-. The American Board of Preventiv-e 
Medicine issues certificates in public health, aviation medicine, 
and occupational medicine. The American Board of Psychiatry- 
and Neurology- issues separate certificates in psychiatry and in 
neurology, or a combined certificate for those qualified in both 
fields. This board also issues supplementary- certificates in 
psychiatry- and in neurology-. The American Board of Radiology- 
issues certificates in radiology-, roentgenology, therapeutic radi- 
diagnostic roentgenology-, therapeutic roentgenology-, 
radium therapy, radiological physics, x-ray and radium phy-sics, 
and medical nuclear physics. 

The majority of the American specialty boards hav-e published 
booKlets containing a list of tlieir officers together with state¬ 
ments regarding organization, purposes, and qualifications that 
determine eligibility- for certification. In this issue of The 
J 0 U 11 .VAL. there are published, with the consent of each board 
concerned, the requirements for certification in specialties. This 
iiuormafion is published for the conv-enience of those physicians 
who are planning to seek board certification. Any specific in- 
'^^wming certification by- a specialty board should be 
a rcssed to the board secretary, whose name and address vvill 
® I'lls issue of The Journ.vl. 

able 1 contains a list of the approved specialty- boards, the 
®'^^'-ation, and the total number of candidates certified 
30, 1937. Data are also presented regarding the 
phy-sicians certified in the subspecialties and those 
granted special certification by- the boards in obstetrics and 
DmcTOlogy-, otolaryngology, patliology-, prev-entive medicine, 
Pwchiatry and neurology-, and radiology-. 


Table 1.—Approved Examining Boards in Medical Specialties 

Total 

A'^arri'Hl 

Tear of to.TtiDe2i», 

Name of Board Activation 1&17 

American Boanl of Aneatbesioloiry . 1937 

American Board of Dermatology . 1932 

American Board of Internal Medicine . 

American Board of Neurological Surgery . _ Tir» 

American Board of Obstetrics and Gynecology .... 1^5) 

.American Board of Ophthalmology . 4,W2 

American Board of Orthopaedic Surgery. 19S4 2,ST6 

.American Board of Otolaryngology . 1924 

American Board of Pathology . 193^7 3^3 

.American Board of Pediatrics . 19:t3 e.fcO 

.American Board of Physical Medicine and 

Rebabllitation . 1947 S2Z 

.American Board of Plastic Surgery . 1537 3=0 

.American Board of Preventire Medicine . 1545 14315 

American Board of Proctology . 1549 255 

American Board of psychiatry and Neurology .... 1534 53S3 

American Board of Radiology . 1534 

.American Board of Surgery . 1^37 S,790 

Board of Thoracic Surgery (.Affiliate of 

the American Board of Surgery) . 1W9 077 

.American Board of Urology . 193.5 2^0 

Totals . '>5,1.51 

Ccrtihcatlon In SubspeeiaUles 
.American Board of Internal Medicine 

-Allergy .. 155 

Cardioruscular DFeose . 503 

Gastroenterology . 375 

Pulmonary Diseases . 255 

Totals . 1,3.51 

-American Board of Pediatnes 

-Allergy . 77 

.American Board of Surgery 

Proctology ..... 81 * 

Totals . 1^ 

Special Certification 

.American Board ot Obstetno and Gjnecology 

Obstetrics . 22 

Gynecology . 14 

Totals . 2fi 

.American Board of Otalaryngology 

Endoscopy . 4 

American Board of Pathology 

Pathological Anatomy . 1,0.5S 

Clinical Pathology . 473 

Pathological Anatomy and Clinical Pathology . 1,1&7 

Pathological Anatomy and Clinical Microbiology . 1 

Clinical Microbiology and Clinical Chemistry. 1 

(linical Bacteriology . 2 

Neuropathology . 35 

Clinical Microbiology . 17 

Hematology . 4 

tlinica! Chemistry . 5 

Totals . 3453 

-American Board of Pre\entf\e 3Iedicine 

-Aviation Medicine . 3^2 

Occupational .Metlicine . 312 

Public Health . 14151 

, Totals . 1,915 

Ainerican Board of P-ychiatry and Xeurolofry 

Psychiatry . 1,524 

Neurology . 

Psychiatry and Neurology . 972 

Totals . ■ 5,535 

.American Board of Radiology 

Radiology . 3 C 79 

Roentgenology . 

Diagnostic Roentgenology .^ 

Therapeutic Radiology .Kjg 

Therapeutic Roentgenology. 4 

HadiuiD Therapy .. 

Radiological Physics .!!...!.!!!!!!!! 51 

X-ray and Radium Pby-ic- .IG 

Medical Nuclear Physics .!!!-..!!!!!!!!!! C 

'Totob . 

•Independent board estaMi«hAd in I 04 Q 
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MKDICAL SrECIALTJES 


A total of 63 727 physii.-iras woro r-portotl ccrtilicd liy the 19 
specialty lioards on July 1, lt)“r>. From tliis date throng), 
junc 30, 1937, o,‘12‘l physici ms were certified, bringing the 
total to 69,151 ccTtifications on ]nne 30, 1957. Eighty-six physi¬ 
cians were certified in the siibspecialties, bringing that total to 
1,509 on the same date. 

1 able 2 indicates the total nnmber of physicians certified each 
.vear for tlie pa.st 15 years by all .s-pcciaily boards. The total 
nnmber certified on June 30, 1957, was 69,151. 

3 lie eighth edition of the ‘‘Directory of Medical -Specialists/* 
compiled by the Advisory Board for Medical Specialties and 
published in 19,57 by the A. IV. .Marquis Company, Chicago, 
contains biographic information on the educational background 
of each living .specialist, including those retired froni practice, 
eertified by an American board. 

AMEUICAN BOARD OF ANESTHESIOLOGY 

Do.vai.i) L. BuimiCK, I’re.sidcnt 
New York 

Fmior.nicK P. II.sfOKN’, N’icx- President 
Portland, Ore. 

.S'TfAUT C. Cui.u;\', Iowa City 
Ronr.nT B. Diurr.s, Philadelphia 
.Ai.nr.nT FAUi-CONr.u, Rochester, Minn. 

Fonur_ST E. Lr.mNGr.i.i., Pasadena, Cah'f. 

E. M. pAi’i’r.n, New York 

Mii.ton' C. Pirrr.nsoN, Kansas City, Mo. 

IIauvuv C, Slocu.m, Washington, D. C. 

Scott M. Smith, Salt Lake City 

CfUTiss B. Mickcox, Secretary-Treasurer, SO Seymour St., 
Ilartfonl, Conn. 

The regulations of this specialty hoard are undergoing revision 
.at tliis time. For current requirements for certification, com¬ 
munications should he addrc.ssed to the Sccrctarj' of the .Anicri- 
e.m Board of .Anesthesiology. 


Tahu: 2.-Anri»rtl SpccitiUij Board Ccrtificatum, 1942-1957 


Ycnr (Kndcd .Miircii) 

I'w: . 

t'.na . 

I'lii . 

v.ii:> . 

VMii . 

1!)I7 . 

v.ns . 

UUa (.Tunc fl'l).. 

giv) (.luiK' sn). 

I'i'd (dune 30 ). 

iii.v) (.tunc SO). 

j'lV! {.luric 30). 

)!>.'») f.nmo 30 ). 

lHVi {.TIIIIP .. 

V.I.T, (.IuOp . 30 )... 

1037 (.lunp 3 /)). 

* One tioiird, tlie Ainprlcun 
riindSdntP's diirino’ tl'l« iicriod. 


if Jlolird' 

No. CuimilKtIve 

Ixl'-tencc 

Oortincfl 

Total" 

l.-i 

i,7r.<i 

lO.fiOt 


2,172 

21,850 

l.*i 

i,r>78 

23,441 

I.) 

l,.lo.s 

2I,7.V2 

1,-. 

1,320 

20,072 


2,421 

28,400 

1C. 

3,002 

31,408 

W 

4,470 

35,077 

10 

3,827 

39,801 

IP 

4.532 

44,310 

30 

4,118 

48,404 

10 

4,022 

r.2.48C 

10 

1,133 

.50.010 

10 

n.M3 

1X1,014 

10 

3,ns.s 

03,727 

10 

5,421 

00,151 


poiird oI I’rocloloKy. <l(d not oortif.v iiny 


AMERICAN BOARD OF DERMATOLOGY 

II. Lamb, President 
iioma City 

MAH Callaivay, Vice President 
am, N. C. 

cus R. Caiio, Chicago 

luu C. CunTis, Ann Arbor, Midi. 

TON Lank, St. Louis 
^CES W. Lynch, St. Paul 

Loni-ra In , Assistant Secretary, Hanover, N. H. 


J.A.^^,A., Oct 5^ igj-- 

AMERICAN BOARD OF INTERNAL MEDICINE 

Thomas M. Durant, Chairman, Philadelphia 

Howard P. Lewis, Vice-Chairman, Portland, Ore 

Wright R. Adams, Chicago 

Tiio.xrAS H. Brem, Los Angeles 

George E. Burch, New Orleans 

Hugh R. Butt, Rochester, Minn. 

Franklin M. Hanger, New York 
Chester M. Jones, Boston 
John Minor, Washington, D. C. 

George A, Perera, New York 
Albert M. Snell, Palo Alto, Calif. 

Victor W. Logan, Roche.ster, N. Y. 

Thomas Findley, Secretary-Treasurer, Augusta, Ga. 
William A. 3Verrell, ExecuHve Secretary-Treasurer, 

1 W. Main St., Madison, Wis. 


Sub-Specialty Boards 


AllergV - 

Vincent J. Derres, New Orleans 
Samuel M. Feinberg, Chicago 
Stanley F. Hampton, St. Louis 
Francis C. Lowell, Boston 
William B. Sherman, New York 
Cardiovascular Disease 
Charles A. R. Co.vnor, New York 
A. Carlton Ernstene, Cleveland 
Frank B. Kelly Sr., Chicago 
J. Murray Kinsman, Louisdlle, Ky. 
Bruce Logue, Atlanta, Ga. 

Richard H. Lyons, Syracuse, N. Y. 
Raymond D. Pruitt, Rochester, Minn. 
Gastro-Enterology 
Leon Schiff, Cindnnati 
Lowell D. Snorf, Evanston, 111. 
Henry J. Tumen, Philadelphia 
C. M'ilmer Wirts, Philadelpliin 
Eric E. 5VoLLAEGEn, Rochester, Minn. 

Pulmonary Diseases 
Al3TS E. Greer, Houston, Texas 
Roger S. Mitchell Jr., Denver 
Edward S. Ray, Richmond, Va. 

David T. Smith, Durham, N. C. 
Julius L. Wilson, Philadelphia 


general qualific.\tion*s 

1. All candidates must be citizens of the United States or 

2. All candidates must be 

ite, territory, or Possession of the United St, t ^ ^ 

3. All candidates must present evidence of .s.U • • 

d ethical standing in the medical profession. 

professional qualifications 

1. Graduation from a medical school Medical 

. on Medical Education and Hospitals of the Anieric 

isociation at the date of graduation. intemdiip of w* 

2. Satisfactory compleHon of an approi-ed intern 

is than twelve months.” Council o" 

e^c^arEdlmadon^lr^^^^ 

aph 4. _ _ ,—.-^ 

During the period in which the 9-9-9 the reil'd^^' 

idered as nine mondis only. 
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(Plan A) A residency or fellowship in internal medieine for 
a period of not less than three years in a hospital or other 
insfitution approved by the Council on Medical Education and 
Hospitals of the American Medical Association for residency or 
fellowship in internal medicine. In such instances in which a 
resident’s nominal status differs from that of the other hospital 
residents, he must furnish the Board with certification by the 
Chief of’the Medical Setwice and the Medical Director of the 
Hospital that he actually performed the full duties of a resident 
as a bonafide member of the residency program. In addition, 
two vears of adequate clinical experience in the practice of 
inlernal medicine following graduate training will be required. 
The Board will accept the following equivalents as satisfyiiig 
one vear only, of the tliree years of residency or fellowship to 
which this paragraph refers. (Two years must be in the field of 
general internal medicine.) 

(a) If twelve months of a two year approved internship in 
a hospital approved for residency' training in internal medicine is 
limited to the medical sersice and the medical specialties, credit 
will be granted for a first year of assistant re.sidency. The re¬ 
maining two years of residency training must be in the general 
field of internal medicine. Certification by the Chief of the 
.Medical Sen-ice as to compliance with this requirement must 
accompany application. 

(b) One year of approved residency in one of the medical 
specialties: .Allergy, Cardiovascular Disease, Gastro-Enterol- 
ngy. Hematology, Pathology, Pulmonary Diseases, Neurology, 
Pediatrics, Psychiatry, Dermatology and Sypliilology, or one 
year of an approved General Practice residency promded the 
ftmdidate completes in addition, two full years of approv-ed 
residency in the general field of internal medicine. 

(c) One year as a graduate student or as an instructor in 
an approved medical school on a full time basis in Bacteriol¬ 
ogy, Biochemistry, Pathology, Pharmacology, Physiology, or 
Internal Medicine. 

(d) An advanced degree in the Medical Sciences, proWded 
the work has been done and the degree obtained after gradua¬ 
tion from medical school. 

Note: Graduate training credit for the time involved will 
be allowed candidates who take and satisfactorilj’ complete 
post-graduate courses in internal medicine or the basic medical 
sciences provided by accredited medical schools on a full time 
b.isis. This ruling shall not apply to courses of less than three 
months or more than twelve months duration. A certification of 
creditable performance, based in part,' at least, on a formal 
eraniination upon completion of the course, will be required. 

Note: Fellowship or Research assignments not approved 
bv the Council on Medical Education and Hospitals will re¬ 
quire certification by the Chief of Sers'ice that such assign¬ 
ment was equivalent in graduate training opportunities and 
patient responsibilities to that of an appros'ed residency 'in 
internal medicine or the sub-specialties recognized by this 
Board. This certification must be presented before application 
is filed. 

•1. Alternate Training Plans: The Board firmly belieses that 
tne plan of intensir'e training prescribed abos’e offers the best 
opportunity for a young physician to prepare himself to meet 
lus responsibilities as a .specialist in internal medicine. It is 
recognized, however, that capable individuals may accomplish 
le same result in a longer period of time during which the 
raining is less intensive. The Board realizes that a number of 
medical graduates cannot follow the shorter-and more desira- 
iie plan either because suitable residencies are not available, 
ur in some instances because of personal and economic reasons. 
• ccordingly the Board has modified its preWous regulations 
H”'cligihiliri' for admission to examination. In doing so 
'e oMrd has not modified its standards of examination. It 
i‘is liberalized its eligibility requirements for admission to 
usamination by accepting half-time formal training, and the 
Prac lee of internal medicine under circumstances favorable 
fnll hospital contacts, in lieu of part of the 

tin' t^uirements. It is hoped that by tliis means excep- 

M individuals may acquire a knowledge of medicine and 
hi its application sufficient to qualify for examina- 

^^The program previously described (Plan A), which consists 
its formal training in an approved residency or 

equualent, following internship, and followed by tw'o aildi- 


MEDIC.AL SPECIALTIES 

tional years in the practice of internal medicine, is recom¬ 
mended by the Board. Variations in this program are now 
subject to the following regulations. 

(a) In all instances, one year of approved internship and 
one year of approved residency will be required, except as 
indicated under Plan “G.” The graduate training credit of one 
year heretofore granted as a result of active duty as a com¬ 
missioned officer in the Armed Forces during the period 
beginning December 7, 1941, and ending January 1, 1941, and 
during the Korean emergency beginning June 1, 1950, and 
ending July 1, 1954, may not be applied in satisfaction of the 
one year of approved residenej’ referred to in Plans D, E. F, 
unless the candidate’s assignment is considered by the Board 
to have been equivalent to an approved residence'. 

(b) Following one year of internship and two years of 
approved residency, the remaining requirements may be 
satisfied by: 

(Plan B) That is, by two years of half-time formal training 
followed by rivo years of practice limited to internal medicine, 
or by 

(Plan G) That is, by five years of practice limited to internal 
medicine. 

(c) Following one year of internship and one year of ap¬ 
proved residency, the remaining requirements may be satisfied 
by: 

(Plan D)" That is, by four years of half-time formal training 
foUow'ed by rivo years of practice limited to internal medicine, 
or by, 

(Plan E)” That is, by two years of half-time formal training 
followed by five years of practice limited to internal medicine, 
or by 

(Plan F) That is, by eight years of practice limited to internal 
medicine. 

(d) (Plan G) Physicians who hax-c practiced internal medi¬ 
cine for twelve years following an approved internship may 
qualify for the examinah'oris without further training. 

(e) (Plan H) In order to liberalize the opporhmih’for ade- ■ 
quate training in terms of the requirements of this Board, a 
special plan (Plan H) has been designed for those men who 
have been .specially selected for a career in academic medicine. 
This plan is as follows: 

“Admission to the written e.xaminab'on will be granted to a 
candidate affiliated with a Class A medical school in the United 
States or Canada who is recommended by the Head of the 
Department of Medicine of the Medical School as being ade¬ 
quately trained in Internal Medicine, pros-ided the candidate 
has had at least five years of training following an approved 
internship. This training must have included direct responsi- 
bilit>' for patient care in the broad field of internal medicine. 
This plan is designed for men who contemplate a career in 
.icademic medicine.” 

It will be the responsibility of Heads of Departments of 
Medicine to affirm to tlie American Board of Internal Medicine 
that the candidate is qualified for admission to e.xamination 
after a minimum of five years of training. It may well be that 
the Head of the Department will require additional years of 
training beyond the minimum before stating the quah'fications 
of tile candidate to the Board. A candidate thus recommended 
under the foregoing provisions will be examined by the Board 
in the broad field of internal medicine. 

If, during the period of training under Plan H, the candidate 
decides to qualify under one of the other plans of the Board 
(A to G) credit will be granted on the basis of the require¬ 
ments of Plans A to G. 

Half-time formal training under e.xpanded plans B, D and E 
is defined as follows: 

1. Half-time® as an instructor in clinical medicine in a recog¬ 
nized medical school in the United States or Canada. 

2. Half-time® in a research fellowship sponsored by a recog¬ 
nized medical school in the United States or Canada. 

3. Half-time® as a graduate student in an approved medical 
school in the United States or Canada. 

5. Practice Requirements: A period of not less than hvo 
jears (to be completed by the time of the first w-ritten exami¬ 
nation) of adequate clinical e.xperience in the practice of in¬ 
ternal medicine. This requirement mas- he satisfied by inde- 
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MEDICAI. SrEClALTIES 


A total of 03,727 pliysici ins were rjported eeriiliecl by the lb 
specially boards on July 1, U)"0. From ibis date through 
]uiic 30, 1957 , 5,424 physici ms were certilied, bringing the 
total to 69,151 certifications on June 30, 1957. Eighty-six physi¬ 
cians were certified in the snbspeeialties, bringing that total to 
1,509 on the same date. 

Table 2 indicates the total number of physicians certified each 
year for the past 15 years by all .specialty boards. The total 
number certified on June 30, 1957, was 69,151. 

The eighth edition of the “Directory of Medical Specialists, 
compiled bv the Advisory Board for Medical Specialties and 
published in 1957 by the A. N. Marcpiis Company, Chicago 
contains biographic information on the educational bacKgrountI 
of each living .specialist, including those retired from practice, 
certified by an American board. 

.AMERICAN BOARD OF ANESTHESIOLOGY 


DoN-Ai.n L. Buiuuck, President 
New York 

Fmmr.mcK P. IlAUt:i:N. Vice Prcsidiml 
Portland, Ore, 

.Stu.vut C. Cui.i-i:s, Iowa City 
RonrnT B. Dmrr.s, Philadelphia 
Ai.nv.nT FAXJi.c.ON*r.n. Rochester, Minn. 

Fouur„sT E. Lr.nTNGr.u., Pasadena, Calif. 

E. M. PAi’vr-n, New York 
Mu.ton C. PimmsoN, Kansas City, Mo. 
n.Mvvv.Y C. Slocu.m, Washington, D. C. 

Scott M. Smith, Salt Lake Cits 
Cuhtiss B, HiCKfxix. Secretary-Treasurer. 

Hartford, Conn. . 

The regulations of this sTccialty board 

c.m Board of Ane.sthcsiolog}. 

Tauli: 2.-Amm«f Speemfiy Ihnird Certif,cation, J9/2-J957 

Nd. ol I'niird- 

Vrnr (r.mlcil Miucli) 


SO Seymour St., 


vu': . 

j“i:! . 

I'lU . 

vr. . 

I'lji', . 

1"17 . 

nus . 

I'lia (.Tunc . . 

I'lVi (.Tunc .. 

I'lM (.Tunc .. 

I'tV’ (.Tunc .. 

laV! (.Tunc .. 

I'lM (.Tunc .. 

i;o"> (.Tunc an). 

v.iT, (.Tunc an). 

)')',7 (.Tunc .. 

• One lioiinl, the 'tnicrlcn" 
ciiinllilntc^ (luriuv this iicrhul. 


In Kxlstcncc 
I,'. 

I.) 

I.'. 

1 .'. 
l,‘. 
l.'> 

T(. 

W’ 

W 
!!> 
in 
I'.i 
la 
III 
Til 
in 


isnnnl ot I’roctolotiy, 


No. Cuinuliithe 

Cortlfled 

Totlili 

1.7.VI 

10,001 

U,17i 

21.800 

1,578 

2.3,141 

EIW" 

2l.7.'i2 

l.n-’h 

20.072 

2,421 

".s.lOi* 

H.ixn 

Ol.ll"- 

4,4711 

3:..977 

3,827 

30,801 

4,552 

44,310 

1,118 

48,404 

4,022 

:>2.480 

4,133 

.30,010 

3,813 

00.011 

3,083 

03,727 

5,421 

00,151 

(11(1 not 

rerllfy ony 


amewcan board of debmatologv 
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Ocfober. This Mamination is divided into a morning and 
afternoon period for each of which three hours are allowed. 
The questions are of the mvdtiple choice tsnpe, framed in such 
manner as the Board elects, and designed to test the candidate’s 
ba^ic clinical acumen and his knowledge of applied physiolog>-, 
anatomv, physiological chemistry, pathology, bacteriology, and 
ptannacology- as related to internal medicine. 

^ 2. Candidates must pass the written examination before ad- 
misrion to the oral examination will be authorized. Oral ex¬ 
aminations ate held neat the time and place of the annual 
meetings of liie American Medical Association and the Amer- 
iwa College of Physicians and at such other times and places 
as the Board may designate. Announcements of all oral e\am- 
.inations will appear in the Annals of Internal Medicine and 
Tm JoOTN'.xi. of the American Medical Association. Applica¬ 
tions cannot be accepted until tire schedule is announced in 
the publications lefened to and cannot be accepted after the 
dosing date as announced. 

3. The oral examination will be conducted under the direct 
mperxision of the Board. It xvill be given by members of the 
Board of Internal Medicine with the assistance of such Guest 
Examinen as may be selected. Oral examinations are conducted 
at the bedside of each of t\x-o patients prexiously assigned to 
each candidate. Forty-five minutes xvill be allowed lor the 
examination of each of the patients before the candidate is 
examined orally. Candidates xxtII be expected to present in a 
conche, orderly fashion pertinent facts in history and diagnosis. 
Demonstration of important physical findings xxill be requested 
by the examiner. During the oral examination, questions will 
"he asked concerning diagnostic and therapeutic procedures 
related to the problems under discussion and to any other 
aspecti of Internal Medicine. Conciseness and clarity' of state¬ 
ments as xxell as evidence of clinical maturity will be searched 
for, in addition to factual knowledge. Furthermore, the candi¬ 
date should be prepared to demonstrate his ability to interpret 
objective demonstrations of roentgenologic, pathologic, hema¬ 
tologic, elecliocardiographic and other abnonnaVities. 
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GENERAL QUALIFICATIONS 

. 1. -\toral and ethical standing in the profession satisfact 
,-o Hie board of directors. 

^ -■ It shall be discretionary with the board to accept 
-animation candidates xvho have been in practice more tl 
'^x years but xxhose formal training fails to meet the full 
Jmrcnicnls. 

5. Properly qualified candidates xx’ho are permanent ri 
ro s m and citizens of other countries and are legally qualii 
practice medicine there, and who hax'e received their tra 
- )r r" '’f*'’^°^'’S>cal surgery' in the United States of Amei 
an.ida may apply for certification by the American Bo: 
' ’’Neurological Surgery. 

it.ll Mrtificale may be issued to foreign (not Uni 

* 1 Canadian citizens) candidates 'x’bo h; 

-■itatc'^ f j fining in neurological surgery in the Uni 

• ° -America or Canada and xx'ho are returning to tl 

" training period, upon pass 

r- trainlcf' ' c'i *^'^Sular examinations of this board, xx'ith 

requirement of txx'o years in the practice 
' miVr.1 This speckil certificate shall be Tipp 

-'ftbisV distinguish it from the regular certific 


PRELINUXARV PROFESSIONAL ST.ASniN'G 

1. Graduation from a medical school that is acceptable to 
the American Board of Neurological Surgery. 

2. Completion of a surgical internship of not less than one 
year in a hospital acceptable to the board, or its equivalent 
in the opinion of the board. (.A one x'ear rotating internship 
does not satisfy (bis requirementi) 

special training 

A period of graduate study of not less than four years 
beyond the year of general surgical training in an approved 
hospital, or in a recognized graduate school of medicine ac¬ 
ceptable to the American Board of Neurological Surgery. Of 
this training period, at least 30 months must be devoted to 
clinical neurological surgery. The training in clinieal neuro¬ 
logical surgery must be progressive and not obtained during 
repeated short periods in a number of institutions. It is prefer¬ 
able that at least two years of this training be had in one 
institution, and the board will not ordinarily approve periods 
of training in clinical neurological surgeix' of less than one year. 

Furthermore the candidate must prepare himself to pass a 
board examination in general surgery, organic neurology', neuro¬ 
pathology, neuro-anatomy, neuro-physiology', neuro-ophthalmol- 
ogy', and neuro-radiology. 

An additional period of not less than txx'o y'ears of satisfactory 
independent practice of neurological surgery. 

The abox-e represent only' the minimum requirements of 
eligibility' for examination for certification by the board. 

APPLICLVnO.NS 

An application on the official application blank in order to 
be considered at any meeting, must be in the hands of the 
secretary-treasurer of the board not less than six months be¬ 
fore the date of such meeting. 

paynient of fees 

The fee for certification shall be -SIOO. 

The candidate for e.\amination on filing his application shall 
accompany it xx-ith an application fee of S23. MTien notified 
by the secretary-treasurer that he is eligible for examination 
he shall send the examination fee of .373 to the secretary- 
treasurer at least two weeks before the date of the examination. 


AMERICAN BOARD OF OBSTETRICS 
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F. Bayard Carter, President, Durham, N. C. 

Robert A. Kimbrough Jr., \tice-President, Philadelphia 
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John L. Parks, Washington, D. C. 

Conrad G. Collins, New Orleans 
R. Gordon Douglas, New York 
C.ARL P. Huber, Indianapolis 
Curtis J. Lund, Rochester, N. Y. 

Robert L. Faulkner, Secretary-Treasurer, 

2105 Adelbert Rd., Cleveland 6, Ohio 
Lawrence M. Randall, Assistant Secretary, 

Rochester, Minn, 

BEQL’IREMENTS 


Each applicant, before he may become eligible to apply for 
examination, must establish the foUoxx-ing facts; 

1. The possession of the degree of Doctor of Medicine from 
an institution of learning approved by the Council on Medical 
Education and Hospitals of the American Medical Association 

2 That he is a phpeian of high etliical and professional 
standing duly ticensed to practice medicine in the United 
Statp or Canada and is a member of a Countv or DEtrict 
Medical Society. 

3. The completion of at least one year of intern service in a 
hospital approved by the Council on .Medical Education and 
Hospitals of the American Medical Association. The Board 
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accepts llic Rfth or “intern” medical year required by some 
schools in lieu of the usual fifth or intern year of clinical train¬ 
ing following graduation. 

■1. The completion of seven yeans of training and practice 
after the first intern year to include at least three years of resi¬ 
dency training in clinical obstetrics-gynecology in approved 
institutions. Approved prcceplor.ship training may be substi¬ 
tuted in part for residency training. 

iS. Following completion of acceptable training, two years 
of post-training practice, limited to the specially, arc required 
before application for examination can be made. Post-training 
practice may include practice within the specialty as an as¬ 
sistant or associate nr independent practice. Periods of resi¬ 
dency in obstetrics-gynecology in cxcass of the required three 
\cars will not be accepted as a substitute for any part of the 
two required years of post-training practice except in the cases 
of men adv.uicing from the residency training into and planning 
to remain in full time facility positions in mcdic.al schools and 
tiicir alTilialed hospitals. 

G. That he is limiting his practice to obstetrics and/or gyne¬ 
cology and intends to enntinne to do so, except for possible 

milifarx' duty. , . . 

7. 'Idle Po.ird conformed with the gcneml acceleration m 
programs in mcdic.al education in that it xvill accept a period 
of nine “accelerated" months as an academic year in .satisfying 
our reiiuirements for each of three years of residency training. 
Such allowances can he made only for services dunng the 
war-time period of the official “accelerated program and are 
not made for services before 1913 or after the discontinuance 


of this acceleration in 1910. r ,i,„ „fW 

S. Applicants who have been cerlificd by one of the other 
•Vmeric.an specialty examining boards will not be eligible for 
certification by this Board until they liavc 
certificate previonslv conferred, except upon special action to 
Sc Srnn- taken by the Americ.m Board of Obstetnes and 


'o^The^ Board has ruled that pliysicians who accept male 
laii'ents in their private or other practice 
ilher care cannot be regarded as specialists n obstclTics anci 
C,«pt by r„lins .vl.c. this is robted .» 

,1„. National , States or Canada by a State or 

lice medicine in 1''‘ y"" _ Nntirired statements, not ong- 
I’rox'inci.il Board of f„rnishcd when the application 

iiial cili/enslnp paper , cili?cnship in the United 

is filed attesting to he fact o fid ^ Farther, 

Stales or Canada, if the JS of at least three 

there will be required die practice of medicine 

( 3 ) years from die c a e of ^ be admitted 

in these countries liclore sue 
• /•xaminalion. 


sprciAi. c iinniTS ano nuuNC.s 

. Phvsicians ollierwisc in obstetrics 

„ 0 ' 1 , »nd "I'"''XS =3 J Ihoir practo !« 
gynecology alone, and jmmediateb 

tclrics or gynecology for ‘'f for examination as can- 

ir to application may be <• ^ni-ctotrics or gynecology. In 

L; for «rlil!calion in “XSSy .he 

"'ISt'f rlter n c»ndidn.oS praCico b Hmiled .» 

^ or the other branch. emphasize the relation of 

Basic science training ° j^^,^istry, and bacteriology. 
Itomy, pathology. ” inle, xvhich are fundamental 

the .^plication of ^^^^gical 1 rincipl^^,^^^^^ ally 

all iirancbes of lUitv endocrinology, on^olog). 

.re .should be training p""bosomatic medicine 

adialion therapy, electrotherapy, 
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and other nonoperative methods of diagnosis and treatmos' 

In addition, the candidate must understand and be trained b 
the care of emergencies, shock, hemorrhage, blood repheeme^ 
electrolyte and fluid balance, protein and nitrogen blance 
choice of anesthetics, chemotherapy, acidosis and alkalorV 
narcotics and hypnotics, wound healing, etc. 

3. After July 1, 1958, this Board will not allow credit intha 
the three years required training period for separately oiganaed 
basic science courses xvhich remox’e the candidate from clmiwl 
training in obstetrics and/or gynecology. 

4. Training in abdominal surgery, in addition to the re 
quired three (3) years of training in clinical obstetrics and 
gynecology, is desirable and may be included in the total mrai- 
inal seven (7) years required after the intern year. 

5. Applicants on service in obstetrics-gymecology under or¬ 
ders in hospitals of the Army, Nax^, Air Force and Piihlii 
Health Scrxdce will receix'e residency training credit if such 
hospitals are officially approved for training in this spccialh 

When the hospital is not approved, preceptorsbip traimn? 
credit may be allowed if tlie service is supenised by a Diplo- 
mate of thus Board or an otherwise qualified obstetnciin anti 
gynecologist. If such training credit is desired, candidates must 
comply xvith the regulation governing preceptorships. In addi¬ 
tion, the Medical Officers Professional Training Record should 
he completed and attested while in militaiy serxice. 

Credit toward the required two years of post-training prac¬ 
tice limited to this specialty, will not be allowed for semce 
in the Armed Forces except in the case of regular medical 
officers who have completed the training requirements. 


application and fees 

Application must be made on a special 
iimisbed by the Secretary’s Office and must be forwarded intl 
be other required credentials and tlie f 
5ccrctarx'’s Office not later than September 1, of each )m. 

All candidates must comply with Board regulations 
For the year in which the examination is taken, regardless. 

when the original application xvas filed. p.-minations f 

Candidates applying or adrnission to . 

certification are required to wi li th^ ^ 

unbound tyioewritten lis “SL for the >e 

admitted to the hospitals xvhere P‘. ’ (],eir lequ. 

preceding their application or le y 
for reopening of their "nt ^ end result. 

"’t1>s applicato fee Xd hV")* 

.aSairf Sa'^f '“Xr-hS 

for examination. 

examinations 

Part I eaan.ina.fo.s are 

arv Arrangements x'tII be m< Diplomate of t™ 

■’Sy conveniea. city avhe-e eSaa W 

Bokrd lo coaauo. or 

will be sent out from the Boards or senior oRlar^f. 

Special arrangement will ^ pjt i examination f»‘ 

conducting the xvritten P^anlid L 
men in military ^orvice ^ ^ S times of changes m the 
the Secretary’s office informed 

mailing addresses. examination will be rcQ^ ^ 

All applicants oocepted Lble fo' 

obtain a passing grade fore becoming el>^’ 

the written examination ^ 3 faf' 

?5 SnP A candidate whose k w 

Srrs per cent is *, .« >f, 

moval of conditions in Part ,,,thout P - 

But within three years . , r examinatb’’ 

of an additional fee. r ii„ complete the Part ,, jrjpf r. 

Candidates xvho snocessfuUy P held 

proceed automatically to the I'art 
the year. 
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Part I 


t,.&amiMtion conM'sts of: , . , „ 

■ 'l A comprehensive u'ritten evannnation, conducted annually. 
" jujjing questions on both obstetrics and gsaiecologj' and 
' ated basic .sciences. TJie written evamination will be limited 
' a maximum period of three hours. 

2. The ev.aluation of twenh' (20) important obstetrical and 
'necologic.al case reports in condensed form. Five (5) of the 
entv‘(20) cases nia)' concern major illnesses not necessaril.v 
’ craiise. These reports rrwst include a variety' of material 
' thcr than a number of reports of one type. Case reports from 
..is residency .sersdce shall not be more than five (5) in 
.. uuber. 

_ CS.SE REPORTS 

In the case of candidates applying for unilateral certifica- 
n, case reports must pertain to the branch for which appli- 
ition is made. 

Men holding full-time medical school faculty appointments 
ay submit the remainder of their case records from this full- 
aie, non-private practice, but post-training sendee. The can¬ 
didate should prepare and maintain in his possession a carbon 
~' 7 py of his case records in case of possible loss in shipping. 

■ Eridence of adequate follow-up examination pertinent to 
'ichindiridu.al case must be submitted. 

- 'The uandidate should submit separate verified index lists, 
'I duplicate, for each individual hospital at which operations 
~ere performed. All of these must be formally signed by the 
jqwnsible hospital official (preferably the hospital superin- 
mdent), attesting in each instance that the candidate was 
he operator. 

Parf II 


The oral-clinical and' pathology examinations given all can- 
lidates are conducted by the entire Board and the associate 
■xaminers. .Advance announcements of examination dates and 
ihce will be made in medical journals tlwoughout the country. 

Examination consists of: 

1. Oral examination before three or more examiners. An 
■nde.ivor is made to adapt the details of the oral examination 
0 each candidate’s experience and practice. The examination 
s particularly directed to ascertain his familiarity with recent 
bstetrical and gynecological literature, the related basic sci- 
Jnees, the breadth of his clinical experience, and Iris general 
quahfications as a specialist in obstetrics and gy'necology. 

2. Pathology examination. The candidate is expected to 
identify and to discuss pathologic specimens and microscopic 
'lections. 


^'^mers report orally upon each candidate to the assem¬ 
bled Board, after whicli tlie results of their investigations are 
conxidered jointly by the entire Board and associate examiners. 
After a general consideration of tlie details of the candidate’s 
pathology examinations, including a rex'iew of his 
capability and general adaptability, the candidate is passed 
or failed by the entire Board of Directors. 

The final action of the Board is based upon the candidate’s 
etliic.il and professional record, training and attainments, as 
"ell as on the results of bis formal examination. 


CRXDU.XTE TRXINISG RESIDENCIES 

This Board, through the Council on Medical Education and 
• American Medical Association, has approx’ed 

las itutions proxiding acceptable residencies in obstetrics and 
ExTiccoIogy. 

Board of Obstetrics and Gj'necology has 
''i islied the following requirements for its approval of a 
esi ency in a liospital department or serx’ice: 

• t is most desirable that the Chief of Serx-ice of the 
spar ment be certified by the Board, in the interests of tlie 
in *^'’ching of the specialty of obstetrics and gynecology. 
Mtl 'T* c certification tlie Bo.ard will approve of indi- 
ciilt^' X J^Mgnized high professional standing in tlie spe- 
'ij r additional senior member of the staff 

boiild be .similarly qualified. 

qjtii foregoing, in respect to the certified 

be mi? , ’’f Sem’ce and others as outlined abox-e, can 

^ e oy assent of the Committee on Besidency Training, 


for adequate and justifiable reasons. As e.xamples of the latter, 
the degree of F.A.G.S. in obstetrics-^Tiecology may be ac¬ 
cepted in lieu of one of the two required certifications if the 
general reputation of the person concerned is known to the 
Committee as national or sectional in scope, or a professorial 
rank without certification might be acceptable. 

3. In instances where the serx'ices of obstetrics-gynecology 
•Ire not combined but are separate in any given hospital, the 
Chief of each such service seeking approval and at least one 
of his subordinates must be certified or otherwise qualified as 
outlined above. If obstetrics and gynecology are not combined 
in one department, approval can be granted only if arrange¬ 
ments are made for some degree of rotation of residents be¬ 
tween both services, prox’ided both serx’ices are separately 
approx'ed. 

4. If gynecology is classified in the gix'en hospital as a sub- 
dix'ision or subserx'ice of general surgery, approx'al cannot be 
granted for residency training in gynecologx'. Exceptions hax'e 
been made if the subdixasion of Gx'necology is headed and 
staffed by a Chief and at least one other certified by this 
Board or otherwise qualified as specialists in obstetries-gyne- 
cologx', as specified above, thus ensuring an acceptable edu¬ 
cational program in obstetrics-gxmecology. 

5. Departments holding official approvals for residency train¬ 
ing are cautioned that their totals of residents appointed must 
be kept to the number specified in tbe American Medical Asso-. 
ciation-.American Board approx'al notification. Dilution of train¬ 
ing facilities by unauthorized appointment of residents in 
excess of these numbers may be cause for reinspection and 
changes in approx'al status of such hospitals and their special 
serx’ices. 

6. For further details of requirements and qualifications for 
approx'al for residency training, hospital officials should refer 
to the latest special issues of The Jootnae of the American 
Medical .Association as they appear during each year, dealing 
xx'ith these subjects, or should apply to the Council on Medical 
Education and Hospitals of the American Medical Association 
for bulletins entitled Essentials of Approx’ed Residencies and 
Felloxx'ships. 

7. Application for residency approval must be made in 
triplicate on special forms prox'ided for thus purpose. These 
forms may be obtained from the Secretary' of the Council on 
Nfedical Education and Hospitals of the American Medical 
Association. All statements amplifying an application should 
also be made in triplicate. The hospital should keep a dupli¬ 
cate of all papers. 

8. The formal application, xx-ith all papers, for residency 
training approval should be submitted primaiil}’ to the Council 
on Medical Education and Hospitals of the American Medical 
Association, 335 North Dearborn Street, Chicago 10, Ilbnois. 
Action is taken jointly b>' the Council and this Board after 
surx'ey by the Council. 

9. Approx'als are granted according to adequacy of the 
training program and teaching facilities of x'arious institutions 
on the folloxx'ing sex'eral bases: (a) one-year approval in ob¬ 
stetrics and gynecology (combined) or one-year approx-al in 
obstetrics and/or in gynecology (separate), correlated basic- 
science instruction being an essential part of the first year; 
(b) two-year approval in obstetrics and gy-necology- (com¬ 
bined) or txx'o-year approx-al in obstetrixs aixd/oi in gynecology 
(separate), prox'ided there is opportunity in the latter instances 
for some degree of rotation betxx-een tbe txvo serx’ices as well 
as laboratory- instruction in basic sciences; (c) three-year ap¬ 
proval in obstetrics and gynecology (combined) or in obstet¬ 
rics or in gynecology, prox'ided there is opportunity for one 
to one and one-half years’ service in the branch of the spe¬ 
cialty- opposite to that in xvliich the candidate holds appoint¬ 
ment, as xx-ell as laboratory instruction in the basic sciences 
of both branches. 

Exchange residencies xx-ithin the specialty between approx-ed 
institutions are acceptable and to be encouraged. Many authori¬ 
ties beliex-e that training in more than one institution is broad¬ 
ening to the candidate. ‘‘Farming out” to unapproved institu¬ 
tions or services is not acceptable unless tlie xvork of such 
serx'ices is directly and carefully superx-ised by the Chiefs of 
tlie serx-ice in the approved hospital under xx’hich the man is 
actix-ely appointed and xvorking. This should be attested by 
such Chiefs. 
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EvchaiiKc rcxklencics into other specialties cannot In- 

of the minimal required three (3) years 

of training thvulcd bchv'een ol)stctrics-g>'necology. 

ei-, f P«st'training practice limited to the spc- 

tion' candidate may apply for examina- 

Tins Board has no ohjcction to residency ser\'ices hcinc 
arranged i)y hospitals- for periods longer tlian three (3) yeans 
unkss tins dilnlex the candidate's clinical training opportunities 
tm much during tlm first three (3) years. However! the Board 
tots ntit atecpl a fourth year, or more, of rc.sidency training 
its- a substilnte for any part of the reqniretl two (2) years of 
posl-tr.unvng practice. 

Kve importance of post-training practice in the specialty E 
empliasized as an opportunity for mahiring of the candidate 
and for colleague appraisal of a man’s ahilitj- when working 
on tiK own responsibility in liis cliosen community. 

Exception to this ruling may he made for men advancing 
from their training into and planning to remain in full-time 
teaching positions-. iJiese men tlicn must complete at least 
two (2) years in .such positions. Consequently the only insti¬ 
tutions in wliich men may work as fourth and fifth-year resi- 
(lentN aru! obtain credit for thi.s time a.s ^‘po^Jt-training pracUcc*' 
.ire those direcfl)' affiliated with approv'ed schools of medicine 
as leaching hospitals for nndergnuluate instniclion. These ’‘full- 
time” men must hold faculty appointments, must have teaching 
duties u'ilh undergmduafe students, must be given independent 
authority more than that of rc.sidcnts, and must make a declara¬ 
tion of intention to remain in full-time leaching work. 

10. Any physician fonnally ohlig.ating himself to sen'c a 
rc.sidency in a Council on Medical Education and Hospitals of 
the Atneric.an Merlical .■Vsvoci.ation-.Ainerican Board of Obstet¬ 
rics and Gynecology approved hospital and thereby eliminating 
other possible candidalc.s from the position, who breaks hi.s 
contract without justifiable cause, either before beginning his 
serx ice. or during his period of sen ice, except by mutual con¬ 
sent and agreement bctuccrt tbe c.indid,itc and tlic hospital, 
may Ire b.i rred from tlic examinations for certification at the 
discretion of tlic Board. 

11. It should bo recalled by all cancerned that credits for 
graduate training may he obtainable in certain in-slanccs for 
residency or assisfanlsiiip sen-icc in hospitals not officially 
approved for residency training. Each such case must be in- 
dii-idu.dJ)' cnmidoTcd^ and credits uill be largely dependent 
upon tiic teaching qualifications of those in charge of tbe 
service, and the clinical facilities of the hospital in question. 


I’luxni'Tonsuu’ tumninc 


After July 1, 1958, the initiation of Preceptorship Training 
must be vtr^^'ceded by two (2) years of formal training in an 
institution approved for residencies in obstetrics and/or gjme- 
cologj'. Candidates who propose Prcceptonship Training must 
notify the .Secretarx- of the Board of such intent and request 
an application form. When this has been completed, signed 
bv the Preceptor and Prcccptce and returned to the Secretap-, 
it will be submitted (as has long been true of Residenc)' Train¬ 
ing Programs) to the Residency Training Committee of the 
Board for tlieir decision. 

If the program is approved the Preceptor must supervise 
clo.sely tile candidate's work and keep an informative rcr^rc 
of the candidate’s performance. The Preceptor and the Pre- 
ceptce .shall report in wriHng to the Secret.ary of the Board 
at the end of each six months of Preceptorship, outhning the 
progress of liie training program. This infomiation will be 

placed in the candidate's application : 

{nation in order that it may be evaluated by the Credentials 

Committee. . . .-ii 

As a genera! niie each year of Preceptor ’Training will r - 
ecivc a L month’s credit toward the tota of three years of 
training necessary for admission to examination As is the case 

residency, each application xvill he evaluated fin.l) y 
Credentials Committee, , certified 


Oct 5, juf' 

and establislied reputation as an 

out either of the above qualificati ' . , ’ - 

Preceptor and Preceptee must work- in ^ /-t 

iiy the Joint Commission on Accreditation 
The post-training pmetiee requiremenrcalo, f 
concurrently svith Preceptorship Training, 

AMERICAN BOARD OF OPHTHALXiOkOW 

F. Bruce Frauck, Chairman, Ann Arbor, Mich. 

Gordon M. Bruce, Vice-Chairman, New York 

XlEnniLL J. King, Secretary-Tieasurer, RoeWand, Maine 

Francis H. Adler, Philadelphia 

James H. Allen, New Orleans 

.Alson E. Braley, Iowa City 

Paul A. Chandler, Boston 

Michael J. Hogan, San Francisco 

IlAnoLD H. Joy, Syracuse, N. Y, 

John S. McGavic, Br>’n Mawr, Pa. 

C. WYLnun Rucker, Rochester, Minn. 

Kenneth C. Swan, Portland, Ore. 

-Miss Lea M. Stelzer, Registrar, 56IvieRd., 

Cape Cottage, Maine 

prerequisites 

1. High ethical and professional standing. 

2. F ull citizenship in the country where the candidate pni 
tiecs. (Limited to countries of North and South Aiucm, & 
posse.ssions and territories, and the Philippine Republic.) 

3. A degree from a medical school of high standing, siti 
factoiy to tile board and approved by the Council on Meiiic; 
Education and Hospitals of tlie American Medical Assneiativ 
An applicant ivhose training has been received outside of tl 
United States and Canada must present credentials satidactoi 
to the board and is required to h.ii'e tbe cerbUcatc d tb 
National BoaKl of Medical Examiners if he has been in pne 
ticc less than 10 years. 

4. Completion of an internship of not less than one jear h 
a lio.spital approved by the same Council. 

5. Completion, by the time of the written qualifpng It*!- 
of not loss than 36 months (a total of 60 months is requlrai 
of candidates practicing both ophthalmolog)’ and olohT-- 
goiogy) of combined study, training, and practice of opmi- 
mology in apprm-ed medical schools, hospitals, clinics, di'Pti- 
saries, laboratories, preceptorships, and private practice. 

6. Effective Jamiar}’ 1, 1957: 

(a) Licensure in the state, proxdnce, or countrj' "iwre 

candidate practices. 11 

(b) Individuals who have completed three years ot o 
ophthalniological training (residency and basic science cow-* ^ 
xvill be eligible to apply for the WTitten qualifying fe*! 
completion of one year of practice 

tional work. All other indmduals ("’Rh less fo^al in-- 
will be eligible to apply for the 

in ophthalmology' or 72 months of combined ophtteW^^ 
and otolaryngology. A basic course is recognized as cq 
in time to residency training. 

general requirements for all CANDIDATES 

1. Application forms must be filled out J.; 

accurately. Letters of endorsement, ofnre b> 

required credentials, must be sent to the s 

fore the deadline date. 

2. Fee of $100-remitted with application, 

3. A list of papers or books published. 

4. Written qualifying test, 

5. Practical examination. 

6. Special reMew of ophthalniic surgery. t> 

7. Licensure in the State, Province or country 

candidate practices. 

FEES 

For original xvritten test, *'•' 

For original clinical examination, P 

of the written. 
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- -'.'AMERICAN BOARD OF ORTHOPAEDIC SURGERY 

- ■ = oncE J. G.«ice.\u, President, Indianapolis 

. MiEs"j.FK.w.T3a., Vice-President, Charlottesville, Va. 

’-'''s-nren Clet-ela-vd, New York 
RTN F. C.A\-E, Boston 
ELWSf H. Bickee, Rochester, Minn. 

.. Besjame; Fon-EEH, Nashsnlle, Tenn. 

■ ''-orcElV. N. Eccers, Galveston, Te.xas 
j., i EB.VO.V Lucs, Los Angeles 

"-''.ji w. Banes, Secretarj’-Treasurer, 116 S. Michigan Ave., 
:31iitago 3, lU. 

GENEIUL ELICrBrEITY REQUIREMENTS 

1. Satisfactor)’ moral and ethical standing in the profession. 

2. Graduation with a degree of doctor of medicine from a 
dical school of the Unit^ States or Canada recognized by 
; Council on Medical Education and Hospitals of the Amer- 
n Medical Association, or graduation from a foreign school 
the approved list of the aforementioned Council. 

3. Completion of an internship of not less than one year 
a hospital approved at that time by the Council on Medical 
location and Hospitals of the American Medical Association 
,if trained in foreign countries, in institutions considered 
tisfactorj' by the American Board of Orthopaedic Surgery. 

4. Completion of one year of resident training in general 
~ ^ei>’ in a hospital approved by the Council on Medical Edu- 

lion and Hospitals of the American Medical Association or 

- ’-z: bsfitute training in general surgery considered satisfactory by 
~ rc e American Board of Orthopaedic Surgery. The minimum 

one year of training in general surgery is in addition to 
t '.'e minimum of one year of internship. This requirement may 
fulfilled by substituting a second year of internship, by time 
-■ lent in research, by time spent on a service in which there 
i’l; an overlap of interest with orthopaedic surger>', by a fourth 
• »r of approved orthopaedic resident traming, or by surgical 

- - . 'ork in private or militaiy life. 

■ I : 0 . Completion of formal requirements for part 1 or part 2 
caminations. These formal requirements can be satisfied only 
y resident orthopaedic training. 

.Applicants may not be admitted to examinations, or be cer- 

fied. on the basis of extensive specialized practice and/or 
.Caching appointments and/or many short unapproved courses. 
. .. 6. Restriction of practice to orthopaedic surgery. 


REQUIREMENTS FOR PART 1 EXAMINATION'S 

'. 1. Completion of and compliance with aforementioned gen 
ral eligibilitj' requirements. 

1 Citizenslrip in the United States or Canada, or possessioi 
__. >f citizenship papers showing intent to become a full citizen 

3. FollossTng completion of a year of internship, satisfactor 
.Nimpletion of a minimum of one year of general surgical train 

ng, or its substitute, plus (a) hvo years of appros'ed traininj 
J- n ortliopaedic surgerj' under a program of resident training. 

4. Eridence of competence in traming. 

" e.xamination by the committee on eligibiiit; 

>' M the American Board of Orthopaedic Surgery. 


•REQUIREMENTS FOR PART 2 EXAMINATIONS 

0 completion of part 1 examinations. 

— Full citizenship in the United States or Canada, 
j; License to practice in the United States or Canada. 

completion of a minimum of three years of 
' 'm c training in orthopaedic surger>', plus a mini- 

lun oF two subsequent years of practice period. 

' B J competence in practice. 

f examination by the committee on eligibility 

e American Board of Orthopaedic Surgery.. 


APPI.ic.aTION‘ AND EX.AMINATION FEE SCHEDULE 
L Appliration for part 1, fee Slo, not returnable. 

' /pvTm- part I, fee S33, pa 5 .able only if approved for 

iiUa R^PP’RaR'cd candidates failing to appear for sched- 

Wed examinations forfeit fees. 

• Appliration for part 2, fee S15, not returnable, 
enmi payrable only if approved for 

'' uVB ‘■^PP™''cd candidates failing to appear for sched- 

clcd eummations forfeit fees. 


APPUC.ATIONS 

1. Applications for part I examinations must be received in 
the office of the secretary, of the board before November 30 of 
the year preceding the examioatioos. 

2. Applications for part 2 examinations must be receix'ed in 
the office of die secretary, of the board before August 15 of the 
y.ear preceding tlie examinations. 

3. Notices of acceptance for admission to the part 1 examina¬ 
tions are mailed to eligible candidates during the month of 
February, in the year of tlie examinations. 

4. Notices of acceptance for admission to part 2 examinations 
are mailed to eligible candidates during the month of Novem¬ 
ber in the year preceding the examinations. 

5. Questions of eligibih'ty for examinations are decided by the 
committee on eh'gibilitj. of the board. This committee meets 
twice yearly. The secretary, is not empowered to rule on ques¬ 
tions of eligibility.. 

6. The life of an application is three years. After this time a 
new. application and application fee must be submitted. 

EXAMINATIONS 

1. Part 1 examinations are held once yearly, usually' in April 
or May., in various centers in the United States. 

2. Part 2 examinations are held once yearly', usually' in one 
center, immediately' preceding the meeting of the American 
Academy of Ortliopaedic Surgeons. 

3. The locations and dates of coming examinations are an¬ 
nounced in The Journal of the American Medical Association 
and the Journo! ^ Bone and Joint Siirgeri/. 

CERTIFiaATION 

1. Applicants w'ho successfully' pass part 1 examinations will 
receive no certificate but will be notified by letter by the secre- 
tarj'- 

2. Applicants w'ho successfully pass part 2 examinations re¬ 
ceive a certificate of the board, w'hich states that they hax'e 
been found qualified to practice the specialty of orthopaeic sur¬ 
gery in those fields in w'hich they have been trained and exam¬ 
ined. 

3. Candidates obtaining certification xx'ithout training and 
examination in children’s orthopaedic surgery' may subsequently 
add certification in children's orthopaedic surgery' by' completing 
a minimum of one year of approved resident orthopaedic training 
in children’s orthopaedic surgery, and successfully' passing esam- 
ination in that field. A practice period of one year is required 
foUowring completion of resident training, prior to examination 
for additional certification. 

APPROVED RESIDENCIES 

1. In the United States, resident training must be taken in 
institutions approved for resident training in orthopaedic surgery 
by the Council on Medical Education and Hospitals of the 
American Medical Association. All approved institutions are 
listed yearly in the Internship and Residency Number of The 
Journal, Lists may be obtained from tbe American Medical 
Association and are not obtainable from the board. 

2. The integral parts of approx’ed residencies are designated 
in lists by the following symbols: A—adult orthopaedic surgery'; 
C—children’s orthopaedic surgery; F—fracture surgery'; and S— 
basic science training. Approved length of training in institu¬ 
tions is also designated. 

3. Candidates electing an additional year of training in adult 
orthopaedic surgery and fracture surgery' in lieu of a year in 
children’s orthopaedic surgery' may' satisfy' requirements by' con¬ 
tinuing their training bey'ond the designated approx'ed length of 
time in institutions appox'ed for adult orthopaedic surgery' or 
adult orthopaedic surgery' and fractures. 

4. Credit for resident training is not retroactix-e. Candidates 
must receive resident training in institutions during periods that 
such institutions are on the approved list. If candidates are in 
training at institutions at the time that such institutions become 
approved, resident training credit may' be granted from the 
start of the training period prox-ided that the program is Judged 
to hax'e been sati.sfactory'. 
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possessing signed con- 

SS Sr ih.?. "r ^“ident training 

forcci '=ootracts are in 

clnfl”^*'? *''^ 1 ' **^‘^**0"'” considered synonymous with "resi¬ 
dent n-!,en the position ocenpied and the work nerfonned s 
«l«al m nl functions. Fellow.ships in institutions Winrresi- 
dcnls, m nduch training and responsibilities arc not equal arc 
iKd credited as resident tniining. ^ ’ 

7. Institutions approved for resident training in ortlionacdic 
surgery Council on Medical Education and Hospitals of 

In- /) ' cdic.il Association may, with prior acceptance 

the Ammcan En.ird of Orthopaedic Siirger)- and nofifica- 
fmn <0 tlic Coiincii, iilih/c the training facilities of institutions 
not mdividiinlly approved for resident training by the afore- 
nientioiicd Council, provided that: (a) the training siipple- 
nienls services in the same categories in which the institution 
responsilde for training is approved by the Council, (b) the 
resicient spends at least liaif of the ininimiini required time in 
o.ich catogors' of training in institutions approved by the Coun¬ 
cil. 


>S’. Foreign residencies must satisfj- the American Board of 
Orthoj) ledic Siirgers*. 

9. Application for approval of the training facilities of any 
iiislitiiti'oii must he made to the Council on Medical Education 
and Hospitals of the .American .Medical Association, and in¬ 
spection of such facilities is niiicle I>y representatives of the 
Council. I'fnal approisd is a joint function of the Council and 
the American Board of Orliiopaedic Siirgcrv. 


ill (?ri!u:\ri;NTS or iiusiiu nt outuoi’auuc tuaining 


1. Institutions approseil for full tlirce sear programs includ¬ 
ing all parts ol the Iraiuiug requirements uia> integrate all parts 
so that they arc given concurrently. 

2. Institutions tiosv approved for less than lliroe years of 
ortliopaedic resident training should arrange with other ap¬ 
proved institutions to provide complete three year programs for 
all residents. 

3. The mininium rec(uircmen(s of resident orthopaedic training 
sire as follows: (a) one year of training in adult orthopaedic 
surgery, (h) si\ months of Ir.tining m the basic sciences, (c) 
si\ months of training m fracture siirgciy, and (d) one year of 
(mining in children’s orthopaedic surgerj' or, if elected, an addi¬ 
tional year of training in adult orthopaedic surgerj' and fracture 
training in place of training in children’s orthopaedic surgerjA 

d. Candidates who elect an additional year of training in 
.idult orthopaedic and fracture surgery instead of a year in chil¬ 
dren’s orthopaedic svirgcry may satisf)- the requirements by tak¬ 
ing the additional year of training in adult orthopaedic surgery 
O'- sis mouths of adult orthopaedic stirgciy' and .si,\ months of 
fracture surgery, but may not fake the entire year of training 


in fracture surgcr>'. 

5. Training in adult and children's orthopaedic surgep' must 
include observation and firsthand cspcricnce in diagnosis treat- 
met, oper.itive and postoperative care of orthopaedic problems. 

6. Training in fracture surgery must include observation and 
firsthand espcrioncc in diagnosis, treatment, operative and post- 
operativ'C care of recent and old fractures. 

7. Training in the basic sciences must instill a sound knovyi- 
edge of anatomy, pathology, physiology, bacteriology, and bio¬ 
chemistry as these basic sciences apply to orthopaedic surgep'. 

8. Candidates may complete the training requirements by 

training in several approved institutions provided that all the 
aforementioned minimum requirements are satished on ap¬ 
proved services. ,i 

9 No training period of less than siv consecutive months m 
one institution may be credited toward resident training re- 
fiuirements, escept a few short courses on the board s apP™'’® 
list and recognired supplementary services of approved insti- 

Candidates m resident training may not engage m pn- 

'’■'Tl ‘ CwMalcs In resldnnt orthopaedic trainine teMive 
.holhSinr^^insHlalion. and map no. rccoiv. ced,. to, Ume 
spent assisting in priv'ate office piactice. 
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SEQUENCE OF EXAMINATTONS AND FHACnCE 

1. No person may take part evamimt 
cessful completion of part 1 examinations. 

Successful completion of part 1 essminot 
obligates the board to declare a canclid^re S;" ^ 
esaininations. ® eagiole for < 

3. Regardless of how extensive or prolonged 1 

candidate may have had prior to eompleting thrt 
quirements, such time may not be credfted towid ^ 
quirements. All practice requirements must be slfu "' 
quent to completion of training requirements " 

4. Candidates may not be admitted to exammxtionh os 

basis of prolonged practice but must qualify on thebr< 
formal training. “ ' 

PRACTICE REQUIREMENTS 


1. Candidates must maintain high ethical and nrofe.--’ 
standards. 

2 . Candidates must strive to increase their scientific h'.' 
edge, 

3. Candidates must limit their practice to orthopaedic sircm 

4. ^Candidates who have had no approved trainmi; m d ' 
(iron’s orthopaedic surgery’ must confine their practice to In 
turc and adult orthopaedic surgery. 

5. Candidates trained in resident orthopaedic fraimnsaKK 
quired to complete a minimum of two years of orthopaedic pr:: 
fice subsequent to the completion of their foniial traminjiv' 
/ore becoming eligible for part 2 examinations 

6. Candidates in private or institutional practice mat spuJ 
a minimum of 14 months in one locality immediately pnor tc 
application in order that practice may be properly evaliutnl 

7. Candidates employed full time in institutions may salah 
practice requirements by serving a minimum of two ye.i 5 ,b 
mininium requirements may not be satisfied by mixing full-tin < 
institutional work with preceding or subsequent time in pma‘< 
practice. 

.METHOD OF EXAMINATION 


1. Part 1 examinations consist of a written examinition av.: 
oral examinations, hfateria! covered includes fundamental u’ 
gical principles, elementary fracture and orthopaedic proceouiw 
history-taking, and physical examinations as well as thoxFj 
of anatomy, pathology, physiology, and biochemistry lehlt- 
to ortliopaedic suigery. The oral examinations consist w ft 
parts: (a) anatomy', (b) pathology, (c) physiology aadti^ 
chemistry, (d) surgery, and (e) fractures and orthopaedicr,-* 


gery. I 

2. Part 2 examinations consist of a written examination 
oral examinations Material covered includes advanced wot n 
all phases of orthopaedic surgery. The oral examinations consi 
of fiv’e parts: (a) anatomy, (b) pathology, (c) children sonti- 
paedic surgery, (d) fractures, and (e) adult orthopae c 


gery. 

3. Candidates who have not had approved 
dren’s orthopaedic surgery will not be examined m that c 


jf orthopaedic surgery. j 

4. Candidates are notified by letter as to whether they ^ 

>T failed in the examinations. No information regarding rP 
is available until such letters are mailed. ,, 

5. Results of integral parts of examinations are no 

;o either candidates or diploraates of the board. ^ 

6. Candidates who have passed part 1 5 „},se(jV- 

luired to take part 2 examinations within a 10 year 
xeriod. If there is a lapse of more 

mist repeat part 1 examinations and must 
5 V tile requirements then in force. 


MILITARY SERVICE 

edical officers who have 
.s their life careers compete for cert ihcatio 
do physicians in civilian practice. (j. 

lysidans who served for a ^911^ 

forces during the x^r of 

J946, are granted a bonus of one y 1 
d that the same Hme is not used for resm 
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3 Applicants sen’ed in miHtai>' hospitals whose sen-ice 
^ indeed by the board to have been equal to that of approved 
'■ ident orthopaedic training may be granted a maximum credit 
■: one year of resident orthopaedic training. Applicants request- 
Cig such credit must submit completed “Professional Training 

applicant may be granted more than one year of resi- 
? ent training credit and one year of practice credit for military 
. mice during the war years. 

''s .Medical officers assigned to Chilian institutions on tiie 
. pproved list for resident orthopaedic training receive the same 
' redil as do cisilian candidates. 

' 6. .Medical officers who have elected service in the military 
orces as their life careers must satisfy the practice requirement, 
n- militarv- assignments in which their duties are limited to the 
liactice of orthopaedic surgery. 

RECORDS OF SURGICAL CASES .AMD INSPECTIONS 

1. Records of a specified number of consecutive surgical cases 
nay be requested by the board in order to evaluate properly 
he H ork of an applicant. 

2. A representative of the board may visit a community in 
irder to evaluate properly the work of an applicant. 


A.\IERICAN BOARD OF OTOLARYNGOLOGY 

Gordon- D. Hoople, President, 

Sj-racuse, N. Y. 

Bernard J. McMahon, Vice-President, 

St. Louis 

Lawrence R, Boies, .Minneapolis 
Louis H. Clerf, Philadelphia 
Daniel S. Cunning, New York 
Russell .M. Decker, Pasadena, Calif. 

Lyman H, Heine, Fremont, Neb. 

Frederick T. Hill, Waterville, Maine 
Percy E. Ireland, Toronto, Canada 
pRASas L. Lederer, Chicago 
Francis E. LeJuene, New Orleans 
John R. Lindsay, Chicago 
William }. McNally-, Montreal, Canada 
James H. M.axwell, Ann Arbor, Mich. 

Philip E. Meltzer, Boston 
Werner Mueller, Boston 
C. Stew.aht Nash, Rochester, N. Y. 

•Irthur W. Proetz, St. Louis 
George F. Reed, Boston 
LeRoy a. Schall, Boston 
Harry P. Schenck, Philadelphia 
0. E. Van Alyea, Chicago 

Dun M. Lieble, Secretary-Treasurer, University Hospitals, 
Iowa City, Iowa 

general REQUmEMENTS 

The following general qualifications of candidates for exami¬ 
nation are required by the board: 

1- A c.mdidate must have been a graduate for five years or 
niorc of a medical school approved by the Council on Medical 
ucation and Hospitals of the American Medical Association, 
, candidate must be of known good moral character and 
no ethical in his professional relationships. 

- c.indidate trained in a foreign country must be able to 
gi'c proof of medical and graduate training comparable to the 
requirements of the board. 

-f. A candidate from the United States or'the Dominion of 
ana .i must be a member of the American Medical .Associa- 
oti” Canadian Medical .Association respectively or 

societies of equal standing as are recog- 
il, Council on Medical Education and Hospitals of 

<iie_Amencan Medical Association. 

from foreign countries who have received their 
otolaryngolog)’ in the United States and the Doniin- 
th- i -^sda are eligible for examination at the discretion of 
Pm Board of Otolaiyngologx-, provided thev meet the 

E'-acrai academic requirements of the Board. 


SPECLAL BEQUmEMENTS 

1. A candidate must have bad a general internship of at 

one year in a hospital approved by the Council on Medical 
Education and Hospitals of the American AJedical Association. 

2. A candidate must be proficient in the applied basic sci¬ 
ences, fundamental to the intelligent practice of otolaryngology. 
These include anatomy of the ear, nose, and throat, neck, chest, 
esophagus and nervous system, gross pathology and histopathol- 
ogv’, bacteriology, physiology, didactic otolaryngology and the 
general fundamentals of surgery. (This requirement may be ful¬ 
filled in a residency or fellowship service or in an approved or¬ 
ganized post-graduate course.) 

3. In addition to the general internship, the required clinical 
training in otolaryngologv- may have been acquired in any of the 
follovAing ways: 

(a) .A three years’ residenej- or fello«-ship in otolarj-ngologv- 
approved by the Council on Medical Education and Hospitals 
of the American Medical Association. 

(b) .A four years’ approved residency or fellowship in oto- 
larv-ngology and ophthMmology- provided one half of the train¬ 
ing has been in otolaryngology. 

(c) A two years’ approv-ed residency or fellowship in oto¬ 
laryngology or a three years’ approved combined residency or 
fellowship in otolarv-ngology and ophthahnologv-, provided two 
years have been in otolaryngology and have been preceded by 
at least one year’s approved residency training in surgery or 
medicine, or by an additional year in an approved internship.'’ 

4. In exceptional circumstances certain candidates who do 
not meet all of the above requirements may be accepted for 
examination on recommendation of the credentials committee, 
substantiated by action of the board. 

5. .At least one 5 ’ear must be spent in private, group, or 
institutional practice of otolaiy-ngology after the period of 
special training. This requirement may be vvaived in cases of 
candidates from foreign countries who are returning there for 
the practice of otoIar>’ngology. Should such a candidate pass 
the examination the certificate of the board will be withheld 
until the board has been furnished ex-idence that the candidate 
has spent one year in the practice of otolaiyngolog)-. (When 
the requirement of an additional year referred to in No. 5 may 
impose handicaps as to rating, in the Military or Veterans 
Administration Services, the candidate may be considered under 
No. 4 above.) 

6. A candidate may be qua)ified for e.xaminalion, at the 
discretion of the American Board of Otolaiyngology, if in addi¬ 
tion to the General Requirements and Special Requirements, 
No. 1 and 2, he has limited his practice to otolaryngology for 
seven years in association w-ith a hospital staff approved by the 
Council on Medical Education and Hospitals of the American 
Medical Association. 

7. .A physician vvho limits himself exclusively to the practice 
of peroral endoscopy may be granted limited certification in 
this field by the American Board of Otolaryngology irrespective 
of certification in any other specialty. Limited certification will 
be granted prov-ided the candidate has spent not less than one 
year of training in a hospital approved for endoscopic teaching 
and has passed successfully examinations in the basic sciences 
as they pertain to this field, and didactic and clinical examina¬ 
tions covering diseases of the larynx, pharynx, neck, esophagus, 
stomach, tracheobronchial tree, lungs and mediastinum and 
certain aspects of cardiovascular disease as they pertain to 
peroral endoscopy. .A limited certificate by the American Board 
of Otolaryngology will not be issued to physicians who have 
been certified in a specialty- that emploj-s peroral endoscopy in 
diagnosis and/or treatment because his major interest is in that 
specialty-, not in endoscopy. 

.All candidates must comply- with current board regulations, 
regardless of the time of filing application. 

.APPLICATION .AND FEES 

1. .Application must be made in duplicate on special blanks 
procured from the secretary. The completed application blanks 
must be returned to the secretary, together with the other re¬ 
quired credentials, at least 120 days in adv-ance of the examina¬ 
tion at which the candidate desires to appear. 

"See Standards for Residencies in Otolary-ngology published 
by the .American Mei^j^ssociation, 
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2. The applications must be accompanied by two small 
photographs of the candidate, together with verification of the 
period of enrollment from the institutions where training in 
otolar>’ngology was obtained, and the names of two or more 
otolar>’ngologists, preferably diplomates of the board, from the 
vicinity of the candidate’s place of residency, to be used as 
references. 

3. The fee for the examination is $150. Of this sum $75 must 
accompany the application, of which $50 shall be returned if 
candidate is not accepted for examination. No application will 
be acted on until tbe $75 application fee is received. The re¬ 
maining $75 of the total examination fee of $150 must be paid 
to the secretary on notification that the candidate has been 

accepted. . . r , 

4. The fees have been carefully computed on a basis ol cost 
of examinations and are used entirely for administrative e.x- 
penses. Examiners scrx-c without compensation other than actual 

expense. 1 - 1 . 

5. The application remains valid for three years. An applicant 

must appear for examination within this time or forfeit the fee. 

6. Candidates whose credentials have been found satisfactory 
and who meet the requirements of the board will be notified 
90 davs prior to the date of examination. The number of candi¬ 
dates 'who can be admitted to any one examination is limited. 
Due to a large number of applications on file, delay in assign¬ 
ment for examination may be inevitable. Appointments will be 
given in tbe order applications arc accepted and on payment of 

the balance of the examination fee. , , , 

7 The board, acting as a committee of tbe whole, reserx-es 
the ri^ht to reject an applicant for any reason deemed advisable 
',„1 "Sout Sins ll.s"».nc, ami tl.e ac.ion of tl.c board d.all 

be final. 

r_X.\MINAT10N 

Examinations will be held at such time and place as the 

examinations cover from two to ,, . (,{ otolarxm- 

of , 1,0 nook, cxclndine byro.d. 

‘“T'Maciic, oral caan.lnationr covering all ph.ror ol oiol.ryn- 

*^°3.'^'Cross ami microscopic mjetl when the board 

t A writ,on examination may be inclndct, 

deems this advisable.__ 

AMERICAN BOARD OF PATHOLOGY 

mm ) AmrojAn, Fort Worth, Texas 
ItorJ D. BAKCn. 

Lsiiael Daviosohn, 

Tamils W. Kchnohan, Bocnesioi, 

Douglas A. 

Alan R. Moiutz, Cleveland 
T xfi-s N Patterson, Tampa, Fh . 

S bSott nose, Philadelphia 

,o„K B. ‘sf fadlaXote'? 

’'"SLl Cemc" 1040-1232 W. Mrehrgan St., 
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3. The applicant must devote his time primarily and p-x 
pally to the practice of pathology. ' ' ^" '' 

PROFESSIONAL EDUCATION 

I. Graduation from a medical school in the United Sti'* 
approved by the Council on Medical Education and Hoiph', 
of the American Medical Association, or graduation from rtfi 
cal schools in other countries acceptable to the board 


general requirements 


GENLUai- . 

aXard of Mcdll-' Exam.ners. 


SPECIAL TRAINING AND EXPERIENCE 

1. The board admits candidates to examinations who j:» 
otherwise eligible and who have had either of two folltwr,; 
types of training and experience. 

(a) After five years, if four of the five years have been h 
institutions approved by the Council on Medical Education ani 
Hospitals of the American Medical Association or by the board; 
or 

(b) After 11 years if none of the training and experience bis 
been in institutions so approved. 

2. The specific requirements for those acceptable after Sw 
vears are as follows: 

(a) Pathological anatomy only. 

(1) Four years of supervised study and training in an imti- 
tution approved for residency training in pathological anato:") 
by the Council on Medical Education and Hospitals of tM 
American Medical Association or by the board It is imnwteml 
whether the candidate holds the title of resident or fellon ci 
assistant Candidates may, at their own election, substitute r,-,t 
to exceed 12 months of a straight or rotating clinical mtern^i 
or a fellowship or instructorship in any of the “ 

nartments of a university for one of the four years. In addiliot 
Ume not to exceed 12 months, spent in a department of palbo 
ogy ’of an approved school of medicine after the complji 
of ^the second year of undergraduate study may be counted 

,1,« preceding or m.y be independent 

anatLy in a hospital approved by the Amencan 

Association or other insUtut ons acceptable to the boara. 

(b) Clinical pathology only. 

(1) Four years of supervised study and ^ 

tution approved Hospitals of the Am 

tbe Council on Medical EduCc 

can Medical Assodation or y e 

whether the candidate holds *® ^ iection. substitute n' 

assistant. Candidates may, at ibeir j 

to exceed 12 months of « of the pieclinif 

or a fellowship or »nstrtictorship m y Camb- 

departments of a university, ^or one ^ 

s orScafSdS;| 

work, regardless of whether i jepend on 

the "preceding or may be American M«‘-^ 

tthologV in n 

'I’l.riL’ own election ... 

a straight or pathology. Alter ‘jaadid^l 

,2) One ad tbonaUear, (b 

the “ Sd olinleal pathology m a k =» 

logical anatomy ana 
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the American Medical Assoctation or other institutions 
.. fpMbIc to the board. After July 1, 1933, candidates "'ho 
t to claim credit for one year for a clinical internship must 

- ■■ ^ this fiftli year as supervised study and training in clinical 

- ■ thologj' in institutions approved for residency training in 

''nicirpoi^n^nSi' Council on Medical Education and 

- ' imitals of the American Medical Association or by the board. 
' " Jidates declared eligible after July 1, 1953, "'ho do not 

a clinical intemsliip, may, after four years of training as 
'llined in 2-(l)'(a) and (b), spend the fifth year in inde- 
' ■tadcnl practice in an institution or laborators' acceptable to 


c»baird. , 

Xote: As outlined in the preceding paragraphs, the total 
\c requirements of the board are unchanged after July 1, 
:\53 namely, five years of study or practice after graduation 
;)m'medical school, with exceptions noted in sections 2-(a)- 


.)and2-(b)-(l). 

■t^3. The specific requirements for those acceptable after 11 
~^ars are as follows: (a) The practice of patholog)’ under 
: Tiunstances acceptable to the board for a period of not less 
an 11 years. At the election of the candidates, a period not 
exceed one year of straight or rotating clinical internship 
;;.ay be substituted for one of the 11 years. For those candi- 
-' ifcs in this category who have had some special study and 
--aining in pathologic anatomy or clinical pathologj' acceptable 
• 'perxised study and training, only seven years of practice are 
.piiircd. 

^ ' CKEDIT FOH MILITAny SEHXUCE 


their choice in institutions approved by the Council on Medical 
Education and Hospitals of the American Medical .Association 
or by the board- 

2. Applicants not holding a certificate in pathological anat¬ 
omy or clinical pathology—five years of training in the special 
field of their choice, provided four of the five years have been 
in institutions approved by the Council on Medical Education 
and Hospitals of the American Medical Association or by the 
board. Candidates may, at their own election, substitute not to 
exceed 12 months of a straight or rotating clinical internship or 
a fellowship or instmetorship in any of the preclinical depart¬ 
ments of a university for one of the four years. The fifth year 
may be a continuation of supervTsed training or may be inde¬ 
pendent practice of the particular specialty in a hospital 
approved by the American Medical Association or in other 
institutions acceptable to tlie board. 

D. Special Qualifications—Certification Without Examination: 

Prior to Jan. 1, 1960, the board at its discretion may certify- 
candidates withput examination if the following conditions hav-e 
been met as of Jan. 1, 1955: 

1. Tliat the candidate has been for a period of five years of 
professorial rank in the special field of his choice and in an 
approved medical school, or 

2. That the candidate has been practicing his specialty for 
10 years in a senior position in a hospital having an adequate 
department in the special field, approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association, or in an institution acceptable to the board. 


'--Credit may be allowed for training and experience in pathol- 
-R- in the federal services during tire period July 1, 1940, to 
me 30, 1947. This credit for training or experience or both is 
t ■ ven on an individual basis and will depend on the opportunity 
-•'le applicant has had, as indicated by his or her medical service 
t--cord in the specialty of pathology-. 

After July 1, 1947, credit for those military services will be 
.'iven on the same basis as it is in civilian institutions, except 
■:aat the rule in the preceding paragraph will not apply to 
tJserv-e officers who continue on activ-e duty or are called to 
.. :tivc duty after that date. 


, j-ECiAL Fields of Pathology, Clinical Chemisthy, Clinical 
.'frcROBioLocv, Hematology, ant) iVeubopa-thology 
(In Force After July 1,1934) 

The tnistees of the American Board of Pathology hav-e 

• "Jopted the following requirements for certification in special 
elds of pathology, effective July 1, 1934. 

Candidates who hav-e met aU general requirements and have 
X ad special training and experience that is acceptable to the 
--oard in a special field of patliological anatomy or clinical 
:'iathologx- may apply- to the board for certification in that 
>'pccial field. The board, at its discretion, may approve this 
.--pplication, and after the candidate has successfully- passed a 
L-ircscribed examination or has fulfilled certain special qualifica- 
■ lons (see below, section D), will issue a certificate designating 
.-:he spcci.-il field, 

: A. General Qualifications: 

1. Satisfactory moral and ethical standing in tlie profession. 
' •"" io practice medicine or a certificate of the Na- 

- aoa-il Board of Afedicai Examiners. 

v “PP^cant must devote Iris time primarily and princi- 
° P^'^dee of pathology- or the special field of pathol- 
' ■ ^ requesting certification. 

■. ? “Otossional Education: 

in from a medical school in the United States 

Council on Medical Education and Hospitals 
Medical Association or graduation from a 
r''c m other countries acceptable to the board. 

Ti ) Training and Experience: 
of nuL admits candidates to examination in special fields 
cithnr *1°^ 'rotliervvise eligible and who have had 
of the follow-ing types of lining: 

clinir-il^^ already holding a certificate of the board in 
^ analnmv^o a combined certificate in pathological 

xlicnnstn- "v pathology (for qualification in clinical 

• 'orical ™^'''Phiology, and hematology), or in patho- 

qualification in neuropathology-)—two 


:''“dtlilional vcj 


• -I-' —XXI /—I* 

•cars of superv-ised training in the special field 


.APPLIC-ATION B1-\NK AND FEE 

Application must be made on the special form that may- he 
procured from the secretary and forwarded w-ith other required 
credentials and tire application fee. An application cannot be 
given consideration by the board unless it is accompanied by- 
the application fee. 

The application or examination fee for candidates is SIOO. If 
the candidate fails in his examination he will be admitted to a 
second examination after one year. The applicant must pay an 
additional fee of S50 before a second examination will be given. 

The application fee of $100 has been determined after careful 
consideration and is based on actual estimates of the e-xpenses 
of examination and admim'stirab'on. None of the board members 
receives any- compensation for his serv-ices except actual e.x- 
penses incurred. 

If the applicant, for any reason, is deemed ineligible for 
e.xamination by the hoard, his fee vv-ill be returned; hovvev-er, 
the application fee is not returnable after the candidate has 
officially been accepted for e.xamination and notified to report 
for the e.xamination. 

EXAMINA-nONS 

Written and oral examinations vv-ill be held at the discretion 
of the board at or near the time and place of national medical 
meetings. If a number of applications from any region of the 
country are received, an examination in conjunction w-ith a na¬ 
tional medical meeting in that section will be arranged so that 
the financial outlay of the applicant in meeting the e.xaim'ners 
will be as small as possible. 

The examinations are to be based on the broad principles 
of pathology- with emphasis on diagnosis, interpretation and 
technique. The applicant may- apply for certification in either 
pathological anatomy or clinical pathology- or both. 

The e.xaminations in pathological anatomy consist of a writ¬ 
ten test, an oral examination on gross pathology, and a practical 
e.xamination in microscopic pathology-. The e.xainination in 
clinical pathology consists of a w-ritten test and an oral and 
practical examination in the six phases of clinical pathology-; 
faacteriology, hematology, clinical chemistry, paiasitolo^-, 
serology, and clinical microscopy-. 

DEFTNlnONS 

1. Pathological anatomy- is that branch of pathology- that deals 
vv-ifh the morphological aspects of disease, recognition being 
given that that definition covers two phases of pathology: 
(a) the apph'ed phase w-ith special attention to the descrip¬ 
tion and diagnosis of gross and microscopic specimens, (b) the 
academic phases of teaching and general morphological diag¬ 
nosis. * 
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pathology that deals 

ulm.. 1 ’ ""'""""'"KV- c>'nit--al chemistry, parasitology 

c ition"orthVT[ necroscopy, nnd the appli- 

• Pliysical and biological sciences to the diagnosis 
prognosis, and treatnicnt of disease. ’ 

cunr.uiA roll ai’i'iiovai, of institutions foh thaining 

IN PATHOLOGV 

In Sections C-2-a, C-2-b. inid C-2-c of the General Require- 
I Hilts, It IS Stated that candidates imist have certain periods 
o supervised stnd>- and training. The American Board of Path¬ 
ology cooperation with the Council on Medical Education 
and Hospitals of the American Medical A.ssociation, certifies 
hospitals in the United States as satisfactory for this supervised, 
study and training. Lists of these hospitals are published in the 
Internship and Residency Nuinher of Tiik Jouunai, of the 
.■Vnieriean Medical Association each year. In addition, the 
.Mnerican Board of Pathology recognizes certain hospitals out¬ 
side the United States and certain laboratories not connected 
Hith hospitals' in the United States. Inquiries concerning these 
should be directed to the secretars’ of the board. 

The general criteria for approval of hospitals and laboratories 
.ire both qualitative and quantitative. On the score of quality, 
consideration is gi\en to the qualifications of the director of 
laboratories and in the associates and assistants, the supcr\-ision 
of work of the per.son in training, the excellence of the odnea- 
tional iirogram, and the exactness and conipletene.ss of the 
laboratorx’ work performed. On the score of quantity, considera¬ 
tion is gis'en to the volume and distribution of laboratory work, 
both in absoluti' nnmbers and in relation to the size of the 
hospital, to the diversity and completeness of tests performed, 
to the size and equipment of the laboratory, and to the num¬ 
ber of professional and nonprofe.ssional personnel in relation 
to the volume of work. 

In general, the qualitative standards will determine whether 
or not a hospital or laboratory is approved and the quantitative 
standards will delennine whether the approval is for one, two, 
three, or four sears of credit toward the requirements of the 
board. 

In evaluation of applications the board takes into considera¬ 
tion the following criteria: 

1. Director of laboratories or pathologist; 

(a) It is refiuired that the responsible head of the lab- 
orators' hold the certificate of the American Board of Pathology 
in the subject for which the hospital is approved, or be eligible 
for certification, and that he or .she spend full time in the 
hospital. Full time is not interpreted in terms of hours, but 
rather that the director have no obligation outside the one 
approved hospital except in a university department of path¬ 
ology in which he and the residents have an opportunity to 
participate in the educational program; 

(b) In special instance.s, the equivalent of full time by two 
or more qualified persons will be accepted and one person 
need not .spend the entire working day in the laboratory; 

(c) In special instances, two or more hospitals will.be 
approved as a unit with a single full-time director of labora¬ 
tories if it is apparent that a satisfactory training program c.an 

be conducted; j .1 , 

(d) In hospitals with over 350 beds, it is expected that 
the professional staff, in addition to the pathologist, wiM in¬ 
clude one or more persons witli special training and qualifica¬ 
tions in the sub-speeialfies of clinical pathology. 

2. Technicians: . j o 

There are no absolute criteria, but it is expected that the 

number of technicians will be proportional to the volume of 
laboratory work and that, in.sofar as Possible, the t^hmcians 
will bold the certificate of the Registry of Medical Technolo¬ 
gists of the American Society of Clinical Pathologists. 

3 Floor spnee of lubortitory: 

In general it is believed that the size of tlie labonatory 
should be related to the size of the hospital and the volume 
STab^DraLIy work. A minimal ratio is 4 square feet of space 
in the labwatory, including morgue and autopsy room, for 
each bed in the hospit.al. 


J.A.MA., Ort.. 

pathology, for study of surgical specimens nn 1 f ' 

of autopsies. In larger hospitals, the varietj of ' 

should be larger, and in hospitals with ove^ 
nized laboratory procedures should be available it f 
treatment of the patients. ° ci 

5. Autopsy percentage: 

No institution with a percentage of less than H , 
approved, and those institutions svith percent « ^ 

and 40 will be given special scrutinja ^ « 

6. Examination of surgical specimens: 

All surgical specimens should be sent to the laW.tn i 
gross examinab'on, and microscopic examinah'oiu skaV i' 
made unless there are general or special rea ' ' 


7. Indices 


reasons not to do s 


There should be indices according to the names o' 
pahents and the diagnoses of all surgical and aiitopy ■ 

Stal”^ pathology are left to the discretion okt 

S. Museum: 

There should be available fixed anatomic and pathoV- i 
specimens for study by the staff in proportion to the sire of fi- 
hospital. Properly filed and indexed color photographs mi\ [• 
part be .substituted for museum specimens. 

9. Library: 

A reasonable complete librarj' of modern books and rear: 
unbound and bound journals should be available to the hosfli 
and the more commonly used books and journals should be r. 
hand in the laboratorj'. 

10. Education program: 

The work of the person in training should be supenkd 
Conferences, seminars, journal clubs, and demonstrations sbodi 
be conducted as frequently as the volinne of materia! and tb 
size of the staff justifies. A clinicopathological conference nra-t 
be held at least es'er>’ tw’o weeks. 

11. Volume of laboratory work; 

(a) As indicated in the following c.itegories, no hospitils 
with less than 75 autopsies, 1,000 surgical specimens, ari 
25,000 tests in clinical patliolog>’ annually will be apprmed 
(Categorj' D), e.xcept as outlined in the following paragr.irbs 
It is the belief of the board that less material than this ii 
inadequate for the training of a pathologist. 

( b) In the field of clinical pathology, there should be i 
reasonable dii-ersification of tests, and in each categoi)' llutf 
should be sufficient absolute volume to proride training ."md u- 
perience. There are no absolute criteria, but special scrut. 
will be given to a hospital in which there is not a rcamni.. 
diversification and variety. 

(c) In the field of pathological anatomy, n deficient n 

either autopsies or surgical specimens may be made up hj 
excess of the other, if the deficiency does not e.iceed -0 1 0 
the minimum required in the ratio of one autopsy to lo surpc- 
specimens. Thus in a hospital approved for one >ear in pJu 
ological anatomy and clinical pathology, the minimuras an 1 
autopsies and 1,000 surgical specimens. If a hospital „ 
surgical specimens, it is acceptable if there are on\ 
autopsies. .. 

If a hospital has met these minimal qualitative an ‘ ‘ 
five standards, it will then, on tlie basis 
quantitative standards, be approved for one, 
four years of training in pathological anatomy, or k. 
ology, or botli, or some special field as shown for 1 
of residents indicated. , , 

Categorv a. In both 

pathology for four years (as required of all , jg;;;, 

certification in both fields who are examined f; ,,i 

Minimum: 150 autopsies 1.750 f 
65,000 tests in cUnical pathology for ^ « 

resident for each 50 autopsies or 500 surgical sp 
20,000 tests in clinical patholop. and ebri-^! 

Category B. In both padiologica! . ‘ jj-^jnenls of t--’ 
patliology for tliree years. This nieets al Q Candii'« 
board for supervised training until M J; . ^(h sub}’* 
examined after that date who seek oerOfi ‘ • • g jn clini.-af 

must take an additional year of ^upenased W .a 

pathology or pathological anatomy ‘ j j 
approved for the deficiency of training requirea. 



xMEDICAL SPECIALTIES 587 


^ol. 165, No. 5 

■ Minimum: 125 autopsies, 1,500 surgical specimens, and 

■ » 000 tests in clinical pathology for three residents. Additional 

csident for each 50 autopsies, 500 surgical specimens, or 
>0000 tests in clinical patholo^'. , , 

C.WErx)Ry C. In both pathological anatomy and climcal 

■ , 3 tho!og>' for hvo years. Candidates taking Uvo years in these 

■ nstitiitions must have an additional year (hvo years after July 1, 
1952) in an institution in categors- A, B, or D. 

Minimum: 100 autopsies, 1,230 surgical specimens, and 
(0000 tests in clinical pathologs' for tsvo residents. Additional 
Resident for each 50 autopsies, or 300 surgical specimens or 
20,000 tests in clinical patholog>-. 

CvTECORY D. In both pathological anatomy and clinical 
pathologs- for one year. Candidates taldng training in these 
institutions must have an additional hvo years (tlu-ee years 
after July 1, 1932) in institutions that are approved for the 
deEciency of training reciuired. 

.Minimum: 75 autopsies, 1,000 surgical specimens, and 
25,000 tests in clinical pathology for one resident. Additional 
resident for each 30 autopsies, or 500 surgical specimens, or 
20,000 tests in clinical pathologj’. 

. C.sTEConY E. In pathological anatomy only, for three or 
snore years. Candidates taking all training in these institutions 
will not be eligible for certification in ch'nical pathologs- unless 
,in .rdditional year (tsvo years after July 1, 1932) is taken in 
clinical pathologs’ in institutians that are approved for the de- 
Jicicncy of training required. 

Minimum: 175 autopsies and 1,500 surgical specimens for 
three residents. Additional resident for each 30 autopsies or 500 
surgical specimens. 

Category F. In pathological anatomy only, for hvo years. 
Candidates taking training in these institutions wall not he 
eligible for certification in clinical pathology unless they take 
one additional year full time in clinical pathology (hvo years 
after July 1, 1932) in institutions that are approved for the 
deficiency of training required, and will be eligible in patho¬ 
logical anatomy only if another year is taken in another 
institution that is approved for one or more years in pathological 
anatomy. 

Minimum: 125 autopsies and 1,230 surgical specimens for 
hvo residents. Additional resident for each 30 autopsies or 
300 surgical specimens. 

Category G. In pathological anatomy only, for one year. 
Candidates training in these institutions will not be eUgible 
in both pathological anatomy and clinical pathology' unless 
they take an additional year in palliological anatomy and an 
additional year (hvo years after July 1, 1932) in institutions 
that arc approved for these periods of training. Candidates 
seeking certification in pathological anatomy only must study 
an additional hvo years in institutions that are approved for 
that period of training. 

Minimum: 75 autopsies and 1,000 surgical specimens for 
one resident. Additional resident for each 30 autopsies or 
300 surgical specimens. 

Category H. For postmortem part of pathological anatomy 
for two ye.ars. Credit is never allowed for more than hvo years. 
Candidates faking training in these institutions may pursue 
further training as follows: 1. For pathological anatomy only. 
An additional year in an institution in Category A, B, C, E, 
F, or G with assignment to surgical pathology principally. 
-. For pathological anatomy and clinical pathology. An addi- 
honal year (hvo years after July 1, 1932 in an institution in 
A, B. C, L, M, or N with assignment to clinical 
pa liology and one-half year assigned to surgical pathology 
rnncipally, in an instituUon in Category A, B, C, or J. 

• hnimuin: 125 autopsies for hvo residents. An additional 
resident for each 60 autopsies. 

CATECADny I. For postmortem part of patliological anatomy 
or one year. Candidates taking training in these institutions 
was pursue furtlier training as follows: 1. For pathological 
n.i oiny only. An addih'onal hvo years in an Institution in 
ov G svith general assignments. 2. For 
lological anatomy and clinical pathologs-. An additional 
-ear (two years after July 1. 1952) in an institution in 
N, B, C, L, M, or N with assignment to clinical 
1 noiog)-and one year to an instituUon in Categorx- A, B, C, 
*-• r, or G. o . , T 

hlinimunr; i5 autopsies for one resident. 


Category' J. Surgical pathologs’ part of pathological anatomy 
for one year. Credit is never allowed for more than one yuRv 
and the director of the laboratory must hold the certificate of 
the American Board of Pathology' in pathological anatomy 
or be eligible for certification. Candidates traimng in these in¬ 
stitutions may pursue further training as follows: (1) For 
Pathological Anatomy only. An additional hvo years in an 
institution in Category' H or in an institution in Category A, 
B, or C with assignment to postmortem pathology' only. (2) 
For Pathological Anatomy and Clinical Pathology' an additional 
year (hvo years after July 1, 1932) in an institution iri Category 
A, B, C, L, M, or N with assignment to clinical pathology' 
full time, and an additional year to an institution in Category 
A, B, D, E, F, G, or H with assigiunent to postmortem 
pathology' full time. 

Minimum: 2,000 surgical specimens for one resident. An 
additional resident for each 1,000 surgical specimens. 

Category K. Special pathology as part of pathological 
anatomy. Credit for not to exceed one-fourth the time credit 
(one year if seeking certification in pathological anatomy only, 
SLY months if seeking both pathological anatomy and clinical 
pathology) of candidates applying in pathological anatomy 
may be taken in special laboratories with limited activities 
such as neuropathology', orthopedic pathology', ophthalmic 
pathology, etc. The candidate who receives credit in this 
category may', on request, hav'e the field of special pathology 
designated on the certificate of the board. 

Category L. Clinical pathology for three or more years. 
Candidates taking tliree years of training in these institutions 
nill not be eb'gible for patliological anatomy' unless they take 
an additional two years in institutions approv'ed for patho¬ 
logical anatomy. 

Minimum: 100,000 tests in clinical pathology for three 
residents. Additional resident for each 30,000 tests. 

Category M. Clinical pathology for two years. Candidates 
taking two years’ training in these institutions must take the 
same additional training as in Category' L to be eb'gible for 
pathological anatomy also. To be eligible for clinical pathology 
only', an additional year of ch'nical pathology' must be taken 
in an approved institution. 

Minimum: 75,000 tests in clinical pathology for two residents. 
An additional resident for each 50,000 tests. 

Category N. Clinical pathology for one pear. Candidates 
taking training in those institutions must take an additional 
two y'ears in an institution in Category' A, B, C, L, or M 
assigned to clinical pathology' for eligibility' in clinical pathology' 
only. To be eligible in pathological anatomy and clinical 
patliology, an additional two years in approved institutions is 
required. 

Minimum: 50,000 tests in clinical pathology for one resident. 

Category O. Special clinical patliology' as part of clinical 
pathology'. Candidates apply'ing for clinical pathology only may 
receive credit for not in excess of one-quarter of the training 
period (one year if seeking certification in clinical pathology' 
only', six months if seeking both pathological anatomy and 
clinical patliology) for work in a special field of clinical pa¬ 
thology, such as bacteriology', serology, etc. Under these circum¬ 
stances, on request, the special fielu will be designated on the 
certificate of the board. 

C.atecory P. Research; Residence in certain institutions 
in which full time is dev'oted to research with a direct apph- 
cation to the practice of pathological anatomy or climcal pa¬ 
thology' may be accepted for credit not to exceed one-third the 
time requirement (20 months if no clinical internship, 16 
months if a clinical internship was taken). The board en¬ 
courages research arid believes that all candidates should carry' 
on investigation during their training in all institutions. There¬ 
fore, this category' is only for those wishing to do full time 
research. 
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HEQUIHEMENTS Fon CERTIFICATION® 

All candidates for examination for certification must meet 
till' lollowing requirements: 

1. Graduation from an approved medical school. 

Hold a license to practice in the United States prior to 
issuance of a certificate except in those situations in which a 
license to practice is not required. 

3, One year of rotating, pediatric, or other internship in an 
approved hospital. 

•I. Two years of .specialized residency-type training in an 
approved pediatric center. 

.At li'ast one year of tlie two years of required residency 
training must he a full-time medical pediatric inpatient 
residenes- or internship in an approved institution. The second 
year of required residenc)- training maj' he met in the ways 
listed helow, although the hoard recommends that whenever 
po.''Sih!e e.andidatcs complete the two years as regular residents. 

(a) Graduate School courses will lie accepted only in c.xccp- 
tional eases by prior arrangement, up to a maximum of nine 
months. 

(h) A maximum of three months’ credit each is allowed for 
full-time residency type training in allied pediatric subjects 
such as pedi:itric allergy, pediatric p.s)chiatr>’, pediatric pa¬ 
thology, pediatric radiology, newborn service, etc. 

(c) A ina.Mmum of six months’ credit is allowed for residency 
training in an approved contagious disease hospital. 

5. A subsequent term of two years of specialized .study or 
practice or a combination of the two. 

Credit for one year tosvard this requirement is allowed for 
medical militarx- serx’icc regardless of the assignment. The ma.xi- 
mum credit that any candidate may receive toward the practice 
requirement for work done prior to the completion of residency 
training is one xear. 

neseareh residencies which involve little or no clinical train¬ 
ing are creditable for only three months. Research rc.sidcncics 
which include significant clinical training ma>' he pro-rated to a 
total of six montlis for a year of service. Teaching fellowships 
may not be offered in lieu of residency appointments. 

Roth research residencies and teaching fellowships arc, of 
eour.se, entirely acceptable in satisfaction of the practice or 
further study requirement. Portions of a research residency not 
applicable for residency training credit may be carried over for 
practice credit. 

Preceptorships are not accepted for credit toxvard the 
residency requirement, but are accepted toward the practice 
requirement. 


GU.XDUATES OF .XlEOlCAL SCHOOLS IN CANADA 

Graduates of approved medical schools in Canada and those 
who have received their internship and residency training in 
pediatrics in hospitals approved by the Royal College of 
Phvsicians and Surgeons of Canada will be eligible for e.xam- 
ination for certification under the same regulations as those 
trained in the United States. 


GUADUATES OF FOEEIGN MEDICAL SCHOOLS 

Cifizc,IS of the United Shifcs.-Citizcns of the United 
States of America who are graduates of inedical schools other 
rinn those in the United States and Canada xvill be processed 
for eligibilitv for examination for certification if they can meet 

.c,.o„S ,eo„.„n.e„« W 

tlic Council on Medical Education and Hospitals of 
American Medical Association. _ 

wl,o» .-linfngJ Whe„- 

Jibuti be done before eo.erlog upon 
appointment in question. 
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2. They hold a license to practice in the United thi 

3. They can meet the internship and resid^ov ! " 
quirements of the board as detail^! above 
provisions; 

(a) Internship and residency trainins mnO Lo i 
hospitals approved by the board in the United S atT " 

(b) A maximum of the internship and one year off i 

raining may be alloxyed for such experience ohtafeed ^ 3 

bospitals recognized by the board. The 
year of residency training must be served in a sSh k 
patient medical pediatric residency appointment in m f 
hospital in the United States. ^ 

Citizens of the United States of America who are grad.uV 
of medical schools other than those in the United Slatfc 
Gmada and xvb.ch are not recommended by the Coimcii c-, 
Medical_ Education and Hospitals of the American ModW 
Association may be accepted for e,vaminafion for certifica^- 
after they have passed successfully Part II of the examinati;;,; 
of the National Board of Medical E.xaminers, Inc., proridd 
thc>' meet all otlier requirements of the Board as prorided h 
regulations governing such candidates. It should be noted t!, ' 
tliis regulation is permis.si\'e, not mandatory. Each applicatb 
will he evaluated individually. 

Citizens of Other Cmmfr/cs.-Properly qualified candidate, 
wlio are permanent residents in and citizens of otlier coiintriis 
and are licensed to practice there and who have {uMed (1: 
residency training requirements listed above in the United State 
or Canada ma)' apply for examination for certification by th; 
American Board of Pediatrics. 

Slid) foreign candidates who are returning to tlieir o«n 
country at tlie end of tlieir training period may be examined 
xx'ithout completion of txvo full j'ears in the practice of pedi¬ 
atrics. The residency training requirements must be completed 
in full in advance of admission to any part of the examinations. 

.A special certificate, appropriately identified to distinguish 
it from the regular certificate of this board, may be issued to 
such candidates who Iiave passed successfully the examinationi 
of this hoard after they have completed such a period of 
practice or further study in their oxxm country' which, when 
added to similar e.xperience in the United States or Canadi. 
make a total of txx'O years of the practice of pediatrics. 

INFORMATION CONCERNING EXAMINATIONS 

Tlie examinations for certification are given in txvo sections. 
Part I is xx'ritten; Part II is an oral e.xamination. 

Part I—Written 

\Vritten examinations are objective in type and are gi'fc 
once each y'ear, usually in January, simultaneously at a numW 
of places scattered throughout tlie country, and at a few mi i lO 
stations abroad. Candidates must pass the xvritten e.vaimn.i c- 
before admission to tlie oral e.xamination will be autlionrca. 

Part II—Oral 

Oral examinations are held four to l 

centers offering suitable facilities, in locations detemi . 
proximity to the largest number of‘ 
examination session each year is scheduled at a 1 > 
to candidates from some less PoP\'lous area. As tar . 
candidates are given a choice of Ipcahons, ‘'•’ong L. ([,. 
date application is filed, date of eligibihty and p 
examination site. fPift 

Candidates who are admitted to the oral e.vaim 
II) xvill not be informed of their grade on the h 

Their relative standing in Part I xxall, liowexer, 
final decision xvith regard to passing. requia'^ 

Candidates who fail „ Jn ord« 

to retake Part I but may be advised to do so 
they may have an opportunity to jmpro\ 

application ^ 

Application must be made on "'j snOt) 

furnished by the executive secretary ^ • P ^ submitted cst 

of the applicant’s training. Applications n . y 
Tea InSvance of /ate; 

Lrlier. The number of candidates admitted 
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miration will be determined by the number who can be 
jnincd orally during that year, plus a reasonable number 

altemiites. 

IXTTEBS or UECOMMEKDVnOS 

Letters from two competent pediatricians recommending each 
jlicant must be sent to the executive secretary of the board, 
nse*letters should not accompany the application but should 
sent directly to the executive secretary. 

FEES 

rlre application fee is S7o. 

rhe full fee must be remitted with the application. Refund 
1 be made only if the applicant is refused examination for 
son other than failure in the same. 

s'o additional fee is required for second and third written 
minations. The fee for second and third oral examinations 
;50 each. 


CEannCATION- IX SrmSPECIALTY OF ALLERGY 

LUAxt C. Deameb, Chairman, San Francisco 
OME Glxser, Rochester, N. Y. 

)BCE B. Loc.ax, Rochester, Minn, 
any L. Mueller, Boston 
lES Overall, Nashsille, Tenn. 
rr Rvtner, New York 

he American Board of Pediatrics has established certifica- 
1 in allerg>’ as a subspecialty of pediatrics. 
dl candidates must pass the written and oral examinations in 
ratrics before submitting an application for examination in 

rg)’. 

lach aUerg)’ application is indixddually considered and must 
accepted by the subspecialty board. 


INFOR.XIATIOX COSCEBN'ISG E.\AXtINATION'S 

dlergx- examinations consist of written and oral portions. The 
tten examination will be given once a year under a local 
aitor and must be passed before admission to the oral ex- 
ination will be authorized. Oral examinations will be held 
limes and places designated by the chairman of the sub- 
cialt). board. Ample notice xvill be sent to candidates by the 
cutis e secretary. 

FEE-S 

he application fee for certification in allergy is SIOO. 
he full fee must be remitted xvith the application, 
so additional fee is required for second and third xvritten ex- 
inalions. The fee for second and third oral examinations is 
I each. 

Ipphcation forms will be forwarded on request to the office 
Ihe Exccutis-e Secretary of the American Board of Pediatrics 
1 should be relumed to that office when completed. All 
respondence should be addressed to him. 


REQUmEXIENTS 

.. Certification in pediatrics. 

Two years Rdl time of approved allergy residency or fel- 
ship training in an approved clinic and its hospital, or 
'. One year full time of approved allergy residency or fel- 
■ship training and two years, part-time, 200 hours a year in 
approx ed clinic and its activities, or 

1. Fixe years, part-time, 200 hours a year in an approved 
srgy clinic and its activities. 

Pweptorship alone is not acceptable, but a resident or 
low doing full-time work in allergy may spend part of his 
>e working with private patients in the hospital or in the 
1 i-'' .‘^^^'^^Sist Cjiialificd to give this training, 
util clinics are officially approved, the candidate should as- 
c iimself that the clinic is satisfactory for training by writing 
secretary of the Board of Pediatrics. In general 
c mics xxill be in hospitals that have been accepted by the 
mncil on .Medical Education and Hospitals of the American 
. leal Associiition and by the American Board of Pediatrics 
rammg in pediatrics, or have been approved for training 
cdiclrP ’ ®t)ard of Pediatric Allergy or of Internal 

bnder all methods of study there must be presented evidence 
cnous work in research or clinical investigation. 


The candidates must be prepared for a searching examina¬ 
tion in the theory and practice of allergy. This xxill include the 
theory of the underlying mechanisms, animal experimentation, 
the clinical manifestations in the so-called allergic diseases, 
especially as they appear in infants and children, and also the 
allergic factors that may be present in other diseases. They must 
be prepared to discuss the important diagnostic procedures and 
methods of treatment and, in controversial matters, they mxLSt 
be familiar xvith the arguments on both sides of the questions. 

CERTTFICATE 

MTien accepted the diplomate xxill receive from the Amer¬ 
ican Board of Pediatrics a certificate in allergy and xxill be 
listed as a specialist in allergy. 

Prospective applicants for certification in the subspecialty of 
allergy may apply to the executive secretary of the American 
Board of Pediatrics. 


AMERICAN BOARD OF PHYSICAL MEDICINE 
AND REHABILITATION 

Robert L. Be.n-sett, Chairman, Warm Springs, Ga. 

William H. Schmidt, Vice-Chairman, Philadelphia 

Arthur S. Abramsok, New York 

Donald A. Cox’alt, New York 

O. Leonard Huddleston, Santa Monica, Calif. 

H. Worley Kendell, Peoria, III. 

A. B. C. Knudson, Washington, D. C. 

Frederic J. Kottke, Minneapolis 
Don.ald L. Rose, Kansas City, Kan. 

Arthur L. Watkins, Boston 

Earl C. Elkins, Secreary-Treasurer, 200 First St. S.W., 
Rochester, Minn. 


qualificatio.ns 

A. Satisfactory moral and ethical standing in the profession. 

B. A legal license to practice medicine in one or more of the 
states of the United States, its territories, the District of Co¬ 
lumbia, or one or more of the provinces of Canada. 

C. Graduation from a medical school approved by the 
Council on Medical Education and Hospitals or graduation 
from a foreign medical school which, in the opinion of the 
board, ofi^ers medical education equivalent to such an approved 
school; completion of an internship in a hospital approved by- 
said Council. 

D. A period of study after the internship of not less than 
thre years in a residency approx-ed by the above mentioned 
Council. This period of study shall include graduate training in 
basic sciences as related to physical medicine and rehabilitation 
and not less than two y-ears of clinical training and experience 
in physical disabilities related to the fields of rheumatology, 
neurology, neurosurgery, ortliopedics, and medicine. 

E. An additional period of not less than two years in full 
time practice of physical medicine and rehabilitation. 

Training in approved residency programs in closely allied 
medical-surgical fields may be acceptable in part (for “D” 
above), but such credit is limited and based on individual in¬ 
terpretation by the board. 

In selected cases, a candidate may be deemed eligible for 
examination on the basis of eight years of full time practice in 
physical medicine and rehabilitation (as a substitute for “D” 
and "E” above). 

EXASHNA-nON 

The examination for certification is given in two parts. Part I 
is xvritten, part 11, oral. Examinations are given once a year and 
cover certain aspects of the basic sciences and the clinical 
aspects of physical medicine and rehabilitation (including the 
role of associated personnel such as the physical therapist, oc¬ 
cupational therapist, clinical psychologist, social serxace worker, 
and vocational guidance counselor). 

APPUCA-nON 

The application form shall contain a record of the candidate’s 
premedical and medical education, internship, graduate study, 
and verification of full time practice in the specialty. The ap- 
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plication -shall be accompanied by a fee of $100, which will 
cover the evaluation and both the written and oral examination. 
(In case of rejection of application, $85 will be refunded. The 
remaining $15 constitntc.s the evaluation fee.) 

CEnTIFlCATION 

Certificates of the board shall be i.ssued to the effect that the 
applicant has been found qualified as a specialist in physical 
medicine and rehabilitation. 


AMERICAN BOARD OF PLASTIC SURGERY 

Fur.iuaucK A. Fir.i, Chairman, Rochester, Minn. 

S. .Milton Dumanuis. ^h■ce-Chairman, Pittsburgh 

Tuuman G. Blooklu Jr., Galveston, Te.xas 

,\i.ni:nT D. D.wis, San Francisco 

Wn.t.iAM II. Fuackli.ton, Milwaukee 

Paul W. Cnr.r.i.r.Y, Chicago 

Jamies B. Johnson, Beverly Hills, Calif. 

EnwAim A. Kitlowski, Baltimore 
jACnn J. Loncaciu:, Cincinnati 
Roman- E. Mouas. Washington, D. C. 

Guum.I) B. O’Connoii, San Francisco 
KiiNNimi L. PiCKma.L, Durham, N. C. 

Lynoon .a. Pia;n. .Newark, N. J. 

CLAur.NCi; R. S-hiaatsma, New York 
1m\ank McDowell. Secretary-Treasurer, St. Louis 
Mrs. Es-na.i.!-. E. Hu.Lr.mcH, Corresponding Sccrctarj', 
•1017 Pershing Ave.. St. Louis S, Mo. 


ULSCUAL m;QUinn.ME.NTS 

1. Moral and ethical standing in the profession sati.sfactory to 

***Tlirboard, believing that the practice of “fee splitting is 

nenneious leading as it does to traffic in human life, wd 

Ihc Srto inquire particularly into any candidates practice 

l^rhosiTwh^^^^^^^ limited to the practice of plastic 

£i:^s«t.notoHgmaldt^^^^ 

nCer co,„pMn. 

the training required by the board. 

eu n-ESSlONAL nEQUaiEMENTS 

The l.»rd comiden. «.= 

minimal in attaining in other fields. Candi- 

lakc advantage of broadening . p 

dates must fulfill the requirements tl at are 

of their examination “ J of the United States or 

1. Graduation ^"^"c^ncil on Nledical Education and 

!Sp1.S w)ovod 

residency approved ®f"Jfiii?ng this requirement, there is 

approved by the Boarc. . fj,,. ^11 work done in all go'- 

a Lit of one year’s (Army. Navy, Veterans 

ornmental plastic surgery residencie t ty 

5. During these of increasing responsibility 

r&r““nd"-° ■>' “ 


posilios tf 


Oct. 5, 

tions. When a candidate receives his training in mme)}. 
institution, it is equally imperative that he hold { 
creasing responsibility. He must have sufficient oiK)n&. 
perience to acquire surgical skill and judgment thro. |. s 
performance of surgical operations with a high degree oi"?^ 
sibility, but under circumstances providing adequate 
for consultation and advice. 

6. An additional period of not less than two years of p- 4 *., 
in plastic surgery. If a candidate elects to spend one or hvo r 
ditional years in approved training in plastic surgery, ore w 
of such training will be credited toward the required hravV 
of private practice if it can be demonstrated that the capil; 
lield a position of increasing responsibilit)'. It is imperalhc t! 
one year be in actual private practice in such instances. 

The Board gives credit only for training in plastic mi: 
received in the United States or Canada, but may, at its i 
cretion, gii'C credit towards the required private practice pj 
for training in plastic surgery received in countries othn i 
the United States and Canada, each case being deteri 
individually. 

The above training in plastic surgery may be tahn; 
resident in an approi’cd hospital or under an approsed 
ceptorship offering equivalent training (a list of cunenth 
proved preceptorships is available from the hoard office) 
the latter statement it is meant that one may secure the r 
sary and specified training as an assistant to an accif 
plastic surgeon provided suitable facilities for the educati 
the candidate are offered. 

The period of special training should emphasize the n 
of the basic sciences-anatomy, pathology, physiology-, hio 
istry, bacteriologv-to the application of surgical pro 
which are fundamental in all branches of surgery-, andc^ 
to plastic surgery. In addition, the candidate must imtK 
and be trained in the following subjects; the care of eir 
cies, shock, hemorrhage, blood replacement, 
fluid balance, choice of anesthetics, chemotherapy, arodosisa. 
alkalosis, narcotics and hypnotics, wound Iiealing, e e. 

The board reserves the privilege of requesting hsh ot ^ | 
ntions done solely by the candidate for one or yc.'^.oH. 
requesting special and extra ,fl 

-ire made only by tlie committee on ciedentia 
menls, or by the entire 

of the candidate s formal apphcatio (, 

plicant must allow at least two months for suen 
make the rounds of the committee. 

training facilities 

Rcsidencics.-The ®Xllld!Son ^ 

operation with and the American CdJ 

of the American Medical Association a prou;! 

of Surgeons, evaluates ’ .gry. The board does 

acceptable residencies in ;„JepeLent inspection and 

assume the responsibihty for , rccomnicndat 

proval of residencies. It -i 1 inspect and 
for or against approval of a ’^'^sidency n 
after the director 

Review Committee in PlasHc Surg > y,^,jic,il .4v - 

ical Education and Hospitals of tl 
to, (or approv.1 ot «.= 
nolifiod the board to 

,l,a bo.ard rvishing "pW „ , 

chonld apply to the Council tor suen if a*. 

Ti e board will make its ^ 

same time as the American 
same findings to tne 

spection, and will P Council and th 

pletion of ^/ihe Coimcil of the 

hospital will be nobfied secretary 

has been taken, and tlie “osp Council to 

“fl be PodBed ,t P'PB--- 

isunderstanding as to the staru 


V 

mi: 
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Preceptorships.-ln certain instances the board will accept, 

. of the required hvo years’ training in an approved resi¬ 
dency, training in an approved preceptorship under a fully 
nualiS'cd plastic surgeon when such preceptorship is properly 
.organized and supervised to give the trainee adequate experi- 
enre and training in plastic surgerj' of a well-rounded nature. 
Trainees will be required to keep a detailed record of their ex¬ 
perience, presenting tliis report to the board annually on a 
report form supplied by tlie board on request. In preceptorship 
pr^ms of training it would be well for the preceptor to report 
annually to the board the name and qualifications of any pre- 
ceptee under his superrision and the work done fay the pre- 
ceptee. Neither the board nor its individual members can be 
reqjonsible for the placing of applicants for training. The board 
considers those residencies approved by the Council on Medical 
Education and Hospitals of the American Medical Association 
as acceptable facih'ties for training in plastic surgery. 

It should be kept in mind by all that the primary interest of 
the board is to encourage well-rounded training in plastic 
surgery uith the aim of producing plastic surgeons capable of 
doing good work in the wide variety’ of cases which may come 
under their care. The standards set up by the board, both for 
preliminary general surgery and for specialized plastic srugery' 
training, are established in an effort to further this aim. The 
quality of the training received should be reflected in the 
candidate’s ability' to achieve good results in Iiis practice, and 
tile examinations of the board are an attempt to judge the 
ability of the candidate in the specialty' of plastic surgery. 

Before training in plastic surgery is begun, the plastic surgeon 
in charge of the residency or preceptorship should ascertain that 
the trainee’s preliminary training in general surgery' meets the 
requirements of the board, that is, two years of residency train¬ 
ing in general surgery’ after the internship year. 

The training in plastic and ma.\iIlofacial surgery' (at least 
two years) whether in a residency or a preceptorship, should 
cover a wide field of plastic surgery, both as to ty'pe and an¬ 
atomic distribution. It sliould include experience in the treat¬ 
ment of congenital and acquired defects and deformities of the 
face, neck, body, and extremities, for both functional and 
esthetic reasons. There sliould be available sufficient material 
of a diversified nature so that the trainee xxill be able to pass 
the examinations of the board after the period of training and 
t!ie txvo additional years of private practice. If the available 
materi.il on one service is inadequate, the deficiency should be 
made up by affiliation xvith another plastic surgeon on another 
service so that a broad experience will be obtained in plastic 
surgery. The trainee should be provided an opportunity to 
oper.ate under the direct supervision of the plastic surgeon in 
charge, and with increasing ability', should be given an oppor¬ 
tunity to operate independently on suitable cases under more 
remote supervision. 

MIUTARV CREDIT 

Credit for mih'tary’ serv'ice is given on an individual basis, 
each case being considered on its ow'n merits and the amount 
of credit allowed is determined by’ the board vv'hen the in- 
fonnation is submitted with the application. 

Tlie Medical Officer’s Professional Training Record (DD 
onn 408) is a record maintained by individual Medical Corps 
officers for presentation to the various authorized accrediting 
oards toward certification. This record is presented by the 
officer to the boards for evaluation of the military experience ac¬ 
quired by Medical Corps officers while serving in the Army 
• edical Service. This form has been prepared by the Surgeons 
cncral of the armed services with the assistance of the Council 
on Medical Education and Hospitals of the American Medical 
s'oeiation and is distributed by tlie offices of the Surgeons 
cncral to their personnel. It is highly important that pros- 
Pwtiv e applicants obtain a copy of this form and that it be sub¬ 
mitted with their credentials for evaluation by the board. 

Case reports 

Upon approval by. the board of a candidate’s application for 
^rtification, each candidate is required to submit to the board 
reports illustrative of his independent work in 
(lie field of general plastic surgery. 


Candidates are admitted to examination only after subnutting 
case reports that meet the required standards of the bo^d Md 
that have been approv'ed by the committee on credentials 
and requirements. 

Case reports must be submitted within one year from the 
time of such request; otherwise a new apphcab’on must be 
The case reports shall conform to conditions which the board 
may from time to time specify. 

Case reports must be received in the office of the board by 
January 1 for those who desire to be considered for the spring 
(May-june) examinations of the board and by July 1 for the 
fall (October-November) examinations. There will be no ex¬ 
ceptions to these Kvo deadlines. 

The 35 case reports must be of a diversified nature and m'jst 
be submitted to the office of the board together with before and 
after photographs. They' should be of the following distribution; 

1. Cleft lip: 1 to 3 cases 

2. Cleft palate: I to 3 cases 

3. Traumatic defects requiring reconstructive surgery: 

(a) Face and neck: 2 to 4 cases 

(b) Body: 1 to 4 cases 

(c) Extremities; 1 to 6 cases 

4. Acute bums; 2 to 4 cases 

5. Fracture of facial bones, e.xcepting nasal fractures: 1 to 
3 cases 

6. EstbeKc operations of sufficient variety: 6 to 12 cases 

7. Plastic surgery of the hand: 2 to 4 cases 

8. Malignancies, or conditions prone to malignancies (erad¬ 
ication and repair): 

(a) Face: 2 to 4 cases 

(fa) Body: 1 to 3 cases 

(c) Extremities: 2 to 4 cases 

9. Congenital anomalies: 1 to 6 cases 

(а) Examples: 

(1) Sy’ndactylism 

(2) Congenital absence (partial or total) of external ear 

(3) Hypospadias 

(4) Bands (constricting) 

(5) ThyToglossal duct cyst 

(б) Extensive nevi, etc. 

If the case reports and lists of operations are approved, the 
candidate will receive subsequent information regarding taking 
the examinations. The board at its discretion may' request cer¬ 
tification of case reports by the hospital where the operations 
were performed. The follovv'ing form should accompany' the 
case reports; "I hereby' certift' that the planning and essential 
surgical procedures described herein were carried out by me 
as an independent operator.” 

Every candidate’s final acceptability' for examination is based 
not only on the evaluation of bis training qualifications, but on 
his professional ability as a plastic surgeon, his ethical standing 
in the community', and the strict limitation of his W’ork to 
plastic surgery. 

A candidate should remember that these case reports are 
documentary’ evidence of his ability' and that the material in 
them and the manner of presentation are important evidences of 
bis ability, 

EXAXUXATIONS 

In instances where a candidate submits case reports that do 
not meet the standards of the board, he will be required to 
submit additional case reports or an entirely new set of 35 
within a period of one year. If this second series of case reports 
again do not meet the standards of tlie board, the candidate 
may be required to take additional training (of length and type 
specified by the board) before be will be allowed to submit any 
further case reports. 

After a candidate has been notified tliat he has fulfilled the 
preliminary requirements and that his case reports have been 
approv'cd, be vvill be required to take the qualifying examina¬ 
tion within a period of three years. 

After approval of the case reports, and prior to the e,xami- 
nation, tlie candidate will be visited at his place of practice by 
a member or members of the board to observe him operate and 
to examine a number of his pre-operative and posf-operafiVe 
cases. 
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nZZ^r, i - examination is given immediately 

preceding, cktrmg or following the animal mcoting of the Amcr- 
lean Association of Plastic Surgeons (usually in May), and the 
IJ ewumiuUion is given immediately preceding, during, or 
toffowmg the amnial meeting of the American Society of Plastic 
luui Heconslnictive Surgery (nsnally in October). Candidates 
arc required to go to flic designated center for the qualifying 
exaimnafion, vvliicii will last three days, Tlio.sc centers will be 
die city m which (he meetings of fhe.se two orgnnization,s are 
tM'kl it the proper clinic and hospita} facilUics arc available, 
luiierxvise in some nearby city where such materia) is available. 
.Arrangements for nt( examinations are made b>- the examination 
eommittec. 


A wTitfen e.vuminaliou svill con.smnc all of the first day and 
half of (be second da\’. An oral and practical examination will 
consume (he afternoon of the second day and all of flic third 
day. ibo .snhjects of the UTitfen examination arc (1) tlicory 
ami practice of plastic surgery, (2) applied anatomy, applied 
piiysiologx-, (3) pathology, bacteriology, elinic.al laboratoiy 
UH'thoils (pharmacology), (-1) reaction of tissue to injur}’, sur¬ 
gical necidont.<. anestliosia. A general oral ovamination pertain¬ 
ing to plastic surgery will bo given. In the practic.il jiarl of the 
cX'iiminafion, the cxamitiers will pre.sent a group of patients for 
examwation hy the candidates, and the candidates will be 
quizzed on mefliods of procedure—diagnosis, iTcalmcnt, tech¬ 
nique, imd so on. Slides of preoperative conditions will be shown 
on .a .screen am! the candirlate asked to make a quick diagnosis 
of (lie items and to luhidato in the order of their importance 
the methods of treatment. Microscopic slides of the average 
pathological tissue falling within tlic province of the plastic 
.surgeon will he given the caudidalcs, and they will he asked 
to write a dc.scriplion and diagnosis. 


J-A.M.A., j 

A. G. JCammeu, Pittsburgh 
Matthexv R. Kinde, Battle Creek, Mich. 

Langdon C. Newmak, Washington, D C 
James H. Sterneh, Rochester, N. Y. ’ 

Jan H. Tilusch, Rochester, Minn. 

Felix J. Underwood, Jackson, Miss 
Tom F. Whavne, Secretary-Tieasnrer, Univenitv„fp ^ 
s-ania, Philadelphia 4, Pa. ^ 


llEQUIHEXIENTS 


Exce^ as mentioned later each applicant/ora Certfai 
Public Health, Aviation Medicine or Occupational MeJidr” 
required to meet certain eligibility requiremenfs and ® 
examination. Such eligibility requirements are set lodhkfl 
by-laws of the Board, For the information of applicanfs 
requirements are briefly outlined below; but for a fulisiifc-o 
thereof reference must be made to the by-law.s, as from BfI'i 
time in force, by which alone sudi requirements are gnvn- 


GENERAL REQUIREMENTS 

1. Good moral character and high ethical anti ptofescr 
standing; 

2. Gmduation from a medical school in the United Slates i 
Canada approved by the Council on Medical Eduralion r. 
Hospitals of the American Medical Association, or from a !■ 
eign school satisfactoiy to the Board; 

3. An internship of at least one year in a hospital appwi 
hy the Council on Medical Education and Hospitals d ( 
American Medical Association or in a foreign hospital sat 
factory to the Board; and 

4. Licensure to practice medicine in the United States« 
tlic Dominion of Canada. 


OnADE-S 


SPECIAL REQUmEMENTS IN PUBLIC HEALTH 


'I'o lie coasidered as passing, the candidate xvill be required 
to reecix'c a grade of at least (15^1' in each portion of the w’ritten 
examination and an average grade of 75% on tlic entire written 
and oral oxaminuUoii. 

CEIITIPICATION 

After a candidate has met the requirements for eligibility and 
passed the examinations of the hoard, a certificate attesting hts 
qnalifieatvous iu plastic surgeo' will be issrred to him by the 
board, signed by its officers and having the seal of the board 
affixed tiioreto. It shall he the prerogative of tiic hoard to de¬ 
termine the fitness professionally and elbically of any candidate 
for its certificate, and the action or decision of the board regard¬ 
ing the certification of any candidate shall be final. 


FEES 


Tlic fee for application and examination is $lo0. Of this sum, 
525 must accompany tlie application and the remaining $125 
iinisl be paid when the eandidutc is notified of acceptance for 
examination. There xvill he no refunds. This fee may he in¬ 
creased at the discretion of the board. 1 he hoard is a nonprofit 
orgaiiizalioD, ami ibo fce.s of candidates arc used solely for 
defraving the actual expenses of the board. The members ot the 
board serve witbonl remuneration. Because of the limited num¬ 
ber of surgeons certified by this board it is necessary for a 
limited time to request a x'oluntary annual contribution of $19 
from (liplomales after the first year’s certification to help defrax 
expeiLses. 


AMERICAN BOARD OF PREVENTIVE MEDICINE 

RNEST L. STEnmss, Cbainnan, Baltimore 
. A. Van Volkenbuuc:, Vice-Chairman for Public Health, 

Vic»-C!«n for Occupatior..! Mediolno. 
)S'o“SL», Vico-CUroran for Avfetfoi. ModiCrre, 

Washington, D. C. 
lAYLOim W. Andurson, Minneapolis 
{ II lUii-iAt:, Toronto, Canada 
liiciiAim F. Itovn. Sun Francisco 
t,i;R()V E. Butwi-v, Washington, D. C. 


1. Successful completion (after internship) of at least c 
academic year of graduate study leading to the degree o5 Ma.^ 
of Public Health or an equivalent degree or diploma; or tra 
ing or study deemed by the Board to be substantially equivik 
to such graduate study; 

2. "Residency (after internship) of at least bvo years affi 
experience in general public health practice, which iwk 
planned instruction, obserx’ntion, and active participation is 
comprehensive, organized, public bealtli piogxaa, oue year 
which may be an approved clinical residency in a field oirec 
related to public health; 

3. A period (after internship) of not less than thiceyears, 
addition to 1 and 2 above, of special training in or tesw? 
practice of public health; and 

4. Limitation of practice to full-time teaching or pweto 
public Iiealtli as a specialty. 


SPECIAL REQUIREMENTS IN AVIATION MEDlC!>'’E 

Successful completion (after internship) of 
lemio years of graduate study in preventive 
tion medicine, one year of which graduate 
hool of public healtli accredited for fb® 
ivute study hy the AmeriCvUn Public ‘ 

year of which shall be in a school of J" 
ited for the purpose of such graduate stud, , _ 

.-ledical Education and Hospitals of 
ciation; or training and study deemed by 
tantially equivalent to such graduate study. 

"Residency (after interrislup) of j®® . 

Tvised experience in aviation ' 

es planned instruction, observation, mediefcr. ^ 

eompTehensive, organized 
Supervised practice of avmtion g ;bove, c? 

ot less than one year, in addition to 1 and 
ling in or teaching or practi ce of 

^proval of Residency 

Until such time as an adequate p gi goaififisi 
med. field training will be evaluated^ 

dual basis. Information 

led from the Counci on Medical Educate 

m die Secretary of the Board. 
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i \ period (after intemslup) of not less tlian hvo years, in 
dition to 1 , 2 and 3 above, of special training, teaching, re- 
irch or practice of aviation medicine; 

5 Limitation of practice to full time teaching, research or 
ictice of a\iation medicine; 

6 Regular and frequent participation in aerial flight. 

'Credit for training and experience in public health or aWation 
rdicine while in military service will he considered on an indi- 
iiial basis depending on the t>pe of serxice. 

SPECUL REQUmE.\IEXTS IN OCCUPATIONAL MEDICINE 

1. Successful completion (after internship) of at least txx-o 
ademic years of graduate study in preventix-e and occupa- 
mal medicine in a school of medicine, or a school of public 
;.ilth. The schools in which such instruction is proxided shall 
; accredited for graduate study by the Council on Medical 
diication and Hospitals of the American Medical Association 

the Americ.m Public Health Association, in accordance with 
e jurisdictions of these accrediting agencies; or training and 
udy deemed by the Board to be substantially equivalent to 
ich graduate study. 

2. Completion (after internship) of not less than one year, in 
SditiDii to i above, of supervised evperierrce (residency) in oc- 
ip.itional medical practice in an industrial or medical organiza- 
3 n. This residency shall proxi'de planned instruction, obserx-a- 
3 n and active participation in a comprehensive program of 
eiipational meddne; or a comparable period of experience 
lemed by the Board to be substantially equivalent to such year 
supervised experience. 

3. A period (after internship) of not less than three years, 
addition to 1 and 2 ahox’e, of special training in or teaching 
practice of occupational medicine. 

■5. Limitation of practice to full time teaching, research, or 
■actice of occirpational medicine. 

APPLICATIONS 

Each application for examination must be made on the pre- 
ribed form (which may be obtained from the Secretary), and 
! accompanied by the required documentation and must be 
ed with the Secretary, ordinarily not less than 90 days prior to 
e date of examination. The application must also be ac- 
mipanied by the application fee and two recent, clear, un- 
ounted, autographed photographs of the applicant one of 
hich should be attached to the application and the other un- 
tached. 

FEES 

The fee for application and examination is S90, payable as 
dicated below; additional fees are payable for re-examination, 
rt no additional fee is payable for issuance of a Certificate. 

^P!)lication fee .$15.00. No application will be con- 

aercd unless accompanied by the application fee. The applica- 
m fee is not refundable. 

Eiominotion fee.$73.00. This fee is payable when the 

iplicant is notified of acceptance for e.xamination, and, if paid 
"lor thereto, is not refundable after such notification has been 
ven. 

Xo member of the Board is authorized to gix'e informal opin- 
^ eligibility of candidates. The determination of 

gibility will he made only by the Board after receixing full 
’plication information. Each candidate must comply xxith 
oard regulations in effect at the time the examination is taken 
M also those in effect at tlie time the Certificate (if any) is 
^cd, roadless of when his original application was filed. An 
?P leant declared ineligible for admission to examination may 
e or reopen his application on the basis of nexv or additional 
' '^"ithin hvo years of the filing date of his original 

PP icanon without pax-ment of an additional application fee. 

PP icants xx’ho are declared eligible for examination but xx-ho 
IP ft examination xxithin three years of the date of 

' ing of the application are required to file a nexx’ application 
“ pay a new application fee. 

E-XAMINATIONS 

from time to time and in x-arious 
'”5 upon need as indicated by applications re- 
xwwxxwwtions xx-ih ordinarily he held in connection xxith 


the annual meetings of one or more of the sponsoring societies 
and may also be held at other times and other places so located 
geographically as to minimize travel for the applicants. 

The examination consists of three parts: 

Part 1 consists of a comprehensive xx-ritten examination de¬ 
signed to test the knoxx'ledge of the applicant in the general field 
of prex'entix'e medicine. Part 2 is a comprehensix-e written ex¬ 
amination designed to test the knoxvledge of the applicant in 
the special field in xx’hich he requests certification. Part 3 is an 
oral or practical examination which xxiU usually be held at tlie 
completion of the xvritten examinations. An endeax-or xxiU be 
made to adapt the details of the oral or practical examination to 
each candidate’s experience and practice. The examiners xxrill 
report upon each candidate to the assembled Board, by xx-hich 
the results of the examination xx-ill be considered. 

CERTTFICATION 

Upon satisfactory completion of the examination and proof to 
the satisfaction of the Board that the applicant is eligible for 
certification, a Certificate xxrill be issued to the effect that tlie 
applicant has been found to be possessed of special knoxx'ledge 
in tlie field specified in his application. The Certificate xxrill be 
signed by officers of the Board and wili have its seal affixed. 
Each Certificate remains the property of the Board, but the 
person to xx’hom it is issued is entitled to its possession tmless 
and until it is rex’oked. Any Certificate issued by the Board 
may be revoked if exridence, satisfactory to the Board, is pre¬ 
sented that the applicant xvas not eligible to receive it at the 
time of apph'cation or issuance, or that he misstated, mis¬ 
represented or concealed any pertinent fact, or that his license 
to practice medicine has been suspended or rex'oked, or that 
he has ceased to he engaged in the teaching or practice of the 
specialty in xx’hich he has been certified. The issuance of a Cer¬ 
tificate to any person does not constitute such person a member 
of the Boarti. 

PLEDGE 

Each candidate is required to sign the foUoxxring pledge. 

“I hereby pledge myself to the highest ethical standards in 
the practice of’ the specialty. 

The above requirements for certification are undergoing re¬ 
vision at tlie present time. Communications regarding such re- 
x'isions should be addressed to the Secretary of the American 
Board of Preventive Medicine. 


AMERICAN BOARD OF PROCTOLOGY 

Habrv E. Bacon, President, Philadelphia 

Hyrum R. Reichman, President Elect, Salt Lake City 

A. W. Martin Mamno, Vice President, Brooklym, N. Y. 
Garnet W. Ault, Washington, D. C. 

Frederick B. Campbell, Kansas Citx’, Mo. 

Walter A. Fansler, Minneapolis 
Louis E. Moon, Omaha 
Robert J. Roxx-e, Dallas, Texas 

B. A. Scarborough, San Francisco 

Stuart T. Ross, Secretary, 520 Franklin Ave., 

Garden Citx-, N. Y. 

QUALIFICATIONS AND REQUIREMENTS 

General 

All candidates shall comply xxrith the foUoxxring regulations: 
1. A candidate shall possess moral, ethical and professional 
qualifications acceptable to the Board. 

•2. He shall possess full citizenship in the covmtry where he 
practices. 

3. He shall limit his practice to proctologx-, shall appear 
personally before the Board and shall submit to the required 
e.xaminations. 

4. He shall delix-er to the Board upon request an offidal 
record of patients hospitalized by him during the year prior to 
the date of submission of the application. 

5. He shall submit a bibliography of papers and books pub¬ 
lished by him. 
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ProfcssiamJ Qualifications 

1. He shall be a graduate of a medical school approved by 
the Council on Medical Education and Hospitals of the Amer¬ 
ican Medical Association. 

2. He shall possess a license to practice medicine in the 
counlrs’ of his residence. 

3. He shall have completed an internship, preferably of the 
general rotating tsTic, of not less than 12 months in a hospital 
approved by the Council on Medic.al Education and Hospitals 
of the American Medical Association. 

Special rrojcsnonal Qtialificaiians 


He shall have completed: 

1. Two years of approved general surgical residency and two 
\-ears of approved proctologic resideneyi or 

2. Three years of approved general surgical residency and 
one year of approved proctologic residency hy special arrangc- 
mi'nt with the Bo.ard; or 

3 'I'lnee vears of approved general surgical residency and 
two years of approved proctologic precepfeeship h)' special ar- 
r.ingi'inent with the Hoard; or 

■{, Two re.irs of approved general surgical residency and 
three year.s’ of appro\-ed jiroclologic prcceplccship. 

Ari'lUCATION’S 

Each c.indid.ate for cMUninafion sh.all submit an apphcalion 
lirepared upon the prescribed fonn which may he 
e Seerelars- of the Ro.rrd. It shall contain a record of the 
c ulid.lcs premcdical and medical training, internships, rcsi- 

i'n,„v.r.- a|polnlm™i.. po.ilion,. semcc IP 1 c 

<iivpins.io .11 federal, stale or local government, 

mni'tolilp iP mdical »">• 

1,,. aiPoerapbcd reepnt pliolo- 

be .ictoinp. niLU endorsement from appro- 

ar.,pl,. ..r .l,c f !m U .bail be W p-ilh te 
S'SSiSmSuS; nlin St; pH«r .0 .ho da.o o. cK,„..na.io... 

r.XAMINATlONS 

Ev.u.n.a.io.P 

by the Hoard and are announced m 1 im jounx 

iean .Mcdicad grade on .all cx.aminations. 

Sevenly-fo’c 1 1 - , .j, ^ j, jjy numbers and the 

Evaniinalion pnp.- .s ’j,’, esaminccs. 

examiners do not hnou nrelieiisive written examination 

Part I: This consists o ^VT^^rphvSgv, pathology, 
in the basic sciences, n'cIiKlmg J is held in the 

hneteriology and ■‘-’‘I several cities of the United 

fall of the year .snnuhaneousJj m severa 

Slides. American Hoard of Proctology, candi- 

Upon approval of the Amt ' of the Amcncan 

clale.s who have completed required training m 

Hoard of Surgery and "'ho axe co p ^ 

proctolog>' may not ^ of IhocSogy. 
tioiis of the American • ,^5 ® which is held in the 

Part II: This is „‘-^Sate conducts Ws PTofes^oml 

conmmnily in xvinch discretion of *e Board 

activities. (It may ^ notified by the Secretary.) 

in which case the candidate ^ at a time suitable 

” wStrSndinnd «p™p=<. Tiic 

chides inspection of: 

I . Surgical operations. 

2 Hospital round^ 

J, Kouptol »pd office record,. 

i. Office praciicc. „,„orclicn!ive 'Vtitten 

Part HI: This consists of proctology, and m- 


J.A.M.A., Oct. 5 ,. 

Tile oral portion of the examination is conducted b\ 
of the Board or its designated examiners. An attempt'i/niV,? 
ascertain the candidates knowledge of current 
literature, his knowledge of the basic sciences, ani & !■,>'- 
of his clinical experience and other qualifications. 

FEES 

Application fee; A fee of $25.00 shall accompany the s-i'^ 
0 .- 11100 . “ 

Examination fee: A fee of $150.00 is due and paiahlon}.^ 
the candidate is notified that he has been approved ia (.- 
aiuination. 

No fee shall be returned to the candidate nithoui B®: 
approval. 

All fees shall be made payable to The American Board 
Proctology .and shall be sent to the Secretaw. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOG 

Gcouge N. Raines, President, Washington, D. C. 

Paul I. Yakovlev, Vice-President, Boston 
Hauvey Bartle Jr., Philadelphia 
C. H. Hardin Branch, Salt Lake City 
Henry \V. Brosin, Pittsburgh 
Bussell N. DeJong, Ann Arbor, Mich. 

L. M. Eaton, Rochester, Minn. 

Kno.y H. Finley, San Francisco 
Fuancis M. Forster, YVashington, D. C. 

Francis J. Gerty, Chicago 

William Malamud, Boston 

Daxtd A. Boyd Jr., Secretary-Treasurer 

102-110 Second Ave. S. W., Bochester, Mmn. 


application 

S tes'llmn 90 

ieem desirable and shall xenf) Medic.al Assoda'icf 

he biographical records of tlie ‘ . jq d,e Commits 

w iiicb he stall fonveid A. to w'"* 

„ CredenUek. This Commi.w stall cen^g 

md other IntoemsUon available aod n 1 

S,ether the applicadoo is aeeepted. The ; 

‘■*''d t1’’SaiX’“?''the rmberfil to »>«'• »»«>' 

rn'meMtig held tor ateli certification. 

form of certification 

There shall be separate 
neurology and Lvo certifications 

those quafified Boar^of Directors, 

form RS IS approved by the 

general BEQUIRE^mNTS 

Each application ^ l 5 :Sed ty law to prjet 

(a) He is a physrcian dub 

(d) He has * a speeiata 

psyebiatrj' or neurologj. 
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CLASSES OF APPLICANTS 

Class A 

Applicants who graduated from an approved medical school 
before the foundation of the Board (1934) will not be held 
to the strict interpretation of the published requirements in 
formal graduate training. Under such circumstances the Board 
will consider the training and e.vperience of the applicant and 
decide whether or not he will be admitted to the examinations. 
After Januarx- 1, 1954, for such graduates the Board udll con¬ 
sider ten years of full-time acceptable experience in psychiatry 
or neurologx- in lieu of the formal training requirements. Should 
the candidate tlien apply for supplementary certification, the 
Credentials Committee uill require five years of additional 
acccpt.able experience in the supplementary' field. 

Class B 

.Applicants who graduated from an approved medical school 
after 1934 shall fulfill the following special requirements. 

phofession.xl education 

1. Graduation from a medical school in the United States 
or Canada approved by the Council on Medical Education and 
Hospit.als of the American Medical Association. In the case of 
an applicant whose medical training has been received outside 
the United States and Canada, such training must he satisfactory 
to the aforementioned Council. 

2. Satisfactoiy completion of a year’s internship approved 
by the same Council in General Medicine, General Surgery, 
Pediatrics or a rotating seirice. 

3. The nine-month wartime internship will be accepted as 
an equivalent of one j ear. 

specialized training 

.admission to the examination for certification in psychiatry 
or in neurology requires a total of five calendar years of train¬ 
ing and e.xperience, tliree years of which must be specialized 
training satisfactorily completed in approved training centers, 
plus two years of e.xperience. Admission to the examination for 
certification in both psychiatry and neurology requires a total 
of sLx calendar years of training and experience, five years of 
which must be specialized training satisfactorily completed in 
approved training centers, plus one year of experience. The 
specialized trairung max’ be subdixided into txvo and one-half 
years each in psycliiatry and neurology or three years in one 
subject and txvo years in the other. The required years of ex¬ 
perience should be spent in clinical practice xx-ith major respon- 
sibihty for the care of patients. 

All applicants xx’ho xx’ish to qualify for examination for cer¬ 
tification in psycliiatry or neurolog)' under the regulations re¬ 
nting to training credit and xvho began training on or after 
Jul}' I, 1956, must shoxv that at least 24 months of their resi- 
dcncx' training have been secured in residency training programs 
•ipprox'ed for at least txvo years of residency training in the 
specialty in xvhich they seek certification. 

The training for psychiatrists should include clinical work 
"itli psychoneurotic and psychotic patients, combined xx-ith the 
stiidy of basic psychiatric sciences, medical and social psy- 
chology, psychopathologx', psychotherapy, and the physiological 
tlierapies, including a basic knoxx'ledge of the form, function 
and pertinent pathology of the nerx-ous s)'stem. The training 
should be superx-ised and guided by teachers competent to de- 
xelop skill and understanding in the utilization of such basic 
knoxvledge in dealing xx'ith patients. Mere factual knoxx-ledge is 
not sufficient. This training period should include instruction 
m the psychiatric aspects of general medical and surgical con- 
ditmns and the behax'ior disorders of children and adolescents 
-xuificient to dexelop practical ability' to direct the treatment of 
such conditions. It should also include collaborative xx'ork xx'ith 
social xvorkers, clinical psy'chologists, courts, and other social 
agencies. The training program of tlie candidate for certifica- 
lon in psychiatry should include sufficient training in neurology' 
0 enable him to recognize and to ex’aluate the ex'idences of 
organic neurological disease. 

for neurologists should be based on clinical xvork 
'XT li adulk and children xx'itli neurological disorders, including 

e ne^logical complications of medical and surgical condi- 
lons. Tliis should be combined xx'itli study of the basic 


neurological sciences, neuroanatomy, neurophysiology, neur^ 
pathology, and neuroroentgenology. This training should be 
superxised and guided by' teachers competent to dex elop skill 
and understanding in the utilization of such basic knoxx’ledge 
in dealing xx-ith patients. Mere factual knoxx-ledge is not suffi¬ 
cient. This training should include sufficient training in psy'- 
chiatry’ to enable the candidate to recognize and ex-aluate the 
common psychiatric reactions. 

The Board offers the foregoing bx-o paragraphs as an outline 
of desirable training. If, howex-er, the candidate has ex-idence 
of equix-alent qualifications of training and experience not in 
the pattern here formulated, this ex-idence xx-ith appropriate 
documentary' support may- be included in his application for 
ex-aluation and possible approx-al by the Board. 

Candidates seeking certification in both neurology- and psy’- 
chiatry-, or supplementary’ certification in one after being cer¬ 
tified in the otlier, must submit ex-idence satisfactory- to the 
Board of an additional hvo x-ears of full-time basic training in 
the supplementary- specialty-. 

Thus, no candidate is eligible for examination by’ the Board 
until he has completed at least fix’e y-ears of special training 
and experience in neurology’ or in psychiatry- for a single cer¬ 
tificate, or at least six years of special training and e.xperience 
in neurology’ and psx-chiatry’ for certification in both neurology 
and psychiatry-. 

The Board xx-ill give not more than six months of credit for 
not less than six months of training in an approx-ed training 
center for Internal Medicine or Pediatrics in lieu of six montlis 
of e.\perience to candidates for the certificate in psy-chiatry 
or neurology-, but not to candidates for certification in both 
psy-chiatry’ and neurology-. 

The Board xx-ill give credit for one year of training in Child 
Psy-chiatry- proxiding it is the third year of the required three 
y-ears of special training required by the Board and prox-iding 
it is taken in a center approved by this Board for training in 
Child Psy-chiatry. After July 1, 1956, training credit for xvork 
in tile field of Child Psychiatry- may be gained only by- participa¬ 
tion in a hospital residency training program that is regularly 
approx-ed. After that date, all independent training approval of 
psychiatric ch'nics for children is discontinued. 

TRAININC IN THE .ARMED FORCES 

Training and e.xperience credit toxx-ard requirements for exam¬ 
ination xxill be granted for military duty- in the Korean emer¬ 
gency- under certain conditions. Tliis policy- relates to actix-e 
military medical duty- since July- 1, 1930. One year of training 
credit xx-ill be granted for one year spent in full-time psy-chi- 
atric and/or neurological duties. Additional training credit xxill 
be granted for that amount of time spent in approx-ed training 
programs. E.xperience credit xxill be granted for any- remaining 
time spent in full-time psx-chiatiic and/or neurological assign¬ 
ments. Double credit xxill not be granted for any single period 
of time. 

For military duty after January 1,1934, only experience credit 
xxill be granted for full-time psychiatric and/or neurologic 
duties. Training credit xxill be granted for residency assign¬ 
ments in regularly- approx-ed training program. 

EXAMINATIONS 

Dates and places of e.xaminations shall be set by the Board at 
its discretion and shall be announced in The Journal of the 
American Medical Association, in the American Journal of Psy-- 
chiaba’, in Journal of Nervous and Mental Diseases, and in the 
A. M. A. Archives of Neurology and Psychiatry. 

Though the purpose of the e.x-amination is to test the com¬ 
petence of the candidate in psy-chiatry- or neurology or both, it 
must not be forgotten that both these medical disciplines con¬ 
stitute part of the broad field of general medicine. The Board 
requires some proficiency in neurology- on the part of those it 
Mrtifies in psy-chiatry- and vice x-ersa, but examines the candi¬ 
date in accordance xxith the certificate he seeks. The exam- 
inations xxill be of such type that no adequately trained person 
xxill fad, and yet they, will be sufficiently- searching so that the 
speciahst in fact may- be separated from the specialist in name. 
The practical examination xxill include the examination of pa¬ 
tients under the supervision of the examiner. The manner of 
e.xamining patients, and the reasoning and deductions therefrom, 
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will constitute sin iiuporlant part of the examination. Oral anti 
practical examinations will be gix’cn in Vbc basic sciences xvith 
special regard to their clinical implications. Written e.xaminations 
may be given at tlic discretion of tbe Board. The examination 
for certification in p.sychialry will differ from the examination 
for certification in neurology. 

rnr.s 

The candidate upon filing his application .shall accompany it 
with an application fee of $50.00, xx'hich is not returnable. If a 
preliminarj' xvritten examination has been decreed, an additional 
$25.00 fee xvill be rerpiired at the time of the applicant s ac¬ 
ceptance. ^^'hen notified by the Secretary that he is accepted for 
tbe oral and practical examination, the candidate shall send to 
the Secrcteary an examination fee of $75.00. A candidate who 
has been certified in cither psychiatry or neurology and xvho 
has been admitted to supplemental^’ examination for the other 
certificate shall pay an additional examination fee of $75.00. 

Anv candidate xvho finds himself unable to attend an cx.ini- 
iuation to which he has been admitted and does not notify tbe 
Secretary at least three (3) monliis before the date of the 
examin;iiion xvill forfeit his examination fee. Any candidate xvho 
fails to appe.ir for examination xvithin a period of three (3) 
ye.iTs folloxving the date of notification of eligibility for exam¬ 
ination -sh.all lie required to submit a new application .and p.iv 
the attendant fee. If a candidate dies before his certificate is 
issued, all fe es xvill be returned to his estate. 
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Donau) S. Ciin-ns. President. Syracuse. N. Y. 

B. P. WinxixNN, Vice-President, Philadelphia 
jAxtiV. W. J. C.xni'r.snr.n, Tre.isnrcr. Chicago 
Rom-.UT P. IlAimr.s, Philadelphia 
Jons- D. Camp. Los Angeles 

E. L. JnsKtssov, Chicago 
Thai-xn LiX'ctiTiA. Detroit, Mich. 

F, W. O'BmiiN, Boston ^ 
l^ouci.xs Quick, New I orb 
Li:o G. Rir.ixn. Minneapolis 
Lxunnscr; L. RonniNs, Boston 

n«i.. 

ester, Minn. 

CCUTIFICATHS 

A certificate g'^‘'^ed by qll^irdons'^plbi 

nyrrriic^n^e to"ir.;ctiec rfdioiogy. Certificates of the board 
shall be issued in one of ^‘^[dne which deals with the 

dcais with the diagnostic app ^ of radiology xvhich 

.vHl. te .fccllcal ■“ .'Setetors. , 

radiohotopcs mrelc.ir f tliat branch of 

ralinSK- 

, „ , p;,„nc.,- that branch ot radtoloeic.il 

,,.?;i"tSiSMS»tnpcs, nuclear reaction, and 

narticle accelerators. 

cuKunAU nuQmnKMnKXS a.. ,, 

Each applicant shall be required to present evi e 
has met tbe folloxving . ^t^^aing in the profession. 

1. Saihlocior, niora ^ „r cnnn«. in 

2. A license to pracncc 

xvhich he resides. ^ „ .necialist in radiology or one 

3. Holds hin’selt out to be . P practice 

„r it* hranchcr » ji“. 

of radiology or one of its bran 


J.A.M.A., Oci. 5^ J95. 

4. lie is a citizen of the United States or Canada, K mi 
date from another country must be a permanent resident of tlu> 
country and a citizen thereof. 

PROFESSIONAL EDUCATION 

1. Graduation from a medical school recognized by the Cnun 
cil on Medical Education and Hospitals of the American Med¬ 
ical Association. 

2. Completion of an internship of not less than one year mj 
hospital approved by the same Council. After completion of ife 
internship, there shall be a period of special training (length 0! 
time as indicated below) in an approved Department of Ridi- 
ology. 

Radiohgy: Those beginning their training before July 1,193fi 
must have three years’ fonnal residency training in an appioicd 
Department of Radiology. 

Those beginning tiieir training on July 1, 1956, or lliercilter 
must have three year.s’ fonnal residency training in an appioxcd 
Department of Radiology plus an additional year of either fur¬ 
ther training or practice. The three year training period mmt 
include the equivalent of six months (total) in Palhologi-and 
Isotopes. 

Tiiose beginning their training on July 1, 19 d 6, or thereaUer 
will be required to take a written examination in Physics (in 
chiding Phvsics of Isotopes) and Pathology at the corripktm 
of their foiinal tr.iining. Acceptance for tlie oral examination is 
contingent upon passing the written examination. (The xmtten 
examination in the above two mentioned phases of Radiotogs 

will abolish the oral). , . . ,1. • „r,„ 

Diaaiwslic Rociitgcnofogi/; Those beginning their training W- 
forc Tiilv 1, 1956, must have two and one-half yeare iomul 
rcsidenc'v training in an approved Department of Radiolo^. 
The equivalent of six months of this time must have been de- 

'’°Those beginning their training on July 1,1956. must liaie nm 
and one-half vears’ formal residency training m an app m j 
Department of Radiology’ (the equivalent of S''’ 
xvhfch rime must have been devoted to Pathdogj’) plus an add,- 
tional year of either further training or Prachce 

Those becinning their training on July 1, 19o0. or “>®reai 

tinned phases of Radiology- xviU or thereafter 

Those beginning their trnimng raining in 

xvill be required to take g first rear of rrluch 

.m approved Department of «gd Basa 

must be spent in basic trammg ^ clinical tiain- 

Radiological Techniques) ,dditona) year of 

i„g. They- xvill also be required to also 

either further training or practice. ( „r,r^nh') 

required for these candidates, ^ee above par.g .^ )^ 

Thcrnpcutic EndioJogy: Those re.- 

July 1. 1956, must have aiology. J- 

" 

'liS Win. Iirt 

tivo and one-lialf years n™' gqyivalent of sK inonlln o 
W“' 1“ Sn tootX ■* 

o.«i» 

iviu'hrrSre™’'" '‘■'''n * ,'"‘5 

contingent upon passing ^ plmses of RadiJ.- 

“of t'TVhvStf I O OP- »<> 

dates.) 
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Those applnng for Therapeutic Radiolog>' alone must show 
c\idence of personal experience in the use of intracax-itarj- and 
interstitial radium or equivalent sources, as well as proBcieno' 
in Roentgen Tlierapy. 

Prior to July 1, 1960, those candidates desiring to be certihed 
in either Radiologx' or Therapeutic Radiolog}-, will be urged to 
lake an examination in Nuclear Medicine. 

Those candidates previously certified in Roentgenolog}- de¬ 
siring to complete their certificate in Radioing}- (including 
Xiiclear Medicine) xxall be required to have the equivalent of 
six montlis' full-time radium and isotope training in an ap¬ 
proved Department of Radiolog}-. 

Prior to July 1, 1960, those candidates who have been pre¬ 
viously certified in Roentgenology and who do not desire to be 
examined in Nuclear Medicine must have the equivalent of 
three months’ full time radium training in an approved Depart¬ 
ment of Radiolog}-. 

EXAMINATIONS 

Usually tivo examinations are held each year. At present, 
examinations are practical and oral, although written exam- 
inafions are to be added as noted abox-e. The examinations are 
designed to test the candidate’s fitness to practice radiology or 
one of its branches as a specialty. 

The examination consists of tests in film interpretation and an 
oral examination in patholog}-, physiolog}-, radiophysics, and 
radiobiolog}-, as xx-ell as the cfinical application of roentgen rays, 
radium, and radioactive isotopes. The applicant is also examined 
in “professional adaptability,” in an attempt to ascertain his at¬ 
titude toxx-ard his felloxv practitioners and his patients. 


AMERICAN BOARD OF SURGERY 

Gustaf E. Lindskoc, Chairman, New Haven, Conn. 

Fbank Glenn, Vice-Chairman, Nexv York 

Cletus W. Schxxxcman, Associate Secretar}-, Philadelphia 

John J. McKeown Jr., Assistant Secretary, Philadelphia 

WiLUAXi A. ALTE.MEIEB, Cincinnati 

Joel IV. Baker, Seattle 

Hoxx-abd H. Bradshaxx', Winston-Salem, N. C. 

Olix-er Cope, Boston 
Michael E. De Bakey, Houston, Texas 
J. Enclebert Dunphy, Boston 
WiLLUxi K. Lix-incston, Portland, Ore. 

WiLu.Axi P. Loxgmire Jr., Los Angeles 
Wal-ter G. Maddock, Chicago 
Carleton Ma-thexx-son Jr., San Francisco 
H. William Scott Jr., Nashxille, Tenn. 

Harris B. Shumacher Jr., Indianapolis 
William H. Snx-der Jr., Los Angeles 
Robert M. Zoluncer, Columbus, Ohio 
JoiLs- B. Flick, Secretar}--Treasurer, 225 S. 15th St., Phil¬ 
adelphia, Pa. 

ceneilal qualifications 

An ethical standing in the profession and a moral status in the 
communit}- xvhich are satisfactory to the Board. 

Engagement in the practice of surgeiy. 


preliminary -training 

Graduation from an approx-ed medical school in the United 
States or Canada or from medical schools acceptable to the 
Bo.ird in other countries. 

Completion of an internship (straight or rotating) of not less 
man one year in a hospital approx-ed by the Council on Medical 
Education and Hospitals of the American Medical Association 
(ir its equivalent in the opinion of the Board. 


SPECIAL -training 

Tlic American Board of Surgery is guided by the ex-aluation 
ot residency training programs made by tlie Conference Com- 
uiittee on Graduate Training in Surgerx- and does not itself con¬ 
duct such surx-eys. 

Yhe Board interprets the term “general surgery” in a com¬ 
prehensive rnanner and e.\-pects candidates to hax-e knoxx-ledge of 
le basic principles applied in the treatment of fractures, head 
uijimes, or other forms of trauma, and of the more common 
procedures in plastic, g}-necologic, orthopedic, neurologic, tho¬ 
racic and urologic surger}-. 


BASIC sciences 

It is fundamental to the concept of an approx-ed residenc} in 
general surgery that the program provide for properly organ¬ 
ized, integrated, and progressix-ely graded clinical training in 
this specialtx’. TTiis presupposes a continuity of climeal experi¬ 
ence under the superx-ision of the surgical staff of the hospital 
or hospitals in xx-hich such training is conducted. Accordingly, 
xx-hile recognizing the x'alue of formal courses in the study of 
surgery- and the basic sciences at approx-ed graduate schools 
of medicine, the Board xxill not accept these courses ^ part 
of a three or four-year residency program in lieu of climeal ex¬ 
perience. Furthermore, the integration of basic sciences, par¬ 
ticularly pathology, xx-ith clinical training is considered superior 
to formal courses in these subjects. 

SENIOR YE.AB 

The most important single factor in the dex-elopment of a 
surgeon is the opportunity- under guidance and superx-ision to 
groxx- by progressix-e and succeeding stages to the stature of 
complete responsibility- for the surgical care of patients. Major 
operatix-e e.xperience and senior responsibility- are essential 
parts of surgical education and training. For this reason the 
Board cannot accept for examination candidates xx-ho hax-e not 
had such e.\perience in general surgery, regardless of the num¬ 
ber of years in training. 

Since a majority- of residency training programs do not pro¬ 
vide a sufficient accretion of operative e.xperience and personal 
responsibility- until the completion of the senior or final year, the 
Board requires that the candidate hax-e had this senior y-ear in 
order to become eh'gible for e.xamination. Because it is rec¬ 
ognized that some fle.xibilitx- and well-considered experimenta¬ 
tion are essential to progress in surgical, as xx-eU as other forms 
of education, the Examination Committee of the Board is pre¬ 
pared to give individual consideration to applicants xx-hose train¬ 
ing in general appears adequate although it may- not meet all 
of the following specified requirements. 

Requirements for examination are subject to change and in 
each case are as published in tlie Board’s most recent Booklet of 
Information at the time application is submitted. 

TYPES OF programs 

The requirements for examination may- be fulfilled by- either 
of txx-o programs. These are considered to be minimal in attain¬ 
ing the purposes of the Board and do not preclude additional 
desirable educational experiences xvhich may- strengthen the in¬ 
dividual residency- training program. 

The Board max-, at its discretion, require that a member of 
the Board, or other designated diplomate, obserx-e and report 
upon the cfinical performance of the candidate before consider¬ 
ing his eligibility- for examination or certification. 

The Board reserx-es the right to require a candidate to submit 
a list of the operative procedures performed by him during his 
training period. 

Group I Program 

Completion of a graded residency- in general surgerx- of at 
least four y-ears’ duration, including the senior y-ear, in an insti¬ 
tution or institutions acceptable to the Board and approx-ed for 
four years of training by- the Conference Committee on Gradu¬ 
ate Training in Surgeiy- is required. 

An approved four-year residency may include a research proj¬ 
ect or an assignment to a basic science department such as 
patliology-, physiology-, or anatomy, provided this is an integral 
part of the program. 

The Board accepts training of not more than one year’s dura¬ 
tion in “affiliate hospitals” as part of its basic formal educational 
requirements. Such “affiliate hospital” training must have been 
part of the graded residency- program of an institution approx-ed 
for four y-ears by- the Conference Committee. The senior y-ear 
must hax-e been spent in the parent institution holding the ap- 
prox-al of the conference Committee, except in those instances 
where the senior year in the “affiliate hospital” is, in the opinion 
of the Examination Committee of the Board, equix-alent in train¬ 
ing value to the senior y-ear in tlie parent institution and is un¬ 
der the same superx-ision. 

The candidate xx-ho completes only- four years of an approx-ed 
program designed for more than four years, and = not 

have the senior or final year of the resii 
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miiS' Th,’’ri"' I’y 11'^- ENa,ni,iation Coni- 

fi„, V Coinmittee can recommend acceptance of the candi- 
d e for exmmnation in Group I or Group II, provded "he 
o adence md.cates the candidate l.as ).nd adequate operative 

of si'n k? ‘-■‘•■'•tified by the Chief 

Ej-fid^'cy credit will he granted for surgical internship to a 
candidate who has completed a prior year of acceptable intern- 
•slnp when the surgical internship is part of a graded ,program 
approved for four years by the Conference Committee. 


Group U Pwprmu 

C.omplelion of a graded residency in general surgery of at 
least three years’ duration, including the senior year, in an in- 
■stilution or institutions acceirtable to the Board and approved 
for .at least throe years of training by the Conference Committee 
on Graduate Training in Surgerj- is the basic requirement. 

Besideney credit will not be granted for separate periods of 
time devoted exclusively to research or a prcclinical discipline 
although the day to day integration of these di.sciplines with 
clinical surgery is highly desirable. The program must have in¬ 
cluded three years of clinical siirgeiy- and the final year must 
lane been spent in the capacity of senior or chief resident in 
general surgery. 

Two additional years of training beyond the three years of 
residency to complete a total of five are necessaiy to meet the 
requirements for examination. These may include: 

(a) Practice of surgerj- under acceptable supervision (pre- 
ceptorship). By "acceptable superx'ision” is meant an arrange¬ 
ment with a preceptor acceptable to the Board who should 
infonn the Board in writing of his willingness to a.ssume re¬ 
sponsibility for the candidate’s further training. Before the 
candidate’s eligibility for examination can be considered, he will 
be reipiired to submit to tlie Board a list of the operative pro- 
tvdnrcs performed b\' him during the period of supervi.scd prac¬ 
tice, and the jireceptor will he requested to vouch for the can¬ 
didate’s integrity, surgical judgment, and technical skill. The 
acceptance of snjiervised practice in fulfillment of part of the 
Board’s requirements will be contingent upon the candidate’s 
having had adequate clinical opportunities to fortify residency 
training and considerable responsibility in the care of jratients, 
including the performance of maj’or operative procedures under 
suiicrx'ision. 

(b) 'riie study of surgerx- and the basic sciences in an ap- 
jrrovi'd graduate school of medicine on a full-time basis and for 
a consecutive period of not less than nine months, or one .school 
rear. Training credit in excess of twelve months will not be 
granted in this category. 

If provision has been made to study a single basic science 
such as pathology, physiology, or anatomy, up to six months’ 
credit may be granted for such study. 

Credit may be granted for a maximum of twelve months .spent 
in full time surgical research under a responsible investigator 
who is acceptable to the Board. A candidate may not claim 
credit for both graduate study and research years. 

(c) Eurther acceptable surgical residency or fellowship train¬ 
ing, either in general surgery or in a recognized .surgical spe¬ 
cialty. 

Credit as outlined above under (a), (b), and (c) will be 
applicable only toward tlie two years of training which Group II 
candidates must complete in addition to three years of approved 
residency in general surgery. It will not be considered as resi¬ 
dency credit. 


MILITAin- CUEDIT 

Credit not to exceed one year may be granted to those candi¬ 
dates who have served in military hospitals other than those 
apirrox-ed for residency training, provided that the candidate lias 
had a satisfactorv surgical assignment with adequate and diver¬ 
sified clinical material and provided further that his xvork m 
'surgery is carried out under the sujrervision of a surgeon ac¬ 
ceptable to the Board. Any such credit will be considered pre- 
ceptorship credit toward Group II requirements and not basic 
residency credit. 
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The Board requires prior to issuance of a certified. 
didates have a valid license to practice in the nation ot w”""' 
nent residence except in those situations in the UnSed Sw""" 
Canada in which a license to practice is not required 5'' 
the practice of surgeiy' by commissioned officer? in the A^' 
Navy or Public Health Services of these counWeV 


hequiuements for foreign born 

AND FOREIGN TRAINED CANDIDATES 


of TT T requirements as citizem 

of the United States or Canada. The Examination Conimitto. 
may, however, in individual instances, grant credit for foreizn 
training. *>" 


APPLICATIONS 


Pro.spective candidates for examination by the Board .slioiild 
carefully read the Board’s requirements. If, after becomin" 
familiar uath the requirements, a candidate needs advice about 
his training, or believes he has completed the requirements be 
should submit a brief chronological outline of his training,’in' 
chiding precise dates, using the Evaluation Fonn whicli wifi be 
furnished on request. 

Application for Examination fomis are not forwarded until 
candidates are within several months of completing their twin¬ 
ing and appear to liave met all otJier requireiiients of the Board. 

Applications should be returned to the Board’s office by 
December 1 for candidates desiring admission to the Part I cv- 
amination in March, or by July 1 for admission to the Part I 
examination in October. 

The Board’s acceptance of candidates for examination is 
based not only upon an evaluation of their training, but also 
upon information available to the Board concerning their pro¬ 
fessional ability as surgeons and their ethical standing. 

Candidates are notified of their eligibility for the Part 1 
examination ,ns soon as their applications have been approved, 
and are sent a list of examination centers from whieli to choose. 
Candidates are not eligible for the Part II examination until 
they Iiax'e made a pas.sing grade in Part I. 


E.\'AMINAT10N 

The qualifying examination is divided into Part I (wrilten! 
and Part 11 (oral). In both of these a knowledge of the prac¬ 
tical application of the sciences fundamental to surgery is re¬ 
quired. 

Pari I 

The examination is given simultaneously in as many center; 
throughout the United States as the Board may determine mit- 
able for the purpose and in certain military centers ^abroad. It 
will be held on tbe last Wednesday of October, 1957, .Mareb, 
195S. and October. 1958. Thereafter the Part I examination will 
be lield only’ once a year in the late Fall, at a time to be an- 

The Part 1 examination is of the objective, multiple-cboicv 
tvpe, and is administered during a half-day session. 
ination is designed to cover general surgical problems mclufl^ 
the application of the basic sciences of surgery to these P 
lems. Questions are of various types, and are based up 
analysis of case histories, cause and effect • 

other pertinent situations. The examinations are ■ 

members of the Board with the technical assistance of the 
cational Testing Service. 

Part n 

E,xaminations are held in ten different 

States each year from September /“"V^fi^fed’diplora^'f- 
conducted by members of the Board and selecte P 

acting as guest examiners. nrnrticnl and rt'qa'ra' 

Tlie Part II examination is oral and prachca 
tlie candidate’s presence for one day. Candidatesp, 
in clinical surgery', including ‘^'^^nosis, - -g plnsiob?!' 

tients, and the application of LWn,s. In p.ithoh 

biochemistry, and bacteriology to f ji^e.ase pro^' 

ogy', emphasis is placed on an understanjng ot^n 
esses and their clinical ^nipkcations, as x - interpretation c* 
tion of gross and microscopic lesions. The mterp 
roentgenograms also may be included. 
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The examination in basic sciences is integrated with clinical 
surgerx- and is not given separately. 

FEES 


The fee for e.vamination is $175 payable as follows: $25 for 
registration, $75 for Part I and $75 for Part H. 

The Board is a nonprofit organization. All fees will be used, 
after a reasonable amount is set aside for necessary e.xpenses, to 
aid in improving existing opportunities for tbe training of sur¬ 
geons. The members of the Board, e.xcept the Secretary-Treas¬ 
urer, serve without remuneration. 


CERTIFICATIOK IK THORACIC SURGERY 

Diplomates of the American Board of Surgery wishing to 
become certified in thoracic surgery are advised to communi¬ 
cate with the Secretarx- of the Board of Thoracic Surgery, 
William M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. This 
Bo.ird is an aSiliate of the American Board of Surgery. 


BOABD OF THORACIC SURGERY 
(An affiliate of the American Board of Surgery) 

WiLLiA.M E. Adams, Chairman, Chicago 
John C. Jones, ^'ice Chairman, Los Angeles 
0. Theron Cuadett, Rochester, Minn. 

Joseph IV. Gai.e. Madison, Wis. 

Jw-iAN Johns in, Pliiladelphia 
Edward M. Kent, Pittsburgh 
Paul C. Samson, Oakland, Calif. 

Robert H. Wixie, NLw York 
Wm. M. TtrrTLE, Secretary-Treasurer 
1151 Taylor Ave., Detroit 2, Mich. 

For current requirements for certification, communications 
should be addressed to the Secretary of the Board of Thoracic 
Surger>’. 


A.MERICAN BOARD OF UROLOGY 

Edgar Burns, President, NLw Orleans 
Grayson Carroll, Vice-President, St. Louis 
Thomas D. Moore. Memphis, Tenn. 

Rubin H. Flocks, Iowa Citj' 

Donald A. Ch.arnock, Los Angeles 
William P. Herbst, Washington, D. C. 

Frank C. Hamm, Brooklyn, N. Y. 

Wyland F. Leadbetter, Boston 

WiLLUM Niles Wishard Jr., Secretarx'-Treasurer, Indianapo¬ 
lis 

Mrs. Ruby L. Griggs, Executive Secretary, 30 Westwood 
Rd., Minneapolis 26, Minn. 

REQUIREMENTS 

A. Application for certification must be made on a special 
form. This xxill be proxided by the secretary’ and must be re¬ 
lumed to him accompanied by other required data and creden¬ 
tials and by S50 of the examination fee. 

B. The applicant must have graduated from a medical school 
of the United States or Canada recognized by the Council on 
Medical Education and Hospitals of the American Medical As¬ 
sociation and must have completed an internship of not less than 
one y_ar in a hospital approved by the same council. 

Requirements of graduates of foreign medical schools shall 
confonn to and be similar to the requirements as demanded of 
'e applicants for the accepted medical schools in the United 
tatK and Canada. Such applications will be considered by tbe 
tull board on indixidual merits. 

, “PPlinunt must establish in a manner satisfactory' to 

us Board that he is a physician duly licensed by law to prac- 
“"d that he is of high ethical and professional 

applicant must establish that he has receix’ed special 
graduate training as follows in tliis order: 

•An approved internship of at least one year. 
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2. One year in the basic sciences or clinical studies bartc to 
Urology; or one year residency in general surgery or mtema 
medicine. 

3. An approved graduated three-year residency in Urology, 
leading to competency in all its phases. 

E. Applicant must have an additional period of not kss than 
two years in the practice of Urology in the city of his otbee 
or place of practice. 

F. The applicant must assure the Board that he is engaged 
in the full time practice of Urology. 

FEE 

The examination fee is $150. Fifty’ dollars must accompany 
the application. One hundred dollars must be paid xxhen the 
application has been processed. Neither fee is returnable. 

Applications for certification shall be examined by the creden¬ 
tials committee and reviexved by the board. MTien addirional 
data are required to complete the application, these xxill be 
requested by the secretary'. 

requirements for CEKTlFlC.VnON 

The requirements for certification include: ex’idence of hos¬ 
pital practice including the presentation of report of 2o repre- 
sentafix’e (not necessarily consecutive) major urologic case> 
from practice, xx’hich must contain all items essential for diagno¬ 
sis, therapy, prognosis, results of treatment, etc; a written exam¬ 
ination; pathology and oral clinical examinations.- 

A. Evidences of Hospital Practice and Case Reports; 

An index, in consecutix e order, of all major and minor uro¬ 
logic surgery (including endoscopy) done during the last txx’o 
years of practice must be presented. This index must be x’erified 
by the various hospital administrators. 

The candidate must present 25 records of major urologic cases 
completed since the candidate’s residency training xxith hos¬ 
pitals, names, (or initials) and record numbers in which the 
candidate has had complete charge, responsibility and activity 
in all phases of the patient's care. These reports must be type¬ 
written on 8)i by 11 paper and in duplicate, but need not be on 
any special form. Please file the duplicate in your own office. 
This second copy xx’ill be called for xx’hen and if it is needed. 

Complete index lists must accompany the reports. If they are 
obtained from more than one hospital a separate index list of 
each group should be proxided. These lists must state the op¬ 
erator’s name at tlie head of each page, the name' (or initials) 
of the patient, the hospital number, and the name and date of 
operation. Statements from the administrators of the hospitals 
attesting that the candidate xx’as the operator must be included. 

The applicant must personally prepare the case reports, re¬ 
membering that they are documentary’ exidence of his ability 
and that the material in them and the manner of presentation 
are important exidences of his competence as an urologist. 

The case reports must be receix’cd on or before September 1. 

B. Written Examination: The w-ritten examination is de¬ 
signed to test the candidate’s preparation in and his knoxx’ledge 
of the whole field of urology, including the subjects; clinical 
urology, pathology, anatomy, physiology', embryology, bacteri¬ 
ology. physiological chemistry, and endocrinology. These may 
be held on certain dates simultaneously in different parts of the 
country at places conx-enient for candidates. 

C. Pathology: The examination in pathology xx-ill consist of 
the identification of gross specimens and of sections of Bssiie 
observed through the microscope. It xx’ill be held at the time of 
the oral examination. 

D. Oral-Clinical Examination: This will consist of discussions 
of urologic problems. The subjects forming the basis of this ex¬ 
amination are urography; diseases of the genital organs, includ¬ 
ing the prostate and each portion of the urinary tract and the 
adrenals. It will ascertain the candidate’s familiarity xxith recent 
literature, the breadth of liis clinical experience, and his gen¬ 
eral qualifications for practice of urology. 

The professional adaptability of each candidate w’ill be in- 
v^gated in an attempt to determine his ethical conduct and 
his attitude toward his patients and fellow practitioners. 
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EDITORIALS 

Even more meaningful tl)an dollars of expendi- 
Unc arc the percentages of personal consumer 
expenditures devoted to these different items. Tlie 
1956 percentage for all medical care items was 4 5 
as compared with 4.4% in 1955. The actual pro¬ 
portion for physicians’ services alone was 1.2 in 
both years, whereas there was an increase from 1.2 
to 1.3% for hospital services. Within the medical 
care field these expenditures can be better com¬ 
pared by treating the total expenditures for all 
medical care as 100 cents, the medical care dollar. 
Tlie proportion of the medical care dollar being 
paid to pln'sicians has declined steadily from 1929, 
njien it was 32.7 cents, to 27.2 cents in 1955 and 
2/.0 cents in 1956. On the other hand, the propor¬ 
tion of the medical care dollar spent for hospital 
services has climbed rapidly from 13.7 cents in 1929 
to 27.7 cents in 1955, and to 2S.5 cents in 1956. 
Likewise, the dentists’ share has steadily declined 
o\'cr this same interval of time. 

So the general conclusion as regards the propor¬ 
tion of the so-called consumer budget going for 
medical care is that the hospitals’ share has been 
steadily rising until it was actually the largest share 
in both 1955 and 1956 and the physicians’ share 
and the dentists’ share have been steadily declining. 
During this period of time, medical progress has 
occun'od at an o.vcecdingl}' rapid late and the im¬ 
provements in the care of patients could scarcely 
have been achieved without some increase in the 
proportion of the consumer’s dollar going for hos¬ 
pital services. 

Wage Shore for Medical Care.—For employees 
of industrial establishments who think in terms of 
weekly wages this story of the relationship of in¬ 
flation to medical care can be presented in still 
anotber manner, the fourth comparison. Suppose 
that a physician’s fee for a dozen office visits or a 
dozen house visits would have cost an entire week’s 
wages before World War II. The important ques¬ 
tion to the wage earner is whether the same amount 
of medical service wovdd cost more than a week s 
wages today or less than a week s wages. Foi 
physicians’ fees the answer for 1956 is 48% of a 
week’s wages and 61% for an obstetric case. The 
same number of days in a hospital which would 
ha\'e cost a full week’s wages in 1935 to 1939 would 
have cost 99% of a week’s wages in 1956. Since 
such comparisons do not make allowances for the 
great increase in taxation, particularly in the taxes 
deducted from the weekly pay envelope, the 
standard of comparison here might be considered 
on a basis of the entire Consumer Price Index- 
say, a “market basket” containing the proper num- 
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be,- of units of each of the items, which are prl«i 
m the developnient of the Consumer Price We, 
Diat standard of comparison for 1956 was 54 ratlier 
a,an 100% and thop itenrs which required 
than 54% of a weeks wages may be considered as 
having been less favorable in the cost to the con¬ 
sumer. 


Physicians’ Incomes.—Turning now to tlie physi¬ 
cian rather than the patient for the fifth comparison, 
we find that according to the U. S. Department of 
Commerce the average level of physicians’ incomes 
in the United States was 1227o higher in 1951 tlian 
in 1929. The average level of incomes of all gain¬ 
fully employed was 125% higher. Thus during a 
much longer period of time the incomes of physi¬ 
cians and the incomes of all gainfully employed 
people have moved up at about tlie same pace. The 
United States Department of Commerce does not 
regard the studies it made of the incomes of physi¬ 
cians immediately before World War II as suffi¬ 
ciently detailed and comprehensive to provide a 
standard of comparison with the present levels. 
But that agency has made estimates for tlie years 
since 1951 and these, like the data for 1929 and 
1951, show that this trend is continuing. 

Other and more detailed comparisons could he 
made, but these five historical comparisons of the 
extent of inflation in the medical care sector of our 
national economy indicate that this sector has per¬ 
formed reasonably well for tire consumer. Many 
citizens are becoming worried about the extent of 
inflation. As citizens, physicians should not be con¬ 
tent to rest on their oars but should participate in 
discussions in their communities on ways and means 
to stem this dangerous inflationary tide. 

Some community leaders are already suggesting 
buyers’ strikes like those of 1919; others are urging 
local groups to petition the federal government to 
curtail spending. But if these and other attempts 
fail and inflation continues, it behooves tlie mem¬ 
bers of tlie medical profession to continue their 
efforts to moderate the ravages of inflation in the 
medical care sector. 


DIRECTORY OF APPROVED INTERNSHIPS 
AND RESIDENCIES 

This issue of The Journal contains tlie Director)' 
of Approved Internships and Residencies togetier 
with basic information concerning the approve 
examining boards in medical specialties as com¬ 
piled by the staff of the Council on Medica Ecli < 
tion and Hospitals. It includes statistical clat, . 
other specific information on all hospita s rec 
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mended by the Internship Re\de\v Committee for 
Council approval, and those approved by the Resi¬ 
dency Review and Conference Committees for resi¬ 
dency and fellowship education and training. Every' 
effort is made to present this annually revised in¬ 
formation so that it will be current and of value 
to medical students, interns, residents, physicians 
conducting such programs, hospital administrators, 
specialty board personnel, and others who may 
utilize it for reference. The directory' represents a 
ser\’ice function of the American Medical Associa¬ 
tion specifically concerned with the increasingly im¬ 
portant field of graduate medical education and 
training. The Council is deeply grateful to the hos¬ 
pital staff personnel and administrators, to the offi¬ 
cers of the specialty' boards, and to other organ¬ 
izations whose cooperation and assistance has made 
possible tliis publication. 

It is of interest to note that 852 hospitals offered 
a total of 11,895 intern positions for tire year be¬ 
ginning July 1, 1956. Although this represents 15 
fewer hospitals tlian were approved in the preced¬ 
ing year, it represents an increase of 279 positions 
available. In 1956 there were 6,845 graduates from 
approved medical schools in the United States. 
However, during the same year, 9,893 ( 83%) of the 
internship positions were filled, which indicates tliat 
over 3,000 were occupied by graduates of foreign 
medical schools or American graduates taking more 
than a single year of internship. There continues 
to be a trend for the larger teaching hospitals to 
have a liigher percentage of internships occupied. 
Hospitals in the United States territories and pos¬ 
sessions again showed the highest percentage of 
filled positions (97%), and the New England area 
had the highest intem-occupancy rate for the con¬ 
tinental United States (89%). 

In the area of graduate medical education repre¬ 
sented by residencies, there were 5,134 approved 
separate training programs offering 28,538 appoint¬ 
ments, of which 11,950 were at first-year level. These 
residency training programs were offered by 1,199 
hospitals in which 81% of the available positions 
were filled. The seven specialties of surgery', internal 
medicine, patliology, obstetrics-gynecology, radiol- 
°8y; psychiatry, and pediatrics accounted for over 
tliree-fourtlis of the residencies offered. The per¬ 
centage of available first-year residencies filled 
varied from 25% in public health to 100% in aviation 
medicine. Fields in which less than three-fourths of 
tlie positions offered were filled include allergy, 
general practice, neurology, otolary'ngology, path- 
physical medicine, proctolog)', psychiatry, 
public health, pulmonary disease, and radiology. 
With the exceptions of obstetrics-gj'necology, path¬ 


ology, and thoracic surgery, in which the Council 
on Medical Education and Hospitals approves pro¬ 
grams in concurrence with the board concerned, all 
other resident training programs are approved 
through residency rev’iew and conference commit¬ 
tees. 

The Council presents this annual report and di¬ 
rectory wifli the hope that it will be of assistance 
to all individuals and organizations interested in 
med'cal education at the graduate level. 

BEHIND THE SCENES 

There are currently 17 residency review and con¬ 
ference committees which function effectively as 
joint liaison groups of the Council on Medical Edu¬ 
cation and Hospitals with various specialty boards 
and, in certain instances, the American College of 
Physicians, the American College of Surgeons, and 
the American .4cademy of General Practice, in the 
evaluation and approval of programs in graduate 
medical education. The stoiy' of the background and 
development of these important cooperative partner¬ 
ships in this important aspect of medical education 
and training has been presented in The Joxjknal 
(September 7, page 60). The value of these com¬ 
mittees stimulated the development about three 
years ago of an Internship Review Committee on 
which there are representatives of the American 
Hospital Association, the Association of American 
Medical Colleges, the Federation of State Medical 
Boards of the United States, the American Academy 
of General Practice, and the Council on Medical 
Education and Hospitals of the American Medical 
Association. 

The remarkable success of these cooperative com¬ 
mittee acdMties in the difficult task of evaluating 
graduate medical education and training is largely 
due to tire sincere interest, devotion, and hard work 
of the physician members who give so generously 
of tlieir e.xperience and time to these actix’ities. 
These busy practitioners indiv'iduaUy devote many 
hours to the comprehensive study of survey reports 
submitted by the Council’s field staff which are 
forwarded to them throughout the year. Such pre¬ 
paratory study precedes the annual meetings of the 
committees. The Review and Conference Committee 
meetings, which are held from one to three times 
annually for each group, consist of one-or-two-day 
sessions which assiue group evaluation of all pro¬ 
grams, prewously indmdually studied, prior to tak¬ 
ing action. From time to time, these committees 
find the need for special surveys of a program or 
programs prior to taking definitive action. In such 
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instances, qualifjccl pliysicians in various parts of 
the nation are requested to make such regional 
^iidics and submit their findings to the Committee. 
Thc.se eminent physicians, likewise, give freely of 
their knowledp, e.xpericncc, and time, frequently 
traveling considerable distances to assist the com¬ 
mittees, chiefs of services, and hospital adminis¬ 
trators toward the mutual goal of strengthening 
graduate medical education. 

Graduate medical education in general and the 
medical profession at large owe much to the con¬ 
tributions which are constantly being made by the 
phjsicians who scr\'e so loyally on the Internship 
Review Commillce, the Residency Review and Con¬ 
ference Committees, and in the conduct of special 
regional evaluation studie.s. It is this work “behind 
the scenes" representing the knowledge, effort, 
thought, and time of leaders in the various specialty 
fields of medicine and in general practice which is 
loo little known and not fully appreciated. The 
Council on Medical Education and Hospitals is 
pleased to lake this opportunity to c.xpress its deep 
appreciation to its various cooperating partners and, 
in particular, to the members of the profession 
whose cooperation and efforts have made possible 
the successful de\'elopment of this program. 


FUTURE OF THE INTERNSHIP 

At the 51st Annual Congress on Medical Educa¬ 
tion and Licensure held in February, 1955, a sym¬ 
posium was devoted to considering the role of the 
internship in modern medical education.' It was 
noted that the responsibilities and duties of the in¬ 
tern have been increasingly delegated to student 
clerks on one hand and to residents on the other. 
There was agreement that the internship can only 
be defended in terms of educational value to the 
intern and not on the basis of service benefit to the 
hospital and its staff. 

No unanimous conclusions were reached, but the 
symposium did clearly bring forth the ambiguous 
position of the internship as a result of the continu¬ 
ing development of the undergraduate clinical clerk¬ 
ships and graduate residency training programs. 
Though no final answers were provided, the long- 
range value of the internship as ijresently structured 
was seriously questioned. 


1 Future of the Internsliip (Symposium), in Meaiciil Educalion in 
the United States and Canada. 1954-1955: 

5Ist Annual Congress on Medical Education and Licensure Chicago. 
Council on Medical Education and Hospitals, American Medical Asso¬ 
ciation, 1955. 

2. Revised Frogram of Medical Education at Johns Hopkins. Johns 
Hopkins Mag. 8:4-11 (June) 1957. 


AND COMMENTS 


J.A.M.A., Oct, 5, 1937 


After a period of thoughtful study, the faculh- of 
Johns Hopkins School of Medicine has propos^ 
revision of its educational program." One feature of 
the revised program is the transfonnation of the 
last medical school year into what will be the equiv¬ 
alent of a 12 months’ rotating internship on the clin¬ 
ical services of the Johns Hopkins Hospital. 

The many aspects of tliis soundly conceived edu- 
cational experiment will be worthy of the attention 
of all physicians. Certainly the challenge tliat it 
presents to the current pattern of the internship will 
be of great interest and may help to elicit the firmer 
answers regarding the future of the internship that 
are needed. 


NUTRITION AND PREGNANCY 


Feu' doubt that the nutritional status and dietari’ 
habits of a mother have an effect on the outcome 
of her pregnanc}'. Most are equally willing to agree 
that the nutritional status ot the motlier prior to 
conception is also important, tliereby expanding the 
area of nutrition in pregnancy to include the nutri¬ 
tion of the adolescent girl. This ratlier broad field 
of somewhat specialized nutrition demands tlie 
attention of the general practitioner; yet reliable 
information on the effective nutritional management 
of tliese patients is not alv'ays available. The Coun¬ 
cil on Foods and Nutrition, in an effort to fill this 
need, has enlisted tlie cooperation of tlie University 
of Missoui'i and the Boone County (Missouri) Med¬ 
ical Society' in sponsoring a symposium on nutrition 
in pregnancy, to be held October 11, 1957, in Co¬ 
lumbia, Mo. 

To present the role of nutrition during pregnane}', 
topics discussed n'ill include the influence of the 
maternal nutritional level on the fetus and infant, 
the metabolic and biochemical changes in norma! 
pregnancy, the effect of tlie reproductive cycle on 
nutritional status and requirements, and dietary 


habits during pregnancy. 

During the past 25 years it has become possible 
to e.xperimentally produce a variety of congenital 
malformations, in the offspring of certain animals, 
by nutritional regimens imposed upon the mother 
However, in tlie transition of such animal e.vperi 
ments to congenital malformations in humans, 
great caution must be exercised. In order to clan ) 
die facts that are knoum, nutritional e.xpenmen 

as an instrument of teratological research have been 

included in die presentation. A panel of epidemi¬ 
ologic studies on nutrition in pregnancy u'lH com 
plete the one-day program. The symiposium 
subsequently be published in The Journal. 
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CONTROL OF FATIGUE IN OLDER PERSONS 


Theodore G. Klumpp, M.D-, New York 


This is the seventh of a series of papers on various aspects of aging. Each paper has been 
prepared for the Committee on Aging by an authority in the field. When completed, the series 
will be published in booklet form. 


Fatigue is the most prevalent limiting factor in 
tlie pursuit of an active, happy, and useful way of 
life by older persons. Fatigue is botli a symptom in 
itself and a sjTnptom complex. Generalized fatigue 
is a vague physical, mental, and emotional depres¬ 
sion known to everj'one but difficult to describe 
specifically except through sxmonxTns such as 
weariness, weakness, tiredness, exhaustion, lassi¬ 
tude, malaise, spent, strained, overworked, and 
“worn-out.” It is often accompanied by loss of 
mental acuity, impairment of memory and percep¬ 
tion, headache, disturbances of emotional and reflex 
reacffiit}’, loss of sdsual acuit)' and accommodation, 
functional gastrointestinal and sphincter disorders, 
changes in cardiac rate, rhythm, and circulatory 
lone, and muscular weakness and tremor. Fatigue is 
also accompanied by many bodily chemical and 
endocrine changes, reference to which is beyond 
tlie scope of this paper. 


Causes of Fatigue 

Fatigue is an almost universal symptom of disease. 
It is often the chief complaint and sometimes the 
only one. In view of tliis, the syuriptom should al¬ 
ways be taken seriously and steps taken to find the 
underlying cause. A painstaking analysis of the 
patient’s physical, mental, and emotional status to 
disclose die possibility of disease, unlwgienic pat¬ 
terns of living, or emotional conflicts tliat may^ be tlie 
jiasis of or contribute to undue fatigue should be 
instituted. Anemia, tuberculosis, diabetes, nepliritis, 
cardiac decompensation, and thyuroid dy'sfuncdon 
are a few of the many' specific causes of undue 
fatigue. It is important to keep in mind that the 
small cerebral hemorrhages” of Alvarez may’ be 
followed by easy fatigability' and thus bring the 
patient to the physician’s attention. The use of 
tobacco and alcohol—and this need not necessarily 
he excessive according to ordinary’ criteria—should 
be considered as possible causes of fatigue. But the 
physician should guard against arbitrarily banning 
these and other pleasures. They may represent the 
solaces of a lifetime and, indeed, are more likely' to 
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have value in overcoming fatigue than othenrise. 
In this as in other things, a brief trial period of 
abstinence or curtailment may' tell the story'. 

The importance of obesity' as an etiological factor 
in fatigue cannot be overemphasized. Loss of weight 
is usually' of decisive benefit, althou^ this may not 
always become apparent nntil the weight is stabil¬ 
ized at a lower level. Emotional factors often play’ 
an important role in fatigability'. ’They' should not 
be overlooked. 

In considering the significance of fatigue, it must 
be kept in mind that it is also a normal incident of 
normal lix’ing. Some indi\’iduals are unduly sensitive 
to their ow’n feeling tone and are unw'illing to toler¬ 
ate the minor dex’iations from the feeling of well¬ 
being that occur to everyone. Such patients need 
only reassurance. However, when the pattern of 
fatigue has recognizably changed, or the sy'mptom 
is out of proportion to the age or mode of life, or it 
imposes an midue limitation on ordinary’ actix-ities, 
it should not be dismissed lightly. 

In the absence of specific disease, fatigue of older 
persons arises principally' from the following five 
basic causes: (1) diminution of organic reserx'e, 
particularly' of the heart and circulatory' sy'stem, due 
to loss of vascular elasticity' and arteriosclerosis; 
(2) decline of endurance of mental and emotional 
effort, the basis of which is the sum of the many’ 
organic changes in the central nervous system ac¬ 
companying the aging process; (3) atrophy' of 
disuse involving all systems of the body; (4) loss of 
incentive, motivation, and interest; and (5) decline 
of endocrine activity'. 

In attempting to control the fatigue of older 
persons, the phy'sician is confronted wth the para¬ 
dox of a symptom that can never be entirely' cured 
and y'et can almost alway’s be temporarily' aUex’iat- 
ed. Fortunately', much can be done by' the phy’sician 
to combat fatigue, but he must be xx'illing to "devote 
enough time to the patient to determine which of 
the basic causes is predominantly' responsible. There 
is no rule of thumb regimen that is effectix’e in all 
cases, and clinical trial with periodic changes in 
tlierapy' and prescribed patterns of lix'ing may' be 
necessary'. Basically', fatigue can be allexiated: (a) 
by' shnnldng the indixidual’s activities to the lev'el 
w'here the symptom largely' disappears or (b) by' 
measures that will tend to enhance endurance and 
tolerance to fati^e. 
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f-IZ apijroadi to tlie problem of 

nf to be simple. A brief liistory 

f Ibc patients mode of life was obtained with one 
mincl-lo cut out something. It made 
httle difference how little the individual was doing 

1 the patient was tired, something had to go. For 
instance, if the patient did nothing more than sit 
m a rocking chair all day long, he was no doubt 
advised to stop rocking and go lie down. 

File enormous benefaction of rest, particularly 
as a therapeutic measure, cannot be questioned. But 
too mucli of a good thing, or a good thing improper- 
1\ applied, may be harmful. What surgeons have 
learned in the practice of early ambulation we are 
beginning to realize lias application to many medi¬ 
cal problems and particularly to the problem of 
fatigue of the aged. Rest is not a universal panacea 
for fatigue—as thoughtful e.vpcrience discloses over 
and over again. Many of these patients can be re¬ 
duced to a \’egetativ'e existence and plied with 
sedatir-es and somnifacients and they are still tired. 

What has been lost sight of is the fact that tire 
pattern of modem civilized living, particularly in 
the United States, is specifically designed to avoid 
j)h}’sical acti\'it\' and stre.s.v. We liave applied our 
enormous inventive genius and resources to the 
development and widespread distribution of labor- 
saving devices to the point where pliysical e.\‘ertion 
is virtually eliminated. Young people arc able to 
maintain their muscular and neurocirculatory tone 
in rea.sonably good condition through sports and 
pla\*. As we grou' older, we tend to give up these 
things, and, with the help of labor-saving devices, 
now including electric golfmobiles, we begin to 
suffer rapidly and too early in life from atrophy of 
disuse. This brings with it, among other things, a 
loss of functional reserve of the heart and other 
muscles, including those of the vascular tree. As a 
consequence, the slightest added stress brings on 
undue fatigue. 

Perhaps we have lost sight of some of the follow¬ 
ing basic principles of physiology and biology that 
have application to this problem. 1. Functional ca¬ 
pacities are maintained only through use. 2. Such 
capacities can be augmented, within limits, only 
through repeated stress, 3. Atrophy of disuse sets 
in rapidly and those capacities that arc relinquished 
arc soon lost. 4. Functional capacities decline with 
age, but they will decline less rapidly if they con¬ 
tinue to be used to their fullest extent! 

Prevention of Fatigue 

With these thoughts in mind, it is evident that 
lire most effective approach to the problem of fa¬ 
tigue of old age lies in prevention through the 
maintenance of an adequate neuromuscular reserve 
against stress. Fortunately, some degree of the same 
resers’C can be regained at any time e.vcept where 
its loss is due to advanced organic disease. This 
may be accomplished by means of a regimen of 
graded exercise. The form of the exercise will 
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depend on available resources and resourcefulness 

and to find some physical activity that is fun J 
that the patient will be inclined to continue of his 
own volition. Golf, swimming, hiking, bicycle rid- 
mg, gardening, badminton, and tennis are among 
the many pleasurable forms of activity that will 
serve the purpose. Here, too, the rales of common 
sense are still applicable and too much e.xercise as 
well as too much rest can only defeat its o\ra pur¬ 
pose. Along with exercise, the physician should see 
to It that the patient also obtains an adequate 
amount of sleep at night. If mental or emotional 
disturbances interfere witlr this, there is ordinarily 
no os'erriding reason why a good somnifacient 
should not be prescribed. A short rest at midday 
is of definite benefit in some cases, and almost all 
individuals can train diemselves to sleep for half 
an hour if they will earnestly try^ 

At the same time tire mental and emotional fa¬ 
tigue that comes at the end of a trying but sedentary’ 
day can be miraculously dispelled Awtli a little 
physical exercise. It takes a particular charge of 
will power to undertake physical activity when 
fatigue is already present and all of nature seems to 
be crying for rest instead, or perhaps a drink. But 
over and over again it has been demonstrated that 
physical activity' in such circumstances brings a 
degree of refreshment and renewed energy that 
nothing else can equal. 

Undue fatigue of older persons occurs so much 
more commonly among those who are overweight 
that this circumstance warrants special emphasis. 
The remedy is obvious, easy' to prescribe, but hard 
to take. A patient once told me, “What I need, 
doctor, is a will-power pill.” In addition to dietary 
instructions, the importance of exercise should not 
be discounted, despite traditional handed down 
hearsay to the contrary. Its greatest value lies in 
its stimulating effect on endocrine activity, perhaps 
the thyroid in particular, and in overcoming the 
tendency to sleep and snooze too much-a common 
counterpart of obesity'. 

There can be little doubt tliat endocrine defi¬ 
ciencies contribute to the fatigue of old age in some 
individuals, This is particularly true during the 
menopause, and in such cases the administration o 
estrogens is often of benefit. Whether or not n 
related change takes place in men is still a ma er 
of dispute. Nevertheless, experience suggeris tfw 
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value in overcoming easy tatigaoimy ui v.u- ^ - 
Thyroid extract is occasionally helpful, _ 

where the basal metabolic rate is low and t le ^ 
cholesterol level elevated, but oUrenvise it is more 

often disappointing than not. „n,omnliet 3 - 

The sympathetic amines, such f p 

mine (Desoxyepbedrine) am- 

ephrine (Neo-Synephrine) hydrochlorij, 
phetamine (Benzedrine) have a potent 

counteracting undue fatigue. As a genen 
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tliev should not be given until otlier measures have 
failed. They are, of course, contraindieated in hy- 
pertension, coronar>', and other vascular disease. 
Contrar}' to older pharmacological concepts, they 
are best administered in conjunction until a small 
dose of a sedative which permits the ergogenic 
effect of the amine to occur unthout the otherwise 
accompanjing nen'ousness and sleeplessness. The 
sympathetic amines are particularly useful for fa- 
tigue in obese patients. Needless to say, patients 
recehnng drugs for fatigue should be seen by the 
physician at regular inten'als. 

There is no reliable correlation bebveen how hard 
a person works and degree of fatigue. If anj'thing, 
fatigue of older persons is seen more commonly 
among those patients who do not have enough to 


do. Too often they feel that their life work is done 
ind their fatigue has its origin in boredom and loss 
of incentive and interest. 0%’er and o\'er again, 
when a crisis arises or sometliing of deep interest 
comes along, these indiwduals miraculously lose 
tlieir fatigue. 

It is, of course, difficult for a physician to pre¬ 
scribe an interest where there is no interest. Un¬ 
fortunately “make work” programs often fail because 
they are undertaken half-heartedly and the neces¬ 
sary compelling motivation is lacking. Howev'er, 
this should not serve as a deterrent, beeause a new 
and absorbing interest is the only real salvation for 
some of these patients. \^Tien they find it, as some 
do, their ssTnptoms disappear and they are given 
a new lease on life. 
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ARA^IED FORCES PROGRAM FOR RESmENCY DEFERMENT 

The following report is authorized for publication by the Council on National Defense as 
a matter of interest to recent medical graduates who Iwe an obligation for military service. 

Frank W. Barton, Secretary. 


Established in 1954 with the cooperation of the 
Selective Service System, the Department of De¬ 
fense inaugurated its Armed Forces Reserve Medi¬ 
cal Officer Commissioning and Residency Consider¬ 
ation Program as a method to fulfill needed medical 
specialty requirements for the armed forces. Each 
year a certain number of young men are selected 
for recommendation for deferment in order to ob¬ 
tain residency training in specialties needed by the 
militar)' departments. The number selected each 
year is based upon the projected need for special¬ 
ists. 

In July of each year, all interns with a liabilit>' for 
military' senice are mailed an Informational Bulle¬ 
tin and application blank for participation in the 
program. Selections for deferment for residency 
training are made in the latter part of September, 
and all participants are allocated to the three mili- 
taiy departments for the purpose of obtaining a 
commission. 

In the 1957 program, about 2,800 participating 
residents will be autliorized to be in a deferred stat¬ 
us. About 1,000 will start their first year of training 
and the remainder wall be in their second, third, 
or fourtli year. It is e.xpected that about 1,000 interns 
"ill he recommended for deferment each year. 

In^the programs for 1956 graduates, there were 
3.667 participants. Of the 2,203 who requested de¬ 
ferment, 1,200 were selected. There were 1,464 in¬ 
terns who requested active duty immediately fol¬ 
lowing internship. All who requested xviU be 
wrought to duty during July-September, 1957. 


Selections for recommendation for deferment udll 
be made in the specialties as indicated in the table. 

Number of Selections for Recommendation for Deferment, 


Specialty 

-irmy 

Navy 

Air 

Force 

Total 

rne^llie-ioIoKS’ . 

20 

IG 

« 

43 

Dermatology and syphilology . 

5 

0* 

0* 

8- 

General practice .. 

0 

IS 

5S 

76 

iDteroa! inedklDc . . .. 

U5 

72 

!•> 

140 

Neurology . 

4 

0* 

12 

IG 

Neurosurgery . 


n* 

0* 

2 

Ohstetrics and gynecology .. 


12 

18 

SO 

Ophthaiinologv . 


12 

f>* 

.37 

Occupational medicine .. 

3 

0 

ID 

13 

OrthopetJic surgery . 

7 

18 

0* 

25 

Otolaryngology ...... 

2S 

24 

47 

99 

Pathology ..... 

25 

SG 

SO 

91 

Pediatrics ... 

40 

.30 

24 

100 

Physical medicine and rehabilitation ... 

0* 

4 

10 

14 

Preventire mcdipine and public health . 

3 

12 

12 

27 

Psychiatry ... 

30 

44 

60 

131 

Radiology . .... 

24 

12 

0* 

sc 

.Surgery ... 

eo 

72 

0* 

122 

Croloev ... 

G 

12 

0 

IS 






Total . 

4f)0 

400 

SOO 

1.1 OOf 


* Requinments in this specialty filled hy training program' for career 
oflU ers. 

t An orerseleclion of will he made to allow for drop out«. 

The intern and residency training programs con¬ 
tinue to be the main source of procurement for 
career medical officers. Recently, the Department 
of Defense issued a nine-page Informational Bulle¬ 
tin outh'ning the program and explaining how the 
program applies to 1957 medical graduates. It con¬ 
tains a number of typical questions on the program, 
wdth answers. Copies of the Informational Bulletin 
may be obtained by wariting the Assistant Secretarx' 
of Defense (Health and Medical), Department of 
Defense, Washington 25, D. C. 
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MEDICINE AND THE LAW 


ANALYSIS OF PROFESSIONAL LIABILITY CLAIMS AND SUITS 


This is the Wlh in a series of articles dealing with medical professional liahility. An edi¬ 
torial (page 360) and a chronological resume (page 364) appeared in The Joiibnal, Feh. 2. 
The preceding articles in this series haoe been published weekly in The Jootnal from Feb. 9 , 
1957, (a April 6, and since then intermittently.—Eo. 


A .study of tlic subject of medical professional 
lialiility would not be complete witliout a review 
of tite experience of pliysicians who have been a 
parly to an actual claim or suit. In an effort to col¬ 
lect detailed information in this regard, question¬ 
naires were mailed in July, 1936, to a scientifically 
selected sample of 7,577 physicians consisting of 
roughly oCr of the members of the American Medi¬ 
cal Association. These questionnaires solicited opin¬ 
ions on various aspects of medical professional 
liabilitv and also inquired whether a professional 
liability claim or suit had ever been brought 
agaiusi the physician. 

" Two follow-up questionnaires were sent to tliose 
who had not replied. When the second follow-up 
was sent, a post card was enclosed which asked the 
physician to check one of the following: ‘A pro- 
fc.ssional liabiiil)' claim or suit has necer been filed 
against me; A professional liability claim has been 
filed against me; or, A professional liability swyifls 
been filed against me.” Physicians were asked o 
retuni the post card if, for some reason, they xxoulcl 

not return the questionnaire. • 

Counting the questionnaires and post cards, a 
,S.3 QTc return was received. From the total retuins 
iAvas possible to ascertoin rtv,« 12 .S* o! tbe p%s.- 
cians responding li.ld been invob'Ctl in a claim 
suit and 8 (. 2 % had not. 

‘ The total number of usable 

stituted 71.2% of the original in ^Uie 

•malv/ing these questionnaires appealed m 
lug. t 1957, issue of The Jouiixae in the section 

Medicine and the Law. survey 

As the second step in this phase of svnxev 
comnletelv different qiiestionnaire--a request toi 

tiple clnims, one qucsHoiiniiire was sent to linn 

each claim or suit received 

A intal of 661 usable case histones weic 
^ I fhP basis of the following analysis. The 
and are the oasis .j .,j.e based on total 

data and percentiiges .reP”*®’^ ^,^ 5 ^ i„,,oived 
daiins, not tota been in- 

to more ton oL claim. The results are also 


qualified by the fact that tlie case histor)’ question¬ 
naires u’ere sent to physicians who indicated on the 
first questionnaire that they were involved in a 
claim or suit. These claims, therefore, or the physi¬ 
cians u’ho had diem, were not selected from a 
random sample but constitute a follow-up of a 
select group. 

A furtlier qualification is the fact that this analy¬ 
sis constitutes the experience of a group of Ihang 
physicians. This point becomes important in a time 
series anab'sis. For example, a tabulation of die 
year in wdiich the claim wns brought reflects the 
experience of pliysicians living today, not the total 
or even a sample of the total number of claims 
brought against pby'sicians in that period. Thus, 
the farther away the period im^olved is from die 
present, the less representatii’e the sample is of that 
period because of the natural attrition of the physi¬ 
cian population. j.i i ^ 

In the following tables we have reported the tacts 
as thev have been given by physicians who had a 
professional liability claim or suit brought against 
them. In presenting these 661 case histones ewri 
effort has been made to abstain from interpretation 

and editorial comment. , 

Tlie geographical regions referred to in some o 

to mbL ate those established bj- 
Denartment of Commerce. By way of e.xplanation. 
theV^ew England states include Maine, New^mp' 
sbke Vermont, Massachusetts, Rhode Island, • 
Connecticut. The Middle Atlantic states mcMe 
Sr yS, New Jersejs f ^ Pennsylva^ 
South Atlantic states delude Delax^re Mol 
District of Columbia, Virginia, ^^est 
North Carolina, South Carolina, Georgia, im 
to Tbe East North Central 
Indiana, Illinois, Michigan, and V isconj 
East South Central states 
nessee, Alabama, and Mississippi. 

Central states and Kan- 

North Dakota, Sou* Dakota, Nebu k^,^^ 
sas. The West South Central sri te^ The Mountain 
sas. Louisiana, ^Mahoma a ; ‘ Colorado, 

states include Montana, Ida! ’ ^ The Pa- 

New Me.xico, Arjona V tton ^Oregon, and Cali' 
cific states include M aslnngto , g 

foniia. 
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Time Claim Was Brought—Ten-Year Periods 

A rerdew was made of the “case histories” to 
determine, by geographical area, the percentage of 
claims brought in each 10-year period beginning 


Table l.—Fcrcentage of Claims Filed by Time and Region 



1900- 

1910- 

19-20- 

1930- 

1940- 


Cn- 


1909 

1919 

19-29 

1930 

1049 

1957 

known 

Sea England .... 

..Sc 

...Cc 

5.9rc 

17.7re 

3S.27r 

33.2^ 

CL 

Middle .Atlantic . 



4.4 

12.3 

21.0 

61.6 

0.7 

SoutU .Atlantic . 

. 1.6 

1.6 

9.7 

22 G 

12.9 

51.6 

... 

Ea«t Xorth 
Central .. 


0.9 

7.7 

24.S 

23.9 

42.7 

... 

Ea«l South 
Central . 


5.9 

59 


11.7 

76.5 

... 

Wc<t Xorth 
Central . 

. 1.5 

l..'i 

1.5 

'2-\S 

1S.2 

4S.5 

... 

We«l South 
Central . 



0.4 

12.5 

25.0 

53.1 

... 

iloiintain . 

. ... 



1.5.1 

3G.4 

4.5.5 

3.0 

Pacltic . 



3.1 

16.0 

20.4 

60.5 


United States .. 

.. oasi 

0.67c 

5.3rc 

17.9Tc 

2l.5Tc 

53.7ci 

o.3rc 


from 1900 to the present. Again, caution is urged 
in interpreting these figures, for they do not mean 
that the increase in all professional liability claims 
or suits is as marked in the period from 1939 tc 


centage of the acts of negligence alleged in the 
cases reported occurred in hospitals. The answers 
to the questionnaires revealed that the alleged neg¬ 
ligent acts occurred in hospitals, 6i.'27c; doctors 
office, 23.9%; patients home. 6.3%; miscellaneous 
(place of employment, doctors home, jail, etc), 
2 .0%; and place not stated, 0.6%. 

Type of Practice Involved in Reported 
Claims and Suits 

In the majority of instances the claims and suits 
reported were against physicians engaged in full¬ 
time specialty practice. The figures further reflect, 
however, that the alleged incident on which the 
claim or suit was based occurred to physicians who 
were not board-certified. Table 4 shows, by geo¬ 
graphical area, the percentage of claims invohing 
physicians by tr'pe of practice and the percentage 
of claims by board-certified physicians. It cannot 
be taken for granted from tliese figures that the 
incident on which the action was based occurred in 
the field in which the physician was certified. 


Table 2.—Percentage Breakdown by Years of Practice—Fice-Year Periods 


Interns Less 1 5 

and than to to 

Residents 1 Tr. 4 i> 


Sen Eusland . i.fC, 2.9" 17.7ri eS.CVc 

Middle Atlantic. 0 7 ... IC.O 14.5 

South Atlantic . 3 2 3.2 19.4 17.S 

F.a«t .Votth Central. 0.9 1.7 13.C 15.4 

E»-t South Central. .7 9 17.6 17.6 

We-t Xorth Central. 1..7 1..7 19 7 19.7 

7Ve»t South Central. ... 15.0 34.4 

Mountain . ... 21.2 39.3 

Paeifie . -’..t l.g 17.3 19.S 

United States . 1.5^ I.STc 17.191 I9.l9i 


10 

15 

20 

■'*5 

30 

35 

40 


to 

to 

to 

to 

to 

to 

and 


14 

19 

24 

•29 

34 

39 

Over 

Unknown 

2.0^0 

n.s7c 

14.77: 

n.s7c 

2.97c 

2.97c 

5.97e 

...7o 

13.0 

13.8 

13.S 

11.6 

S.7 

5.1 


2.2 

IC.l 

11.3 

9.7 

n.3 

3.2 


4.S 


20.5 

20 

9.4 

(t.S 

3.4 

0.0 

5.2 

1.7 

29.4 


5.9 

U.S 

12.8 

,,. 

... 


13.6 

15.2 

6.1 

10.6 

1.5 

4.6 

4.5 

1..5 

12Ji 

12..^ 

12.5 

6.3 

... 

3.1 

3.1 

... 

6.1 

18.2 

9.1 

6.1 

3.0 

... 

3.0 

3-0 

19.8 

19.S 

7.4 

4.3 

3.1 


1.2 

3.1 

15.97c 

I6.0rr 

5.87r 


4.2rc 

2.07c 

2.87c 



present as one might assume by a hurried reference 
to table 1. Tlie figures refer only to claims against 
living physicians who returned the professional 
liability questionnaire. 

Years in Practice at Time of Alleged Incident 

One of the questions on the questionnaire was 
Ho«' long had you been in practice at the time of 
the alleged incident?” The answers received have 
been included in table 2, shoum in percentages 
and broken down by five-year periods. The median 
years in practice var>' from 8.0 in the Mountain 
states to 16.6 in the Middle Atlantic states. The 
median for the United States as a whole is 13.4 
years. 

Nature of Practice and Place Alleged Act Occurred 

The physicians involved in the reported claims 
and suits were for the most part engaged in active 
private practice. The percentage of claims in the 
SIX specific categories most frequently mentioned is 
shown, by geographical area, in table 3. 

nasmuch as most of tire more serious medical 
surgical procedures are performed in hospitals 
' "as not surprising to find that the highest per- 


A further analysis of the information supphed 
in this regard revealed that the alleged incidents 
occurred most frequently in the following fields of 

T.able ii.—Nature of Practice—Percentages by 
Geographical Area 

Intern, 

Ke^i- 

dent, 

Actire Em- Local 

Private ployee Gov- 

Prac-Indns- em- Anned Cniver- 


tice pital try ment Forces sity Other 

Xen England . 97.1^0 ‘2,97c .. 7c ...7c .,.7> ...7c .. 7o 

Middle AtJantic ... 97.1 2.2 0.7 ..* 

South Atlantic.... 11.3 l.C ... 1.6 .!! .!* 

East Xorth 

Central . 91.0 3.4 o.9 1.7 . 

East South 

Central .. 94.1 3.9 

West Korth 

Central . 90.9 4.6 3.0 . I.5 

West South 

Central. 93.S 3.1 . 3^ 

Mountain . 91.0 3.0 ... . Vn Vn 

Pacific . 91.i ,ij> ... i.2 i‘o 

Unlttd States .... 92.67„ 4.7rc O.Sr^ oSsi oir,, oife 


medical practice; surgery^ 30.9%; medicine, 20.0%; 
ortliopedics (including surgery'), 19.7%; obstetrics 
and gymecology, 12.5%.; neurology' and psy'chiatrv', 
anesthesiology', radiology' and others, 16*9%. No 
significant variation from nationw'ide figures W'as 
evident in any geographical area. 
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medicine 

Nature of Alleged Negligent Act 
hJ-Ihrl disclosed the percentage 

ttfiT T™■•“p^'»ft'’ 

.uleged bases for the claims or suits reported, 

Taiu,k 4.~Ti/i)c of Medical PracUcc-Phtjmian 
Paard-Certificd 


—7 


Xciv Kritflmitl 
MWitlp AtIniiUf .. 
St)t:fh Atlniitlf .. 
Knsl North 

iVntnil . 

Kio-t Hotitli 

(■(’ntrni . 

M>''t Norlli 

Con t Ml I .. 

'Vest .S'mith 

Coiitrnl . 

Moniiinli) . 

I’nrffle . 

United States ... 


tlino 

Sjio- 

clnlist 

•17.1^ 

70.3 

f.I.S 

n.o 

sv.o 

2.7.8 


•in.o 

■te.i 

M.r. 



Part- 

intern 

Other 



Oeni’ral 

tliiio 

or 

or 

I3oh r/l-C/>rH n/»/i 

J'r/ic- 

Sue- 

JfCsi^ Vn.fin/*/*. 


h 

titloncr dnllst 

dent 

iflod 

Tos 

No 

38.2% 

11.8% 

2.0% 

...ss 

29.4% 

70.0% 

13.8 

14.5 

0,7 

0.7 

40.4 

.53,0 

19.1 

21.0 

4.8 

... 

17.7 

82.3 

.3.'i.0 

21.4 

2.0 

... 

21.4 

rs.o 

5.7,3 

Il.S 

... 

... 

11.8 

8S.2 

50.0 

22 7 

3.5 

... 

13.G 

SG.4 

AXl 

fi.3 


• • • 

23.1 

71.9 

45.3 

9.1 

... 

3.0 

3.3,3 

00.7 


10.5 

XI 

... 

30.9 

69.1 

31.7% 

15.3% 

2.3^0 

0.3% 

28.9% 

71.1% 


This information indicates that it is i^thin ih 
power of physicians tliemselves to remove a con-' 
siderable percentage of secondaty precinitaHhii 
causes for filing claims or bringing suits. This mav 
be accomplished by refraining from criticism of tk 
care and treatment accorded by other physimm 
and by utilizing discretion and tact in billing and 
collection procedures. This latter fact is substanti¬ 
ated by die significant number of responses grouped 
under ‘miscellaneous” wliich indicate that pressure 
in collecting tiie physician s bill was a precipitating 
cause for the professional liabilit)' claim or suit. 
Claims may be reduced by handling ancillaty medi¬ 
cal conditions personally and promptly or by re- 

Table e.-Persons Involved in Negiigent Acf mid 
Claims or Suits 


Persons Performing Negligent Act and 
Those Joined in Claim or Suit 

In approximately tlirec-fourtiis of the cases re¬ 
ported, tlie alleged negligent act was performed 
hy the reporting physician. Table 6 indicates the 
profession of individuals who allegedli' performed 
the negligent act in the remaining cases. Tlie sec¬ 
ond column of the table shows tlie percentage of 
cases wdtii more than one defendant and the types 
of joint-defendants involved. 

Secondary Causes of Claims or Suits 

In a majorit)' of tlie case histories reported it was 
indicated that .some factor in addition to the alleged 
negligent act prompted the individual to file a 
claim or suit. The enumeration of tliese factors in 
table 7 discloses that these secondari' causes may 
be grouped in four categories: 1. Factors under the 
control of the medical profession. In this group are 
to be found 27.3% of the secondary causes. 2. Pres- 


Table 5.—Primary Bases for Claims or Suits 

Poor oiicratlvc result..... 

Poor medical rc.^ult..... 

Krror (n .. 

PorclKti tiodlc.s left In nntlent. 

Hums .. 

Assault, lack ol consent.. — .. 

.. 

Krror In iircscr/tdlon.... 

Poor iicurousyclilntric result.s.... 

Iiiiiiroiier coiiiniKnicnl of incoiiiiiniciits . 

Faulty cqiiipinent ... 

Sterilization iiroccilures . 

Blood frunsfu.sloa .. 

Miscellaneous or no answer. 


21.7% 

19.3 

10.1 

s.e 

7.0 

1.0 

2.8 

2.0 

2.3 

2.1 

1.9 

1.9 

0.9 

11.0 


sure or influence exerted on the claimant by out¬ 
siders. In this group are to be found 22.6% of tlie 
secondary causes. 3. The paUent himself as a pro¬ 
ducing factor. In tliis group are to be found 24.6% 
of the secondary causes. 4. The fourth factor is the 
miscellaneous group, which accounts for 25.5% of 
the secondary causes. 


NeffJiffent .-Icl Joined in 
Perfonned l>y CInim or Suit 


Iteponlna phyyichin . 

.-Inothcr pbyalclnD . 

Nurse. 

72.5% 

11,2 

( 

4T.4 

Intern or resident. 

... 


Teclmlchin . 

... on 


Anesthetist (not M.D.). 

.... 2.0 

3.0 

Phiinnnclst ... 



Uospitnl . 


28,7 

.Miscellaneous or unknown. 

.... 2.0 

1.3 


ferring patients to another physician. Boom for 
improvement is also possible by taking care in 
maintaining proper records and inviting consulta¬ 
tion when alcohol or drug addicts are involved. 


Table 1 .—Secondary Bases for Claims or Suits 
Under Physician’s Control 

Ciiicless comment about ariotlicr pliysician... -is.~e 

Patient had another disease or disability whieb 

progressed badly....I 

Outside Influence 

Action prompted by attorney....... 

.Iction prompted hy relative. 

Patient a Factor 

CJahn liroueht lor flnaneial profit. 

Mental disability. 

.Ucohol or narcotic addict.— 

iUscciiiwcous, Not Possible to .. 


Information Concerning Claimants 

In submitting case histories, physicians were 
ced to supply information concerning the sex, 
e, and occupation of tlie person bringing the 
lim or suit. Witli respect to age it appears tlwt 
; majority of claimants are between 29 and Id¬ 
le median age for the United States as a who® 
34.4 years. The median age by geographical area 
iges from 23.8 years in tlie East South Centra 
tes to 40.4 years in the Pacific states. Wit i 
=>ct to tlie se.\- of tlie claimant, the quesUonnaires 
iicated thaimatibnwide-SS-l^p of the claims an« 
its were .filed by females and 43.1% by navies, 
j remaining cases (1.8%) the sex of tie cai 
IS not stated. 
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Table 8 indicates a percentage breakdown, by 
geographical area, of the occupations of the persons 
filing the claims and suits reported. 

Attempts at Settlements and Reasons 

It appears tliat some of the claimants in the re¬ 
ported claims and suits attempted for a number 
and variet}' of reasons to negotiate a settlement. 


Figures concerning the disposition pf settled 
claims and suits indicate that 53.1% of the cases 
were compromised or settled or decided in favor 
of the claimant. In cases finally decided by the 
courts only 18.7% w'ere decided for the claimant. 
The basis for this percentage does not include cases 
which are pending or those dropped or compro¬ 
mised. 


Table 8.— Occupation of Claimants 


Service 

"Workers, 

Includlnp 

Laborers Craftsmen, protective 
House* and Foremen, and 

wires Farmers Etc. Domestic 


New England . 3'2.4^o 5.9% 8.S% 2.9% 

Middle Atlantic. 30.4 6.5 9.4 3.6 

South Atlantic. 30.6 9." 8.0 9.7 

East North Central.. ^.5 12.8 6.8 6,8 

East South Central. 41.2 ... 5.9 

West North Central. 23.8 18.2 9.1 7.G 

West South Central. 40.6 6.3 15.6 6.3 

Mountain... 39.4 6.1 12.1 

Pacific . 29.0 10.3 6.S 4.9 

United SttUi . 32.7% 9.8% 8.5% 54% 


Propri- 


Clerical 

Sales 


Semipro- 

fcsslonal 

Profes¬ 

sional 

etors. 

Managers, 

No Answer 
and Un¬ 

Workers 

Worker* 

Retired 

Worker 

Worker 

Officials 

employed 

11.6% 

2.9% 

5-9% 

...% 

-5.9% 

...% 

23.5% 

O 

5.1 

3.6 

3.6 

2.2 

2.2 

- 31.2 

64 

3.2 

1.6 

... 

6.5 

... 

244 

3.4 

4.3 

2.6 

1.7. 

3.7 

3.7 

19.7 

3.9 

... 


5.9 

... 

... 

43.1 

14 

7.6 

3.0 

4.5 

13 

3.5 

36.7 

3.1 

... 

3.1 

3.1 

... 

... 

21.9 

3.0 

3.0 

3.0 

... 

6.1 


27.3 

5.6 

3.7 

3.1 

4S 

1.2 

3.7 

26.6 

44% 

4.1% 

3.0% 

3.0% 

2.4% 

I.B% 

25.1% 


A much smaller percentage of the physician de¬ 
fendants were apparently interested in a settlement. 
For the United States as a whole, an attempt w'as 
made by the physician to settle the case out of 
court in 19.5% of the cases. In 73.5% of the cases no 

Table 9.—Reasonj Physicians Attempted Settlement 


Advice of attorney.... 26 .7% 

To avoid unfavorable publicity. 24.1 

Responsibility apparent . 13.6 

Cheaper than court cost«! or to avoid appearance in court. 11.2 

To settle lor smaller amount than verdict might bring. T.8 

To save time. 4.3 

Avoid strain of litigation because of poor health. 2.6 

.Mi'ceJianeous .. 9,5 


attempt was made by the physician to settle and in 
7% no answer w’as given. The few' physicians who 
did seek settlement reported tlie reasons showm in 
table 9. 

Disposition of Claim or Suit 

A significant percentage of the claims reported 
became the basis for a suit. Of the claims reported, 
43.1% developed into-a suit,- 32.4% of tlie claims 
"jre settled or compromised by a money pajmient; 
17.1% were dropped; and the remainder or 7.4% 
of the claims w'ere still pending or their status was 
unknown. Information %vith respect to the status and 
disposition of the suits reported is shown in table 
10. It was also reported tliat claimants obtained a 
money settlement or an aw’ard, following a suit, 
most frequently in cases involving obstetrics and 
©■necolog)-, and anesthesiolog)'. 


Professional Liability Insurance Status 
of Physicians 

Case histories reflect that nationwide 93.2% of 
the phs'sicians responding w'ere covered by medical 
professional h'abiliW insurance at the time of tbe 
alleged incident, on w’hich the reported claim or 
suit, W'as based. The ne.xt information requested 
was whether, as a result of the claim or suit, the 
physician e.vperienced any difficult}' in obtaining 
or renewing his professional liabilit}' insurance 
coverage. This information is reflected in table 11, 
by geographical area. 

Table 10.— Sfotus or Disposition of Suits Beporied— 
Percentage Breakdown 

Decided Decided 

for Against Compro- 

Pendlng Claimant Claimant Dropped mised 


Xew England. 21.1% ...% S5.T% ...% 12.9% 

Middle .Atlantic. St.O g.9 21.1 11..-? 21.1 

South Atlantic. 12.1 6.1 4S.5 12.1 21.2 

East North Central. 13.7 11.8 13.1 11.S 17.6 

East South Central. ... ... 66.7 33.3 

West North Central, ls.2 13.6 15A 1S.2 

West South Central. 35.3 5.9 35.3 IIS U.S 

Mountain . 10.0 20.0 30.0 20.0 

Pacifle . 0.2 10.5 18.7 10.3 21.1 

United States . 18.2% 9.5% 41.1% U.6% 19.6% 


Conclusions 

The tables naturally promote speculation. For in¬ 
stance from these histories it is possible to picture 
the composite claimant as 34.4 years old, a house¬ 
wife, who was, most probably, dissatisfied with an 
allegedly poor operative result. The national com- 
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MEDICAL NEWS 


ILLINOIS 

Stntc Anestliesiologists Meeling.-The Illinois So¬ 
ciety of Anestliesiologists will meet Oct. 5 in the 
J3c;uil)ian Room of the Prudential Building Chi¬ 
cago. A social hour will be held at 5 p. m.! with 
dinner at 6 p. m. and the program beginning at 
/.••it? p. m. Dr. Richard Foregger, director, depart¬ 
ment of ancsthesio]og>^ Marquette University 
School of Medicine, Milwaukee, Wis., will present 
The Re.si)irator 3 ^ Valve.” A business meeting mil 
follow. 


Chicago 

Appoint Director of Medical Education.-Dr. 
Robert E. Slajton has been appointed director of 
medical education at St, Luke’s Hospital. His duties 
are to strengthen and direct the educational pro¬ 
gram for the hospital intern and resident staff. Dr. 
SIa>-lon previously was associated with St. Luke’s 
as a resident in medicine from 1951 to 1953; he was 
a fellow in medicine at the Joslin Clinic, Boston, 
1953-1954, and later became a lieutenant in tlie 
United States Navy. 


Medical Historj' Meeting.—An open meeting of the 
Society of Medical Histor>' of Chicago will be held 
at the Institute of Medicine Oct. 9 at 8 p. m. Pro¬ 
gram topics and .speakers follow: “Concepts of 
Psychfc Functions—East and West,” Ilza Veitli, 
Ph.D,, associate professor of the history of medi¬ 
cine, University of Chicago; and “Franklin D. 
Roosevelt, the Common Cold, and American His¬ 
tory,” Dr, Noah D. Fabricant, clinical assistant 
professor of otolar)'ngology. University of Illinois 
College of Medicine. 


Hcart-in-Industry Conference.—The Chicago Heart 
Association, the Chicago Association of Commerce 
and Industry, and tlie Central States Society of 
Industrial Medicine and Surgery announce die 
fifth heart-in-industry conference, a memorial to 
Gustav Freund 11, to be held Oct. 11 at die Morri¬ 
son Hotel. The theme, “Living widi Your Job,” mil 
be discussed by Philip M. Hauser, Ph.D., University 
of Chicago; Dr. Benjamin Boshes, Nordiwestem 
University; Dr. Roy R. Grinker, Michael Reese 
Hospital; Dr. Allen McLean, International Business 
Machines Corporation; Mr. S. DeWitt Clough, Chi¬ 
cago Heart Association; Dr. Edward C. Holmblad, 


Phvsicinns are invited to send to this department items of news 
aerol interest, for example, those relating to socjety activities, new 
sSis education, and public health. Pro^ams should be received 
least three weeks before the date of meeting. 


Industrial Medicine Association; Mr. WiUiam P 
Brown u s, Steel Coloration/and Mrtia 
G, Brod.j Ford Motor Company. Luncheon speal-. 
era include Dr. Robert Coffier Page, consultant in 
manpower development. New York City and Mr 
Oscar Maj'er, chairman of the board, Oscar Ma\-er 
and Companj'. For information VTite the CJiicaeo 
Association of Commerce and Industrj^ 1 North 
La Salle, Chicago 2. 


MARYLAND 

Personal,—The Royal Medico-Psychological Asso¬ 
ciation of Great Britain has inwted Dr. Leo Kanner, 
cliief, children’s psychiatric service, Johns Hopidns 
Hospital, Baltimore, to deliver the annual Maudsley 
Lecture in London, England, in November, 195^ 
Dr. Kanner will be tlie third psychiatrist for the 
"West and die first child psycliiatrist to be so 
honored. 


General Practice Meeting.—The ninth annual scien¬ 
tific assembly of the Maryland Academy of General 
Practice vdll be held at die Tidewater Iim, Easton, 
Oct. 9-10. Nine category'’ I credit hours udll be given 
for attendance. The program includes the following 
topics by out-of-state speakers; 

Toxemias of Pregnancy, Dr. Washington C. Winn, profes¬ 
sor of clinical obstetrics. Medical College of Virginia, 
Richmond. 

Approach to Fluid Balance and Blood Electrolytes, Dr. H. V. 
Kron, medical department, Mead Johnson Company, 
Evansville, Ind. 

Vascular Disease in tlie Diabeb'c, Dr. Howard F. Boot, 
physician-in-chief, Deaconess Hospital, Boston. 

Surgery of Acquired Valvular Heart Disease and Results, 
Dr. Robert P. Glover, clinical professor of thoracic surgery, 
Halmemann Medical College and Hospital, Philadelphia. 
TB Case Finding, Diagnosis and Teatment for the Genera! 
Practitioner, Dr. Julius Wilson, director of medical edu¬ 
cation, National Tuberculosis Association. 

A panel discussion, “Diagnosis of Heart Disease, 
is scheduled. The banquet will be held Oct. 9. A 
ladies’ program has been arranged. For information 
tvrite the Maryland Academy of General Practice, 
3722 Greenmount Ave., Baltimore 18, Md. 


lSSACHUSETTS 

Dana Honored.—Dr. George W. Dana, o 
Ilesley Hills, medical staff director of Bostons 
,v England Center Hospital was named me brsi 
ipient of the Medical Achievement Travel awaro, 
sented by the Purdue Frederick Comply o 
V York, pharmaceutical firm. The award, 
distinguished contributions to postgra u 
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medical education,” was made at a reception at the 
Barbizon Plaza Hotel in New York CiW. In an¬ 
nouncing the award, Benjamin Schneider, president 
of the Purdue Frederick Company, said, . . The 
highlight of Dr. Dana’s projected trip abroad \vill 
be°a series of visits to medical meetings, seminars, 
teaching centers, hospitals and research facilities 
in England, France, Italy, and Sweden.” 

Penonal.-Dr. James B. Dealy Jr., Newton, has 
been appointed radiologist-in-chief at Boston's 
Peter Bent Brigham Hospital, succeeding Dr. Mer¬ 
rill C. Sosman, w'ho is currently on a ^^siting and 
lecture tour of Australia.—Dr. Patrick F. Butler, 
Boston, fellow emeritus of the American College of 
Radiolog\% was presented by Holy Cross College 
with an honorarj' doctor of science degree at recent 

commencement exercises in Worcester.-Dr. John 

J. Lorentz, of Metliuen, has been appointed physi- 
cian-in-charge of the Boston Dispensarx' Rehabilita¬ 
tion Institute and assistant professor of physical 
medicine and rehabilitation at Tufts Universitx' 
School of Medicine. Both are units of the New Eng¬ 
land Medical Center. Dr. Lorentz formerly was 
assistant medical director of the Bay State Medical 
Rehabilitation Clinic and die department of physi¬ 
cal medicine of Massachusets General Hospital. 

NEW YORK 

Appoint Hospital Director.—Dr. George L. M'amer, 
assistant director of Marcy State Hospital, has 
been appointed director of Craig Colony, state hos¬ 
pital for epileptics in Sonyea, Lixdngston Count}’, 
succeeding Dr. WiUiam C. Johnston, who has re¬ 
turned to his former post in tlie department of 
correction. Dr. Warner has been at Alarcy State 
Hospital for 14 years, sen'ing as assistant director 
and acting director. He began his career w’ith the 
state in 1923 at Marcy State Hospital, progressing 
through successive grades until his appointment as 
clinical director at Matteaxvan State Hospital for 
the Criminally Insane in 1931. In 1941 he became 
clinical director at Utica State Hospital, and bvo 
years later he transferred to Marcy. He is a diplo- 
mate of the American Board of Psychiatry and is 
currently president of the Mohaxvk Valley Neuro¬ 
psychiatric Society. 

Centers for Retarded Children.—A grant of 845,000 
to establish the Buffalo Diagnostic and Counselling 
Study Center for Mentally Retarded Children has 
been announced. This center w'ill be an integral 
^rt of the rehabilitation center of the Children’s 
Hospital and Crippled Children’s Guild. The Inter¬ 
departmental Healtlr Resources Board, which has 
me responsibility of the initiation and development 
of healdi programs of interdepartmental concern, is 
promoting such centers. The Buffalo center is the 
nrst major clinic of its ty-pe to be established in the 
pstate New York area. Complete evaluation, diag¬ 


nosis, and treatment will be offered to children 
suspected of being or known to be mentally re¬ 
tarded. In addition to a complete medical and 
psychological diagnosis, an estimate wiU be made 
of their capabilities, with emphasis laid upon what 
the child may be able to do rather than on his 
disabilities. ’The center w’ffl also act as a consulta¬ 
tion service to private phx’sicians, social agencies, 
and schools and will cooperate w’ith all agencies 
serving the mentally retarded child. Other features 
of the program wiU be teaching of undergraduate 
and postgraduate medical students, graduate phy¬ 
sicians, nurses, psychologists, and social workers 
in modem techniques of treatment, evaluation, and 
diagnosis of mental retardation. 

New York City 

Public Health Positions Available.—The City' of 
New York is seeking applicants to sen'e as senior 
public health physicians (District Health Adminis¬ 
tration) w’ith its Department of Health. Phy’sicians 
in these positions administer the community’ health 
serx'ices of a large health district, a healtli district 
x^th unusual or speciahzed problems, or a special 
public health program. Nexx’ York City' is divided 
into 30 public health districts. The larger districts 
are equivalent to cities of over 300,000 population. 
Candidates must be graduates of a school of medi¬ 
cine and must have one y’ear of formal appointment 
as an intern in an approved general hospital. In 
addition, they must hax’e a master’s degree in public 
healtli and three x'ears of full-time paid e.xpen'ence. 
Candidates xx’ho hold a licence to practice medicine 
in states other than Nexv York xidll be required to 
obtain a New York State license by’ the end of the 
third month of their employ’ment. The salary' range 
for senior public health phy’sicians is 811,200 to 
813,600 a y’ear. If conditions xvarrant, the Cixil 
Serx’ice Commission may' examine for these positions 
in such locations outside Nexv York City’ as Boston, 
Chicago, Clex'eland, and W'^ashington, D. C. For 
information xx’rite Mr. Arnold de Mille, Director of 
Recruitment, The City’ of New York, Department 
of Personnel, 299 Broadway, Nexv York 7, N. Y. 

GENERAL 

Undergraduate Essay Contest—The American Col¬ 
lege of Chest Physicians announces the 1958 prize 
essay contest ofering three cash axvards: first 
prize, $500; second prize, $300; and third prize, 
$200. The contest is open to undergraduate medical 
students througliout the xx'orld. Essay's may be xx'rit- 
ten on any phase of the diagnosis and treatment of 
chest diseases (heart and/or lung). The contest 
closes April 15, 1958. For information xx'rite the 
American College of Chest Physicians, 112 E. 
Chestnut St., Chicago 11, Ill. 

W^mners of the 1957 contest and their subjects 
are as foUoxx’s: 
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Henry Buchwald, Columbia University College of Physicians 

School, San 

n Pulmonary Tumors in Mice 

Lxirostd to Aerosols of Therapeutic Agents.” 

^ \nm? 1’ of Minnesota Medical School, 

sSciircL,! >' oi 


AnesUiesiologists Meet in Los Angeles.-The annual 
meeting of the American Society of AnesUiesiologists 
will be held Oct. 14-18 at the Hotel Statler, Los 
Angeles. An address will be gi\'en by Major Gen- 
^ ^ Kobinson, M. C., executive director, 

Onicc for Dependents Medieal Care, Washington, 
D. C., on Oct. 15. The following panel discussions 
are planned; Muscle Rela.vants; The Changing 
Picture; Pediatric Care; Effectiveness of Mechanical 
Ventilators; Patient with Cardiac Disease as a Sur¬ 
gical Risk; Anesthesia and the Midbrain; Instru¬ 
mentation Applicable to the Teaching and Clinical 
PmcUcc of Anesthesiology'; and Office Practice of 
Anesthesiology, Foreign speakers and their topics 
include Dr. Edith Simandl, Second Surgical Uni¬ 
versity Clinic, Vienna, Austria, “Experience with 
Stellate Ganglion Block and Paravertebral Sympa¬ 
thetic Block Treatment in Sudeck’s Disease,” and 
Dr. Joachim Bark. Tubingen University, Tubingen, 
Germany, “Limiting Factors in Resuscitation.” Mo^ 
tion picture sessions and e.vliibits are planned. A 
dinncr-dance is scheduled for Oct. 17. For informa¬ 
tion write the American Society of Anesthesiologists, 
Inc., 188 W. Randolph St., Chicago 1. 


Southwestern Medical Association Meets in El Paso. 
—The annual meeting of the Southwestern Medical 
Association will be held Oct. 9-11, witii headquar¬ 
ters at the Hotel Paso del Norte, El Paso, Te.xas. 
Addresses will be given by Dr. Robert F. Thompson, 
president of the El Paso County Medical Society, 
and Dr. Celso C. Stapp, president of the assodation. 
Following are the guest speakers: Dr. William Par¬ 
son, University of Virginia School of Medicine, 
Cliarlottesville; Dr. Oscar Creech Jr., Tulane Uni¬ 
versity of Louisiana School of Medicine, New Or¬ 
leans; Dr. E. E. Muirhead, Southwestern Medical 
School of the University of Te.xas, Dallas; Dr. 
Frederick C. Bost, president, American Academy of 
Orthopedic Surgeons; Dr. J. S. De Tar, past-presi¬ 
dent, American Academy of General Practice; Dr. 
Roljert H. Hingson, Western Reserve University, 
Cleveland; Dr. Howard P. House, University of 
Southern California School of Medicine, Los Ange¬ 
les; Dr. Phillip Thygeson, University of Califoniia 
School of Medicine, San Francisco; and Dr. Ed¬ 
ward A. Banner, Mayo Clinic, Rochester, M^. 
Scientific and technical exhibits are planned. Die 
banquet will be held Oct. 11. A ladies’ program has 
been arranged. Registration fee is $15. ^or informa- 
tion write Southwestern Medicine, Suite 700 Elec¬ 
tric Building, El Paso, Texas. 
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Fellowships fa Allergy.-T1,e America FomaaB„. 
or Allergic Diseases has anooiinced the avaiiabilitv 
o postdoctoral feUowships in research and Si 
allergy for hvo years each, ydlh stipends as folW 
fat year $4,500; second year, $4,750; laboraton 
and travel expenses for tivo-year period, $750 Can 
didates must be graduates of approi^ed medical 
schools and must have completed one or two veais 
of the graduate training required as a preliminar\- 
to certification by the Boards of Internal Medicin'e 
or Pediatrics; they are to devdde their time be¬ 
tween research and clinical training, and in the 
second year 10% or 15% of a candidate s time might 
be devoted to teaching. The respective institutions 
have taken the necessary steps to have this training 
credited toward tire subspecialty in allergy by the 
Board of Internal Medicine and the Board of 
Pediatrics. 

Requests for applications should be sent directly 
to one of the following, in whose field the candidate 
would like to work; Dr. Colin M. MacLeod, pro¬ 
fessor of Research Medicine, Unh'ersity of Pennsyl- 
^'ania, 820 Maloney Clinic, 36th and Spmee Streets, 
Philadelphia 4, Pa., or Dr. Herman N. Eisen, Pro¬ 
fessor of Medicine (Dermatology), Washington 
University' School of Medicine, 600 South Kings- 
highway. Saint Louis 10, Mo. Applications should 
be Bled no later than Dec. 15. Notification Mil be 
mailed to successful candiates by Feb. 1,1958. 


Military' Surgeons Meeting in Washington, D. C.- 
The 64tli annual convention of tlie Association of 
Military' Surgeons of the United States Mil be held 
Oct. 28-30 at the Hotel Statler, \Vashington, D. C 
Theme for the convention is ‘Trofessional Excel- 
lence—The Criterion of Military Medicine.’ Tlie 
presidential address will be given by Col. Amos 
Koontz, M. C., National Guard, Mary'land. Topics 
for tire general sessions include disaster medicine 
and the challenge of peace in tire Pacific. The fo!- 
lowng panel discussions will be held: 

Medical Education in the Federal Services, moderated b> 
Dr. Frank B. Berry, assistant secretarj' of defense (healtli 


and medical). i c r 

irgerj' of the Large Intestine, with Brig. General Sam f ■ 
Seeley, M. C., U. S. Army, chief, professional dhision, Ul- 
fice of the Surgeon General, Wasliington, D. C., presiding, 
anagement of Patients Mth Coronary' Artery Disease, a 

joint medical and surgical panel. , 

•aining of Enlisted Medical Technicians, moderated D> 
Dr. Russell A. Nelson, director, Johns Hopkins Hospital, 


jdical motion pictures Mil be show'n through- 
he convention. Arr international luncheon ewe 
' Mil be held Oct. 29. Entertainment includes 
S. Army Band Concert, Oct. 29, and a dinn 
e, Oct 30. ScientiSc exWbils and a spea 
s' program are planned. For <>" 2 

Issooiation of ^'I'^aary Surgeons m he 
;s. Suite 718, New Medical Building, L-o . 
4.’ W., Washington 6, D. C. 
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SceV Identity- of Slain Boy .-Police Commissioner 
Tliomas J. Gibbons of Philadelphia believes that 
some pbvsician in the United States might help 
solve a brutal murder case that has been baffling 
detectives of that city for more than seven months^. 
Last Feb. 2-5 tire nude body of a white boy 4 or 5 
vears old, wrapped in a cheap blanhet, was found 
in a cardboard carton in an isolated section of 
Philadelphia. Multiple bruises indicated that death 
from head injuries occurred \'iolently between 3 
and 14 days before discos-er)' of the body. The 
victim was 40\fe in. tall, weighed 30 lbs., had crude¬ 
ly cut brorni hair, blue eyes, a full set of baby 
teeth, neatly clipped finger and toe nails, and a 
small L-shaped scar under his chin. 



Dr. Joseph Spelman, medical examiner for Phila¬ 
delphia, reports there also was a half-inch long 
crescentic scar on the righ side of the neck, and a 
short, well-healed hairline scar overlying the third 
interspace one and one-half inches to the left of 
the anterior midline. There were two small old 
hairline healed scars in the right femoral and right 
inguinal triangles which may represent surgical 
incisions, according to Dr. Spelman. 


We feel that tlie child might readily be recog¬ 
nized bj' a physician who has treated him,” svrote 
Police Commissioner Gibbons in a letter to tire 
American Medical Association. “It is possible that 
he was a resident of the Philadelphia area. How¬ 
ever, (he case has been so m'defy publicized here 
that this now seems doubtful. My purpose in svrit- 
ing is to appeal to )'Ou for assistance in pubh'cizing 
this mysterious case nationally to the medical pro¬ 
fession.” 
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Physicians who may be able to supply a clue to 
the dead boy’s identity are asked to notify_ Phila¬ 
delphia detective headquarters (telephone Munici¬ 
pal 6-9700) or their local police department. 


Prevalence of Poliomyelitis.—According to die Na¬ 
tional Office of Vital Statistics, the following nurn- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Area 


Neir £Dg!aD(1 State* 

3/a/De . 

Xew Hamp^bire . 

Vermont ... 

Massachusetts .*. 

Rhode Island .. 

Connecticut ... 

Middle Atlantic States 

Xeir Yorl: . 

Mev dersey . 

Pennsylvania . 

Ea«t North Central States 

Ohio . 

Indiana .. 

Illinois . 

Michigan . 

WUconsin .. 

^Vest North Central States 

Minnesota . 

Iowa . 

Missouri .... 

North Dakota .. 

South Dakota .. 

Nebraska . 

Kansas . 

South .Atlantic States 

Delaware . 

Marylahd .. 

District of Columbia .... 

YirginiB . 

AVest Virginia ............ 

North CoroKna .. 

South Carolina .. 

Georgia .... 

Florida .... 


Fast South Central States 
Kentucky ................. 

Tennessee ... 

.Alahama ... 

31i55J55ipp; ... 

West South Central States 

.Arkansas .... 

Louisiana .. 

Oklahoma .... 

Texas .... 


MountoSn States 

Mootano . 

Idaho .. 

AVvoming ..... 

Colorado . 

New Alexico .. 

Arizona . 

Utah .. 

Nevada .. 


Pacific States 
AA'ashIngton 
Oregon .... 
California . 


Territories and Po‘:5e« 

.Alaska .. 

Hawaii .. 

Puerto Rico ....... 


dons 


Sept. 7. 

Paralytic 

Type 


4 

1 


1 

8 

6 

2 

2 

4 

1 

1 


o 


3 

2 

o 

2 

2 

2 


1 

2 

4 

9 


1 

1 

2 


2 

3 

1 

2 

3 


10A7 

Total 

Case«: 


1 

1 

1 

3 

12 

9 

1 

10 

4 
32 
25 
16 

4 


a 

1 

5 

3 

2 

7 

3 

3 

2 

3 

3 

S 

2? 

3 

1 
1 

2 


3 


o 

1 

36 

1 

2 

4 


251 


Sept. $, 
1956 
Total 
Ca=es 


o 


D 

6 


42 

25 

10 

46 

39 

303 

4B 

59 

15 

51 

2.9 

3 

39 

19 


5 
2 

35 

0 

34 

7 

2$ 

16 

14 

6 
3 

32 

9 

2S 

0 

47 

3 

C 

13 

5 

5 

s 

D 

17 

6 
57 


1 

S57 


Total 
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Pacific Coast Fertility Society.—The seventh an¬ 
imal meeting of the Pacific Coast Fertility Society 
will be held Nov. 7-10 at the El Mirador Hotel in 
Palm Springs, Calif. Scientific sessions will be de¬ 
voted to presentations related to new advances in 
the management of clinical infertility. The meeting 
is open to all physicians and research workers. 
Registration fee is $10. There is no fee for interns, 
residents, or armed scrvaces medical officers. Pro¬ 
gram chairman is Dr. Albert L. Banks, 707 Broad¬ 
way, Seattle. Advance registration may be made 
by writing to Dr, Edward T. Tyler, Secretary- 
Treasurer, 921 Westwood Blvd., Los Angeles 24, 
Calif. 

Midwest Physicians Mccting.-The midwest region¬ 
al meeting of the American College of Physicians 
will be held Oct. 12 at Lincoln Hall, UniversiW of 
Illinois, Urbana-Champaign. A total of 21 papers 
are scheduled for presentation, including “Reversi¬ 
ble Hvpertcnsion and Unilateral Renal Artery Dis- 
ease,’‘*bv Dr. Derek D. Gellman, Berkeley Fellow, 
Middlesex Hospital, London, England. Dr. Richard 
Kcm, president, Ameriean College of Physieians, 
will speak on “Some Personal Observations in the 
Near and Middle East’ at the dinner at the Urbana— 
Lincoln Hotel. A program of ladies’ entertainment 
has been arranged. For information write Dr. B. 
Smith Hopkins Jr., 602 W. University Ave., Urbana, 


density, economic prosperity, medical practice 
habits, and methods of payment for medical care in 
different parts of Canada, however, the Universitv 
of Toronto study will be conducted on a Dominion- 
wde basis. The program has been divided into 
stages, the first of which, limited to the Pro\1nce of 
Ontario, is already well advanced. 

In its survey the university examines the Upe 
and volume of illness treated by general medical 
practitioners. The university also intends to study 
the types of practice found in several areas in an 
effort to determine the type of family doctor needed 
in the diverse economic and geographic regions of 
Canada. The project lias tlie backing of the Cana¬ 
dian Medical Association and Canadian College of 
General Practice, and the financial support of the 
Canadian Department of Public Healffi and the 
Canadian Life Insurance Officers’ Association. 

LATIN AMERICA 

Yellow Fever Virus in Panama.-The Government 
of Panama has informed the Pan American Sani¬ 
tary Bureau, World Health Organization, that the 
virus of yellow fever has been isolated from a batch 
of Haemagogus lucifer mosquitoes captured in 
Penas Bakes, Province of Colon. This locality is 
near the Trans-Istliniian Highway, 20 miles south¬ 
east of tile city of Colon. 


Illinois. 

Audiology and Speech Fellowsbips.-Establishment 
of two fellowships in audiology and speech at 
Northwestern University, Evanston, 
announced bv the American Hearing Society, its 
member .ngency. tbo St. P..ul Hearing Soerei,’ end 
the nraversily. The training program ^e Se‘«d 
to preparing qualified persons for lyork m Jocal 

bearing aocietta. The V’ll" rsf Pan! 

a l,cq.m.rt from the Mycra ® "d 

Minn. arc to he known as the Re.™ Humbmd 
Mvers Fellowships. Each fellowship will pe)' 
a year for two years. For information wnte hfe 
Wnklcr executive director, American 
Crayton m Washington 

Hearing Society, 1800 H bt is. ^ b 

Survey of " Pjaefe.- 

FSta grlro"'’about $115,500 available over 

a Ueeun is employing many of 

The stu y* ^ personal interviews, direct 

the techniques, participating physi- 

observation of the , Hpveloned in a similar 

cians, and statLtic^ m^etl^^ js^orth Carolina, Chapel 

M.^'seotuse of great variations in populaUon 


FOREIGN , ^ ,, 

Dr. Guleke Honored.-The International College 
of Surgeons has conferred upon Prof. Dr. himlai 
Guleke^ professor emeritus of Ae University' o 
Jena, Germany, and former professor of the S 
gical University Clinic, 

Lignation of “hteter Surgeon.; oto 

Inve been given this distinction in Ae Colleges 
telrs rexltence. Prof. Guleke davelope'l 

‘li„"”e tnor —ced a, 

weenies which climaxed the “g' ” 

the U. S. and Canadian Sections of Ae college 

European Federation of Surgeons.-Two meehngs 

One will be held in Vienna Oct IMano 

during the Worlds ® “ff ^^der fc di- 

1958. The f'S and Pn>f. D'- 

rection of Prof. Dr. * cnrgical department, 
Leopold Schonhauer, o bring to- 

University of Aienna. Dutch, Swiss, and 

gether the German, A , presented, 

other sections. ^^S-Haus, Vienna. Nine 

Sessions will be “ “ “ 
surgeons will particip^ Scientific Aemes will 
gery of AAletic ^ve Tissues,’’ “Modern 

elude “Diseases of in Diagnosis and 
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tions of Internal Organs, Their Value and Dangers.” 
Entertainment will include a reception in City Hall, 
a visit to the opera, and tours. Inquiries about sci¬ 
entific matters should be addressed to Dr. Felix 
Mandl, Reichsratsstrasse 11, Vienna I. 

The Brussels congress will bring together the 
Austrian, Belgian, English, Finnish, French, Ger¬ 
man, Greek, Italian, Dutch, Spanish, Swiss, and 
Turkish sections. The meeting will be under the 
auspices of the Belgian section and fhe direction of 
Prof. Dr. John Henri Oltramare, of the University 
of Geneva and director of the European Federation, 
and Drs. Leopold Lambert, Andre Sondervost, and 
G. F. Van Keerhergen, president, secretary, and 
vice-president, respectively, of the Belgian section. 
For information write the Secretariat, International 
College of Surgeons, 1516 Lake Shore Drive, Chi¬ 
cago 10, Ill. 

DEATHS IN OTHER COUNTRIES 
Sir Charles Read.—Tire president of tlie Royal Col¬ 
lege of Ohstetricians and G^mecolo^sts, Sir Charles 
Head, was taken ill aboard his yacht recently and 
died soon after reaching a hospital in Dartmouth, 
England. Sir Charles was appointed president of 
tire Royal College of Obstetricians and Crmecolo- 
gists in 1955 and was reelected tlus year. He was 
an honorary fellow of the American Association of 
Obstetrics, Gjmecolog)', and Abdominal Surgeons 
and the American G>’necological Society, Or'er a 
period of years he had instructed medical students 
at Charing Cross Hospital and Medical School and 
other institutions, and postgraduate students at 
Hammersmith and Chelsea Hospital for Women. 
Bom in Dunedin, New Zealand, Sir Charles studied 
at tire University of Otago, Dunedin, and the Otago 
Medical School, where he won honors in clinical 
medicine. 


EXAMINATIONS 


AND 

LICENSURE 



national boabd of medical examiners 

Natio.v.\l Board op Medicai. ExAMiNsaAS: Fart I. Various 
Centers, Sept. 3-4. Sec., Dr. John B. Hubbard, 133 South 
3Btb St, Philadelphia 4. 

MEDICAL SPEaALTy BOARDS 

Am^cax Board of Anpsthesioi-ocy; Oral. Washington, 
Oct. 28-Nov. 1. Various locations in the United States 
and Canada, July 18. Final date for filing application is 
Jan. 18. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St, 
Hartford 15. 

Dermatology: Oral. Baltimore, Oct 
H-13 Final date for filing apph'cation was April 1. Sec., 
r. Beatrice Maher Kesten, One Haven Ave., New 

\ <^YV- no ' 


Americak Board of Internal Medicine: Written. Oct. 21. 
Oral Los Angeles, Sept 11-14. Final date for filing ap¬ 
plications was Feb. 1. Exec, Sec., Dr. W. A. M errell, 
1 West Main St, Madison 3, Wis. 

Amemcan Board of Neubologicai. Surgery; ExamiMtion 
given tirice annually, in the spring and faB. In nrder to 
be eligible a candidate must have bis application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 

Amemcan Bo.ard of Obstetrics anu Gynecology. Various 
locations in the United States and Canada. Port I. Jan, 2. 
Part II. Chicago, May 7-17. Final date for filing appli¬ 
cation is September 1. Sec., Dr. Robert L. Faulkner, 2103 
Adelbert Road, Cleveland 6. 

Amemcan Board op Ophthalmology: Oral Chicago, Oct, 
7-11. Written. Januarj' 1958. Final date for filing appli¬ 
cation was July 1. Sec., Dr. Merrill J, King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

American Board or Orthopaedic Surgery: Part I. April 
3-4, Rochester, Minnesota, Denver, Colorado, Washington, 
D. C. Final date for filing application is Nov. 30. Fort II. 
New York City, Jan. 29-31, 1938. Sec., Dr. Sam W. Banks, 
116 South Michigan Avenue, Chicago 3. 

American Board of Otolakngolocy: Chicago, Oct. 7-11. 
Final date for fifing applicatioa was in April. See., Dr. 
Dean M. Lferle, University Hospitals, Iowa City. 

American Board of Pathology: Oral and Written. Patho¬ 
logic Anotomy and Clinical Pathologi/. New Orleans, 
Sept. 26-28. Final date for filing application is August 
15. Sec., Or. Edward B. Smith, Indiana University Med¬ 
ical Center, Indianapolis 7. 

American Board of Pediatrics: Oral. CJiicago, Oct, 11- 
13. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

American Bo.ard of Plastic Surgery: Oral and Written 
Examination. San Francisco, Oct. 81-Nov, 2, Final date 
for filing case reports was July 1. Corresponding Sec., 
Miss Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMEmCAN Board of Prevestjvb Medicine: In Public. 
Health. Oral and Written. Cleveland, Nov. 7-9. Sec., 
Dr. Thomas F. Wha>Tie, 3438 Walnut St., Philadelphia. 

American Board of Proctology: Oral and Written. Paris 
I and II. September. See., Dr. Stuart T. Boss, 320 Frank¬ 
lin Ave., Garden City, N. Y. 

American Board of Psychiatry and Neurology; New 
York, Dec. 16-17. San Francisco, March 17-18. Sec., Dr. 
Dan'd A. Boyd, Jr., 102-110 Second Ave., S. W., Boches- 
ter Minn. 

American Board of Badiology: Washington, Sept. 23-28. 
Final date for filing apph'cation was June 1. Chicago, May 
20-24. Final date for fifing application is Jan. 1, 1958. 
Sec., Dr. H. Dabney Kerr, Kahler Hotel Bldg., Bochester, 
Minn. 

American Board of Surgery: Part II. Buffalo, Sept 23-24-, 
New Haven, Oct. 21-23; Indianapolis, Nov. 18-19; Cin¬ 
cinnati. Dec. 16-17; New Orleans. Jan. 13-14; Durham 
N. Car., Feb. 10-11; Baltimore, March 10-11; Chicago, 
May 12-13; Los Angeles, June 16-17 and Portland, Ore¬ 
gon, June 20-21. Sec., Dr. John B. Flick, 22’ So. loth St. 
Philadelphia 2. 

American Board of Urology: Written examination. Vari¬ 
ous cih'es throughout the country. Pathology and Oral 
Chmcal February' 1958. Location not decided. E.xec 
Secretary, Mrs. Buby L. Griggs, SO Westivood Boad. 
Minneapolis 16. 

Bo^ OF Thoracic Surgery: Written. Various centers 
throughout the country, Sept. 6, and the closing date for 
renstration was July 1, 1957. Sec., Dr. William H. Tuttle. 
1151 Taylor Ave., Detroit 2. 
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1 ? as vice-president of the Blue 

Island Cliamber of Commerce; on the staffs of In¬ 
galls Memorial Hospital in Harvey'and St. Francis 
Hospital, where he died Aug. 1, aged 66, of heart 
disease. 

Quay, ^^'illiam Hendricks, Wilkes-Barre, Pa.- West¬ 
ern Pennsylvania Medical College, Pittsburgh, 
1894; an associate member of the American Medical 
Association; veteran of the Spanish—American War; 
medical e.vaminer for the selective service boards 
ciiuing World Wars I and II; formerly practiced in 
Meadville, where he was on the staffs of the City 
and Spencer hospitals; served on the staff of the 
Titusville (Pa.) Hospital; died in Bloomsburg, July 
7, aged 86 . 


Oct. 5,1937 

Famham, Waldo Clay, St. Petersburg, Fla • Nfirti, 
western Umversity Medical School. Chicas'o S 
veteran of World War I; died to the MoeadS 

fnd 24, aged 75, of myocardial infarction 

and coronary thrombosis. 

Farrago James H, Santa Ana, Calif., Universil,. „( 
Louisvrile (Ky.) Medical Department, 1911 . a„ , 5 . 
sociate member of the American Medical Associa¬ 
tion; on the staff of tlae Santa Ana Community Hos¬ 
pital; died in St. Joseph Hospital June 6 , aged 78 
of cerebral thrombosis. ’ 

Guy, Robin Jefferson, Paynesville, Mo.; St Louis 
College of Physicians and Surgeons, 1910; died 
June 13, aged 69. 


Shaver, William Trantham, Albemarle, N. C.; Uni¬ 
versity of Maryland School of Medicine and Col¬ 
lege of Physicians and Surgeons, Baltimore, 1919; 
member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; served 
as president of the Stanly Count)' Medical Society 
and the Seventli District Medical Societ)'; veteran 
of World IVar 1 ; on the staff of tlie Stanly County 
Ho.spital; surgeon for the Southern Railway; died 
July 16, aged 63, of heart disease. 

Avcrill, Zclpha Walker, Mansfield, Ohio; Laura 
Memorial M'oman’s Medical College, Cincinnati, 
1897; served on the board of the Mansfield General 
Hospital; died July 20, aged 84. 

Baker, Br)'ant Orland * Dallas, Texas; Baylor Uni¬ 
versity College of Medicine, Dallas, 1938; member 
of the American Academy of General Practice; died 
July 24, aged 56, of acute myocardial infarction and 
coronary arteriosclerosis. 

Banks, Eldridge James Ellisville, Miss.; Memphis 
(Tenn.) Hospital Medical College, 1905; died in 
Jackson July 29, aged 85. 

Barnett, Spurgeon Hemperley, Little Rock, Ark.; 
St. Louis College of Physicians and Surgeons, 1917; 
Kansas City (Mo.) College of Medicine and Surgery, 
1920; died July 16, aged 71. 

Barsbay, Bernard, Castle Point, N. Y.; Tufts College 
Medical School, Boston, 1927; service member of 
the American Medical Association; specialist certi¬ 
fied by the American Board of Pathology; member 
of the College of American Patliologists and the 
American Society of Clinical Pathologists; chief^ of 
the laboratory service, Veterans Administration 
Hospital, where be died May 16, aged 54, of coro¬ 
nary occlusion. 

Christie, Ralph Conklin, Long Beach, Calif.; Uni¬ 
versity of Nebraska College of Medicine, Omaha 
1909- an associate member of the American Medical 
Association; veteran of World War I; formerly mem¬ 
ber of tlie city council and of tire city water com¬ 
mission; died Aug. 2, aged 74, of cancer. 


Hawks, Edwin Andrew Jr., Tulsa, Okla.; Washing¬ 
ton University School of Medicine, St. Louis, 1895; 
died May 30, aged 83, of a heart attack. . 

Hersohn, William Wolfe ® Atlantic Cit)', N. }.; 
Jefferson Medical College of Philadelphia, 1933; 
specialist certified by the American Board of Pa¬ 
thology; member of the College of American Pa¬ 
thologists and the American Society of Clinical 
Pathologists; veteran of World War II; associated 
witlr tire Atlantic City Hospital and the Shore Me¬ 
morial Hospital in Somers Point, where he died July 
17, aged 56, of acute myocardial infarction. 


Howell, Harriett, San Jose, Calif.; Hahnemann 
Hospital College of San Francisco, 1896; died June 
25, aged 82. 


Laroche, Armand ® Rutland, Mass.; University of 
Montreal Faculty of Medicine, Montreal, Quebec, 
Canada, 1922; member of the American Trudeau 
Society; assistant superintendent, Rutland State 
Sanatorium; died in tire Kerbs Memorial Hospital, 
St. Albans, Vt., July 6 , aged 60, of emphysema and 
renal tuberculosis. 


Lesem, Alexander Marx ® San Diego, Calif.; Col¬ 
lege of Physicians and Surgeons, Los Angeles, 
1914 ; served as city and county health ofBcer; died 
July 16, aged 77, of a heart attack. 

Loftus, Michael Emmet, Indianapolis; Louisville 
(Ky.) Medical College, 1904; died July 23, aged 
of a heart attack.^ 


jCartin, John Edward, Boston; Tufts Collge 
jdical School, Boston, 1908; on the staff of fte 
issachusetts General Hospital; died June > 
sd 78, of coronary occlusion. 
rGuire, Roy Alvin ® Fairfield, Iowa; State Um- 

rsity of Iowa College of Medicine, Iowa City 

38; member of the American Academy of Cen 

il Practice; past-president of the „ 

edical Society; formerly “^ool 

lere he was mayor and a Fairfield; 

ard; member of tire school board rn Fairfield. 

3 d July 19, aged 76. 
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CANADA 

Aseptic Meningitis with Rubelliform Rash.—In 
1956, Toronto virologists described the occurrence 
of 96 cases of aseptic meningitis, in about half of 
which a \irns was probably involved. In tire Cana¬ 
dian Medical Association Journal (77:1, 1957) they 
report a furtlier outbreak in Toronto and vicinitj- 
in 1956. There were 115 cases in children, and tlie 
most interesting clinical feature was the presence 
of a rubelliform rash in 50. Many other children 
were treated at home, and some adults were also 
affected, with an encephalitis occurring in most. 
Tlie cell count in the spinal fluid was unusually 
high, with many neutrophils in the difi'erential 
count, but the fluid was sterile. The condition 
seems to be new in Toronto, and some cases were 
probably due to a \'irus related to Echo virus tj'pe 
9. Strains isolated by tissue culture were patliogenic 
for suckling mice and caused myositis. They svere 
not neutralized by antisenims to ^'iruses of Cox- 
saclde hpes A9 or Bl-5. 

Parotitis with Herpangina.—Hewlett and Somlo re¬ 
ported four cases of what they considered a new 
entit)', parotitis and herpangina associated with the 
presence of Coxsackie virus, group A {Canad. 
M. A. J. 77:5, 1957). Tlie patients had a parotitis, 
fe\’er, and herpetiform lesions in the mouth and 
throat. In all four cases the presence of Coxsackie 
\inis was demonstrated in throat wmshings, and 
in hvo cases in tlie stool as w’ell, by the characteris¬ 
tic lesions produced in suckling mice tliat had 
developed paralysis and myositis. No evidence of 
mumps or herpes \'inis infection w'as found. 

Fluoridation Ruled Illegal.—The Supreme Court 
has ruled that metropolitan Toronto cannot add 
fluorine compounds to the water it supplies to 13 
municipalities. The argument began w'hen one of 
the municipalities. Forest Hill, sued Toronto, w'hich 
was proposing to fluoridate the w'ater. The first 
local decision was diat die senior authoritj' wms 
perfeedy entided to do so, but the Ontario Appeal 
Court reversed this decision, and w'hen Toronto 
carried its case to the Supreme Court the latter 
endorsed die Ontario Appeal Court’s decision by 
ye to two. The majoritj' decision says that the new' 
. etropolitan Toronto bylaw' is not aimed at mak¬ 
ing die supply of water more pure and w'holesome 
lit is designed “to cause the inhabitants of the 
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Metropolitan area, w’hether or not they w'ished to 
do so, to ingest daily small quantities of fluoride 
in the expectation that this w'ill render great num¬ 
bers of them less susceptible to tooth deca}'. Hence 
die bylaw' is considered to have exceeded the 
pow'ers conferred by the Ontario legislature. This 
raises die question as to whether other Ontario 
municipalities that have already fluoridated their 
W'ater are acting beyond dieir legal pow'ers. The 
situation could be put right by fresh legislation at 
the next session of the Ontario Provincial Parlia¬ 
ment. 

Voluntary Hospital and Medical Insurance.—At die 
end of 1955, about 6,700,000 persons, or nearly 437® 
of the Canadian population, had some form of vol- 
untaiy' hospital insurance, and 5,800,000, or 37%, 
of the population had medical insurance contracts 
to assist in paying for physicians’ ser\'ices. 'The hos¬ 
pital insurance figures must be read in conjunction 
with the fact that in four provinces there are public 
hospital schemes run by province and/or munici- 
palit>' and covering most of the population, so that 
voluntary' coverage there is confined either to per¬ 
sons not eligible to participate in die prowncial 
scheme or to those wishing additional benefits such 
as private W'ard care. Thus, though the rate of 
grow'th of membership in voluntary' schemes has 
flattened out in recent years, it still continues. The 
percentage increases in membership during 1955 
w'ere as follow's; nonprofit hospital insurance 6%, 
private hospital insurance 8%, nonprofit medical 
insurance 167o, and private medical insurance 87c. 
Ontario is die leading prownce as regards percent 
of population covered, both in voluntary' hospital in- 
smrance (717c) and in medical care insurance (51%). 

The Smoker’s Lung.—Hamilton and co-w'orkers 
{Canad. M. A. ]. 77:177, 1957) made histological 
sections of die bronchial mucosa from autopsy' ma¬ 
terial. Classification w'as made as to nonsmokers, 
smokers, and those w'ith bronchogenic carcinoma. 
(In the last group the lung opposite to that affected 
by the tumor w'as sectioned.) Tliey obsers'ed the 
follow’ing five ty'pes of morphologic change in the 
lining epithelium of the bronchi: basal cell hy'per- 
plasia, stratification, squamous metaplasia, transi¬ 
tional metaplasia, and intermediate change. The 
most significant difference between the three groups 
W'as diat basal cell hy-perplasia w'as present in 80% 
of patients ,ivith carcinoma, 86% of smokers, and 
only 40% of nonsmokers. It is impossible to say 
w'hether this change is due to smoking or is even 
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precancerous, though it certainly suggests that 
something has caused an altered growth and matu¬ 
ration pattern in tlie epithelium. 

Symposium on FIuothanc.-The July issue of the 
Canadian Anaesthetists Society Journal contains 
a symposium on the ne\vl\-studied fluorinated hydro- 
carhon, Fiuothane (2-bromo-2-chloro-l,l,l-trifluoro- 
cthane), a volatile anesthetic. This drug has been 
tried in scvcial cities. Chang and co-workers used 
it as an anesthetic in 310 patients, in 120 with a 
closed and in 190 with a semiclosed technique. 
Induction was cither by thiopental intravenously 
or by gas, o.xygen. and Fiuothane by mask. Tlie 
chief advantages of the drug are that it is non- 
inflammable and none.xplosive and does not cause 
respiratory irritation. It reduces bleeding and allows 
good control of respiration. Reco\'er\’ is inoderateh* 
rapid and postoperative vomiting rare. However, 
it does cause cardiovascular depression, often se- 
^•ere, and also respiratory depression, and it may 
cause cardiac arrhythmias. Relaxation is onlv mod¬ 
erate, and the drug is incompatible with epi¬ 
nephrine. 

After using it on 1,112 patients in Quebec City, 
Hudon found that it gave a pleasant induction and 
led to no anxiety provided it was administered 
smoolhl}' and w'ithout a sudden increase in concen¬ 
tration, wiu'ch can cause cardiac depression and 
dangcron.s hxpotension. The absence of broncho- 
constriction, laryngospasrn, and e.xccssive bronchial 
secretion aids pulmonary ventilation. It decreases 
capillary oozing and seems to combat shock. Mac- 
Kay of Toronto used it on 203 patients and found 
that it could be used by tiie open drop method 
for mass casualties. Ho strongly recommends avoid¬ 
ance of a closed method and finds the use of a con¬ 
tinuous flow’ nonrebreathing circuit (nitrous o.xide 
and oxygen) with a temperature compensated 
x’aporizer, the Fluotec, most satisfactory. Other 
reports drew' attention to the value of Fiuothane in 
pediatric anesthesia and in neurosurgery. 

Is Tonsillectomy Abvays Justified?—Le Riche and 
Stiver ( Canad. M. A. }, 77:109, 1957) made a sta¬ 
tistical study of the tonsillectomies performed on 
subscribers to a nonprofit medical care plan in 
Ontario over a six-month period. There w'ere 4,281 
cases, and the annual tonsillectomy rate per 1,000 
participants in 12 counties w'as found to vary be- 
tw'een 29.0 and 3.5 (average 19.8). Another study 
show-ed that the rate w'as no higher in subscribers 
than among those not covered by insurance and 
that more rural than urban patients lost their ton¬ 
sils. Because of the great variation in rates by 
county, the authors examined the preoperative and 
postoperative histories of 1,000 patients, most!)' 
children, to see wdiedier they were any healthier 
after the operation. There W'as a marked reduction 
in physicians’ calls for nasal and pharyngeal infec- 
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Rons m the year after operation. On a basis of cull 
for acute pulmonary infections, 54% of tire m2 
appeared to have benefited. No benefit wj £ 
m patients wadi allergic rhinitis. In 135 patient 
tliere w'as no preoperative histor)' of pulmwan 
phaiqmgeal disease, and it is concluded that^tli 
tonsils were removed because of their appearanci 

DENMARK 

Treatment of Alcoholisra.-Five articles in Ugeshi 
for Jaeger for June 6 and July 4, 1957, throw soni 
Jiglit on what is being done to combat alcoholisn 
Dr. 1. Venge gives an account of the ambiilatoriui 
and the sanatorium which have been in operatic 
since April, 1953. The ambulatorium is attached I 
the Copenhagen City Hospital, and the sanatoria., 
is established at Jaegersborg. The two are under the 
same chief and are served by the same staff. Disul- 
firam is given to all patients, the only contraindica¬ 
tion being some serious disease such as uncompen¬ 
sated or severe heart disease. Venge believes too 
much must not be hoped for from psychotherapy, 
especially wdien applied on any w'holesale scale. Tlie 
best form of psychotherapy is by means of a close 
association behi'een the patient and a social u'orker 
acting as a custodian under tire superidsion of a 
psychiatrist. More than 33% of the author’s patients 
show' improvement, a higher rate than is obsen'ed 
in the treatment of other neurotic and psychopatliic 
conditions. Dr. L. M. Sonne reports on the work 
of tire psychiatric department of the Bispebjerg 
Hospital to w'hich 610 alcoholics w'ere admitted in 
1955. Vdiile 28% of the male psychiatric pafients 
admitted w'ere the wetims of alcoholism, diis was so 
w'ith barely 5% of the w'omen. In 33% there was a 
history of attempted suicide. 

Cancer of the Lung.—The thoracic surgery depart¬ 
ment of the Oresund Hospital in Copenhagen issued 
a study by Dr. C. M. Smidt entitled “The Diagnosis 
of Lung Cancer.” A comparison of the symptoms 
of the 172 patients found to be suffering from lung 
cancer wnth symptoms of 823 other patients not suf¬ 
fering from cancer has led to the conclusion that in 
its early stage lung cancer presents no specifically 
characteristic symptoms. Such roentgenographic 
changes as atelectasis in a patient of tlie lung cancer 
age maj' be suggestive but none of these changes 
can be said to be pathognomonic of lung cancer. 
Bronchography is a useful supplement to tlie diag¬ 
nosis of lung cancer, but by itself it does not war 
rant either the confirmation or the invalidation o 
such a diagnosis. In Smidt’s material there were / 
patients in whom the diagnosis of lung cancer cou 
not be confirmed or ruled out by a comhinabon ot 
tests. They were therefore subjected to an exp ‘ 
tory thoracotomy. Thirty-two patients wer 
to have lung cancer. 
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ISRAEL 

Poliomyelitis.—A dramatic drop in the incidence of 
poliomyelitis was recorded in June. 1957. as com¬ 
pared with June. 1956—6 cases and no deaths as 
compared with 6-1 cases and 3 deaths; in May, 1957. 
there were 4 cases and no deaths compared witli 26 
cases and 3 deaths in May, 1956. While Ministry of 
Health sources are still cautious about attributing 
this decline to the national Salk vaccine program, 
tliere is an unmistakable feeling of quiet jubilation 
among its officials. A breakdown of the first six 
months of this year as compared to 1956 shows 10 
cases in January- as compared with 10 cases and 
one death in Januarj-, 1956; February-, no cases as 
compared with 4 and one death; March, 3 cases as 
compared nith 4 and one death; and April, no cases 
compared witii 8 and one death. Of tire children 
who contracted the disease this June, only one had 
been inoculated with Salk vaccine. 

Hearing Tests on School Children.-E. Korine 
(Harefua 52:262, 1957) reported a series of 17.000 
audiometric hearing tests in school children. Hear¬ 
ing loss in children is not always noticed by the 
parent or the teacher, but the child nith defective 
hearing is severly handicapped in his studies or may 
be wrongly accused of laziness. The results of these 
tests showed that 77c of the school children suffered 
from loss of hearing; 57c needed medical treatment 
for such conditions as otitis media: adenoiditis, and 
tonsillitis. One in a 1,000 needed rehabilitation 
through lip reading and hearing aids. These findings 
are almost identical with those of the United States 
imd England. It may be assumed that, of Israel’s 
300,000 school children, about 15,000 need otological 
treatment and supen'ision for loss of hearing. 

Idiosyncrasy to Meprobamate.—E. DaMs (Harefiiah 
53:37, 1957) reported two cases of hj-persensiti\ity 
occurring during meprobamate medication. Both 
cases are outstanding, because after the patients had 
taken only one tablet of 400 mg. of meprobamate, 
an allergic reaction occurred in the form of general¬ 
ized urticaria in the first patient four hours and in 
the second five hours after the tablet was taken. 
After four days, the reaction subsided without spe¬ 
cific therapy. One of the patients had a history^ of 
allergy to penicillin, and the second had had allergic 
reactions to various medicaments. These two reac¬ 
tions appeared among 20 patients treated with the 
drug. 

Cortisone in the Treatment of Sterility.—According 
to Polishuk and Hochstaedt (Harefiiah 53:57,1957), 
the increased production of androgenic hormones by 
the adrenal cortex, as seen in the adrenogential sym- 
drome and related conditions, impairs the menstrual 
mechanism by a direct effect on the endometrium 
and by depressing the pituitary' gonadotropic 


hormones, thus causing amenorrhea, nono\'ulatory 
cycles. Or corpus luteum deficiencies. In patients 
complaining of sterility, cortisone has been given 
to inhibit stimulation of the adrenal corte.x. de¬ 
crease androgen production, and permit a normal 
relationship between tlie pituitary gonadotropins 
and the ovaries. Eleven patients were selected for 
treatment wdth cortisone according to the following 
criteria; (1) sterility of over two y’ears’ duration, (2) 
presence of ovcuiim dysfunction (amenorrhea, nono- 
XTilatory cycles, or corpus luteum defects). (3) 
chnical signs of masculinization, and (4) increased 
e.xcretion of 17-ketosteroids. In all patients any 
other cause of sterility was first ruled out. Cortisone 
was given for six to eight weeks. Initial doses were 
75 mg. daily for two weeks, with the dose gradually 
decreased to 25 mg. daily. Seven of these patients 
became pregnant. Of these, foiu had normal deliv¬ 
eries. two have not yet been delivered, and one had 
a tubal pregnancy. The effects of cortisone admin¬ 
istration on ovarian function lasted from four to six 
months. Xo abnormalities were noted in the infants 
born to the mothers. 


JAPAN 

Orphans.—The Japanese children s bureaus are car¬ 
ing for over 60.000 orphans, many of whom owe 
their lives in part to some members of tlie United 
States armed forces. The present reduced budget 
presides food at a bare subsistence level, and the 
women who care for the children day and night 
are grossly underpaid. Bales of discarded clotlies 
shipped from the United States help out the budget. 
The diet of these children is notably deficient in cal¬ 
cium and vitamins. One group of veterans who saw 
service in Japan has formed a club, tlie purpose of 
which is to extend moral and financial aid to about 
600 orphans on the Isle of Sado. This is the first real 
helping hand stretched across the sea for the help¬ 
less orphans. 

Homicidal Instructors.-On two occasions students 
in Tokyo w'ere beaten to death by one of their in¬ 
structors. Corporal pimishment by a teacher is strict¬ 
ly forbidden, but the school authority lacks sufficient 
psycliiatrists to weed out the misfits from the teacli- 
ing profession. 

PERU 

Giant Hypertrophic Gastritis.—.At a meeting of die 
Faculty of Medicine of Lima, Dr. Daniel Becerra de 
la Flor, auxiliary professor of surgery, reported a 
case of giant h\-pertrophic gastritis. Less than 12 
cases of this disease have been reported. .A 74-year- 
old woman was admitted to the hospital in .August. 
1955. She had been in good health until five months 
prior to admission when she began to suffer fn. 
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clull epigastric pain radiating to the umbilicus and 
the nglU hypochondrium. In the two months before 
.she was admitted, the pain became continuous and 
more se\-ero. and anorexia, nausea, vomiting, loss of 
weight insomnia, and increasing weakness devel¬ 
oped. Tile vomiting occurred after food intake, and 
at times the vomitus contained food particles in¬ 
gested four or five days earlier. When vomiting oc¬ 
curred w’ithout the ingestion of food, the vomitus 
was acholic and consisted of glairy mucus. No hem- 
atemesis nor mclena were noted. A tumor could be 
felt in the epigastrium and right hypochondrium, 
but earh' in the course of the disease'this would dis- 
appear when massaged. This u'ouJd be followed by 
a relief of tlic symptoms, but later, massage gave 
no relief. 

Phy,sical c.xamination revealed an emaciated 
woman with marked edema of the legs and tend¬ 
erness over a firm, irregular, epigastric tumor. The 
blond protein le\-cl was 5 Gm. per 100 cc., and there 
was a mild hyponatremia. Free acidih' was absent 
in the gastric secretion and eight units were elicited 
by histamine stimulation. Cytological examination 
of the stomach contents failed to reveal neoplastic 
colls. A gastrointestinal scries revealed a hypotonic 
and liypoperistaltic stomach with a rough defect in 
the antral region and inability of the barium to pass 
into the duodenum. The radiologist made a tenta¬ 
tive diagnosis of gastric neopla.sm. At operation, six 
da\’s after admission, almost half of the stomach 
was found to be tnvaginntcd into the first portion of 
(he duodenum, which was enormously lengthened. 
A Polyas partial ga,strcctomy was performed. The 
resected .segment included a polypoid, sessile, irreg¬ 
ular, brain-shaped mass that was elevated 3.5 cm. 
above the normal .surrounding tissue. Histological 
e.vamination revealed a giant hypertrophy of all the 
normal constituents of the gastric mucosa. The jra- 
tient made an uneventful recovery. 


SWEDEN 

Lobectomy for Pulmonaiy TubercuIosis,-In Nor- 
(lisk medicin for June 20, Dr. V. 0. Bjork gave an 
account of tlie 301 lobectomies he performed for 
pulmonar\' tuberculosis. He found advanced age no 
contraindication, and among his patients were five 
operated on after they were 60. While four of them 
tolerated the operation well, the fifth, aged 64, died 
two days after the operation with signs of coronary 
insufficiency. The indications for operation were 
cavitation in 85%, bronchial stenosis in 9%, 
ectasis in 2%, tuberculous pneumonia in 2%, and 
tuberculous empyema witb a bronchial fistula m 2/o. 
A cure could be claimed in 85% on the of 

negative guinea pig and sputurn tests The 15% 
for whom a cure was not claimed consis ed of pa¬ 
rents in whom tubercle bacilli were still demon¬ 
strable, The resected portion of the lung having 
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already been largely destroyed by tuberculosis the 
loss of tins portion by operation did not appreciabK 
reduce the gas exchange or ventilation of the im 
on the side operated on. There was. however ! 
significant diminution of the maximum ventihtL 
capacity. In 283 patients, the resection S S 
bined with a plastic operation, and there wereonlv 
18 patients in whom the lobectomy was independent 
of any simultaneous operation designed to reduce 
the capacity of the chest. Bjork noted, however 
that several of his patients with pulmonary tuber¬ 
culosis had cavitation uith the disease confined to 
one lobe. For such patients primary lobectomy can 
be performed without any supplementary plastic 
operation. These comparatively new cases are in 
marked contrast to older series in which tubercu¬ 
losis was usually bilateral and most of the patients 
had previously undergone pneumothorax on one 
or both sides. 

Surgical Treatment of Peptic UIcer.-Dr. S. Richter 
{Nordisk medicin, June 20, 1957) has reviewed his 
e.vperiences of the last 20 jmars during which he 
treated 2,765 patients with peptic ulcer. There was 
no evidence that patients subjected to gastric re¬ 
section are peculiarly liable to contract pulmonary 
tuberculosis. Dr, S. Greth'e reported on a series of 
283 gastric resections. While he had no postopera¬ 
tive deaths among his 246 patients with chronic 
recuiTent ulcer, he had two such deaths among the 
27 patients with perforation of the ulcer. His follow¬ 
up examination showed that 70% of his patients 
were completel}' free of gastric symptoms, though 
ses'eral of tliem had some slight difficulty with their 
food suggestive of tlie dumping s)'ndrome, This 
did not, however, impair tlieir capacity for work. 
Grettve concluded that the Billroth 2 operation in¬ 
sures a low mortality and small risk of relapse. 

Traffic Accidents.-Traffic accidents now cost Swed¬ 
en 269 million krona yearly. Dr. Ivar Palmer (Nor- 
disk medicin, Aug. 8, 1957) has reviewed the 
findings of tlie Northern Surgical Congress held m 
Stockliolm last summer. It was pointed out but not 
statistically proved that the noise of motor traftc 
must to some extent be held responsible fox tr^c 
accidents by virtue of the irritation it causes. 1 his 
factor has not been measured, and, if it is to be done, 
money must be spent on research. Tire noisy motor 
bike causes three times as many road ‘ 

the motor car, although cars outnumber molo 
bikes. Research is also needed into tire 
poisons such as gas fumes, carbon ^ 

le engine or a cigaret, and 
including alcohol, on road acciden s_ P 
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practice tliis means that the jDhysician likely to be 
called on to drive a car at any time must not e\'en 
take a bottle of beer, which is enough to raise the 
concentration of alcohol to the above level. The 
part played by alcohol has hitlierto caught the at¬ 
tention of the traffic authorities witli almost mono- 
maniacal interest. Drunkenness in traffic must be 
combated as effectively as possible, but one is 
tempted to ask if the campaign against it has not 
been overzealous. 

Is Neglect of Antitetanic Serum Defensible?—A 
disciplinary case brought to the attention of the 
Swedish Doctors’ Liabilitj' Committee has again 
raised doubts ov'er the decision for the prophylactic 
administration of antitetanic serum as soon as a 
serious wound has been inflicted. Tlie patient was 
a 7-year-old girl who fell on a sphnter of glass 
which opened a 2-cm. wound on the fle.xor aspect 
of her right hand. Tlie girl was promptly taken to 
a polyclinic, where her v’ound v’as treated with 
hydrogen peroxide and then sutured. She was told 
to return a week later, but when she did so the 
wound was found to be punilent. Sutures were 
removed and the wound opened so as to allow the 
escape of pus. A dressing was applied, and the 
fault)' position of tlie hand was corrected by a splint. 
Antitetanic serum and to.xoid were given, because 
stiffness of the neck, lower jaw, and right arm had 
been detected tlie day before. The girl died a few 
days later of tetanus. Her father appealed to the 
liability committee, whose experts gave a cautiously 
worded judgment which is published in Svenska 
lakartklningen, Aug. 16. To tlie complaint that 
serum had not been given sooner, it was answered 
tliat, as far as could be ascertained, tliere had been 
no error or neglect in the treatment given; but the 
comments of one of the experts on the case imply 
that washing with hydrogen peroxide does not by 
itself satisfy die nihngs of the Swedish Surgeons’ 
Association on the prevention of tetanus. 


UNITED KLNGDOM 


Maternal Mortality.—An editorial in the British Med¬ 
ical Journal of Aug. 3 draws attention to certain 
defects which persist in spite of die march of prog¬ 


ress. In 1928, 2,920 women died as a result of preg¬ 
nancy Or from causes direcdy associated with it. 
In three years, 1952 to 1954, diere ivere 1,987 deaths 
under this same heading. The four leading causes 
of deaths were toxemia (22%), hemorrhage (17%), 
abortion (14%), and pulmonary embolus (13%i). 
Sepsis accounted for only 3.8% of these deaths, and 
ffiis remarkable decrease is the most outstanding fac¬ 
tor in the reduction of maternal mortalit)'. Twenty- 
five years ago sepsis was responsible for more than 
33% of maternal deaths. Among the 316 “associated” 


deaths, heart disease was the most common cause, 
accounting for 121. There were 18-3 deaths after 
cesarean section and 49 due to complications of 
anesthesia. 

Since eclampsia can be prevented by rigid pre¬ 
natal supervision, it is discouraging to note that 110 
mothers died from tliis disorder. The most glaring 
deficiency was in the quality of prenatal care. A 
number of these deaths were clearly due to lack of 
cooperation behv'een physician, midwife, clinic, or 
hospital. Shortage of antenatal beds has been blamed 
for late admission of patients with severe preeclamp¬ 
sia, but this is not reasonable justification for a hos¬ 
pital sending “home-to bed” a patient with albumin¬ 
uria, edema, and blood pressure of 168/110 mm. Hg. 
Another patient whose blood pressure wms 220/130 
mm. Hg w'as allow'ed to return home. Again, when 
so much time is spent in teaching the importance 
of an early rise of blood pressure, it is hard to un¬ 
derstand w’hy a mother was not admitted to hos¬ 
pital w’hen her systolic blood pressure w'as over 200 
mm. Hg. 

It is believ’ed that half of the deaths from hemor¬ 
rhage in antepartum cases and 90% in the postpar¬ 
tum group could have been prevented. Deatlis from 
postpartum hemorrhage with retained placenta pre¬ 
sented a higher proportion of avoidable factors 
than any other group. In many instances the “flying 
squad” was called too late, or the patient was re¬ 
moved to hospital without resuscitation or with the 
placenta undelivered. These squads should not be 
staffed by junior medical officers. The family physi¬ 
cian or midwife needs e.xpert help w'hen calling for 
it, and an experienced obstetrician and anesthetist 
should alw'ays be members of the team. It w'as not 
ahvays in the home that attendants did not appre¬ 
ciate the dangers of slow', continuous hemorrhage. 
Perhaps w'hen ergonovlne maleate is given routinely 
with the delivery of tlie baby, these tragedies, al¬ 
most w'holly prev’entable, w'fll no longer appear in 
maternity reports. Tliere w'ere verv' few avoidable 
factors in deaths from pulmonary embolus, but, in 
cases of abortion, it w'as a different story. Many do 
not realize that it is most often the married w'oman 
with a family who succumbs to the complication of 
procured abortion; there were 85 such cases. 

The report issued by the Ministri' of Health rec¬ 
ommends that there should be (1) better antenatal 
care, especially in early detection and early treat¬ 
ment of toxemia; (2) more prompt and more effec¬ 
tive treatment of hemorrhage, especially through 
the use of “fl>lng squads” for the emergencies of 
domiciliary midwlferv'; and (3) better selection of 
patients for specialist care at the hospital, especial¬ 
ly women in the older age groups and higher pari¬ 
ties. Time and again the report underlines the lack 
of teamw'ork between those responsible for the care 
of the e.xpectant mother. 
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Ohlitcralivc Brachiocephalic Arteritis; Pulseless 
Disease of Takayasu. T. B. Gibbons anti R. L. King. 
Circulation 15:845-849 (June) 1957 [New York]. 

The authors report a 42-year-okl woman with 
oblitorali\’c brachiocephalic arteritis, a rare vas¬ 
cular disease. Except for a fractured clavicle in 
childhood, there was no history of tiaiima and no 
evidence of aortic aneurysm or dissection oi syph¬ 
ilitic infection. The patient was admitted to the 
hospital for study of low blood pressure and claudt- 
cation in the left leg, right arm, and jaw. She also 
had a feeling of weakness of the eyes as it they 
would cross” followed by a sensation of slow gyra¬ 
tions in the head and partial loss of balance. Eaci 
spell lasted from 4 to 10 minutes and was followed 
iiv nausea. Ophthalmoscopic examination revealed 
slight glaucomatous cupping but no evidence of 
cataracts, corneal opacities, or vascular looping m 
the region of the optic disk. The 
were not pulsatile to palpation; both radial arteries 
^•cre wLaklv palpable at times, but ulnar pulses 
were absent. Tlie left popliteal and dorsalis pedis 
arteries and both posterior tibial vessels were non- 

™’BisMroxycoumarin 

lo a,,. 

conti-ol. Tlie patien . |^ome. Six weeks 

to continue the same subjective im- 




lime, and U.cy must not be « i arc ".o'are tl>e 

from them. 


pearance of claudication in the left leg. She con¬ 
tinued to have occasional transient blurring of 
vision. An angiocardiogram was performed, ami 
tlie first portion of the innominate artery, the en¬ 
tire left subclavian artery, and the proximal seg¬ 
ment of the left common carotid artery were not 
visualized. The right subclavian artery could be 
faintly ti-aced at its junction with the right common 
carotid artery, but not distal to this point. The 
axillary arteries and the distal portions of the 
carotid arteries, including tlieir bifurcations, were 
clearly seen and appeared normal. 

The case of this patient did vary from the txpical 
case of brachiocephalic arteritis in 3 respects: 
there was no objective evidence of organic damage 
to the eyes beyond glaucoma, the patient did not 
have carotid sinus syncopal attacks, and she ap¬ 
parently did have involvement of the left i lac 
artery, but all tliese variations have been described 
in patients with Takayasu’s disease. At present the 
patient is being maintained on 15 mg. of predm- 
Lne per day and sufficient Dicumarol to prmade 

a desked degree of 

therapeutic results obtained with these 2 drugs 
thus have been encouraging. Although the case o 
This patient is only the third of 
reported in this country, 5 probable case 
been described under other diagnoses. In conWt, 
nearly 100 cases have been recognized J‘P‘ 
and Europe. 

Retrosternal Novocaine ® THape'" 

" aS"™ (N0. 4) (April) ® (in 
Russian) [Moscow]. 

The method consists it 

18 cm. long “I'’*® until aordc pnta- 

downward belund ^ solution of 

tions are felt. From 60 ><> M m 
novocaine is then injected jujeclions were 

tinnm. Three ta*e"i .n,eo_^ 

given to 59 patients, between angmel 

Veardial infarction and “4 ^ ^ paileaB 
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diesia therapy is efiective in coronary' insufiBciency. 
Tlie anestheaa of the para-aortic and cardiac 
plexuses produces anesthesia of the pain conduct¬ 
ing fibers and improves the coronarj' circulation 
by tlie dilating effect upon the coronarx^ arteries. 
Extrasystoles, paroxj'smal tachycardia, atrioventric¬ 
ular block, and block of the bundle of His do not 
constitute a contraindication to the above treat¬ 
ment. Blood pressure higher than 200/110 mm. Hg 
or low blood pressure (lower than 90/50 mm. Hg) 
constitutes a contraindication. 

Prognostic Factors in-Myocardial Infarction. G. E. 
Honey and S. C. Truelove. Lancet 1:1155-1161 
(June 8) 1957 [London]. 

The records of all patients admitted with myo¬ 
cardial infarction to.the Radcliffe Infirmary from 
1940 to 1954 inclusive'xvere analyzed together xxnth 
those of a small number of patients in whom the 
disease developed while in hospital for other dis¬ 
orders. This first of 2 reports on 54.3 attacks of 
myocardial infarction is concerned xvith the prog¬ 
nosis in the acute attack (the 2 months after ad¬ 
mission). One-third of the 195 deatlis that occurred 
during these 2 months ensued on the first day. 
Thereafter the rate of djong fell off progressively. 
Tlie presence of shock or hx'potension or both when 
the patient arrived at hospital was associated with 
an increased risk of death wthin 48 hours of ad¬ 
mission. Among patients who survived the first 48 
hours, a different set of factors was associated with 
an increased risk of death during the rest of the 
acute attack. These were a bistor}' of cardiac 
astlima, en'dence of cardiac failure (eitlier left or 
right ventricular), cardiac arrhythmia (including 
multiple extrasystoles), gross cardiac enlargement, 
and diabetes mellitus. Factors which have been 
supposed to be associated xxith bad prognosis had 
no such association in die present series. These 
factors were a prexaous attack of myocardial in¬ 
farction, prexlous angina of effort, prexlous breath¬ 
lessness on exertion, and previous hv'pertension. 
Prognosis was likewise unaffected w'hetlier the on¬ 
set was widi the patient at rest or" during e.xertion. 
Anticoagulant therapy was first used in diis series 
of patients in 1948 and w'as in extensive use by 
1952. The over-all effect of anticoagulant therapy 
On the deadi rate has not been v'er)' great, and the 
improv'ement can be accoimted for by the almost 
complete abolition of deaths from pidmonarv^ em¬ 
bolism. 

Prognostic Factors in Myocardial Infarction. G. E. 
Honey and S. G. Truelove. Lancet 1:1209-1212 
(June 15) 1957 [London]. 

This second report on prognostic factors in myo¬ 
cardial infarction review's the long-term prognosis 
of the 348 survivors of die acute attack, which is 
defined as lasting 2 months from admission. About 


1 in 7 of the survivors died during die remaining 
10 months of the first year, and this rate was con¬ 
stant throughout the whole period cov'ered by the 
study. In the second year a further lO'ic- died. 
Thereafter, about 5'ie died each year. Bad prog¬ 
nostic factors, which can be recognized early in 
the acute attack, were evidence of cardiac failure 
(either left v'entricular or congestiv'e and not neces¬ 
sarily severe); cardiac arrhv'thmia including midtiple 
e.xtrasystoles; gross cardiac enlargement; and 
(though less important than the foregoing) a pre¬ 
vious attack of myocardial infarction. Patients vv'ho 
displayed one or more of these features constituted 
a bad-risk group. They had 4 times the chance of 
dving in the remainder of the first year as did the 
patients with none of them. Over the course of 5 
years, tlieir chance of dving was double that of the 
good-risk group. Age w'as of negligible consequence 
in the long-term prognosis compared with whether 
tlie patient fell into the good-risk or the bad- 
risk group. 

Among the good-risk group, the main cause of 
death within 5 years of the acute attack was reciu- 
rent infarction. The incidence of this was high 
among the patients under 60 and was the sole 
cause for their e.xpectation of life being much 
worse than tliat of a sample of the same age and 
sex of the general population. By contrast, the pa¬ 
tients of the good-risk group over 60 years had a 
low' rate of recurrent infarction. Their e.xpectation 
of life was tlie same as that of otlier people of their 
age and sex. Among tlie bad-risk group, recurrent 
infarction was common in both main age groups. 
In addition, cardiac failure not associated with an¬ 
other infarction was a potent cause of death. 

Primarv' Cardiac Tumor (Sarcoma): Case with Lm- 
usual Clim'cal Course. V. Faber, E. S0ndergaard 
and A. Bach. Ugesk. Imger 119:696-698 (May 30) 
1957 (In Dam'sh) [Copenhagen]. 

Tumors of the heart are rarely included in diag¬ 
nostic considerations, and, according to Engle and 
Glenn, the diagnosis of tumor of the heart has been 
made before death in only 14 cases. In the case of 
a primary' sarcoma in the right atrium in a man 
aged 24 the multiple diffuse infiltrations in both 
lungs seen on roentgen examination could be in¬ 
terpreted as metastases, but neither heart ausculta¬ 
tion nor electrocardiogram suggested primarv' local¬ 
ization in the heart. The clinical course was domi¬ 
nated by increasing hemorrhagic e.xpectoration and 
anemia. There vv'as no dyspnea or cv'anosis. Autopsy 
disclosed the site of the primary tumor, which on 
microscopic examination was found to be a sar¬ 
coma. The necrotic hemorrhagic metastases in the 
liver were of the same character as the tumor 
tissue in the heart, and tlie metastases to the lungs 
showed mainly the same structure as those in the 
liver, but with more abundant cv-toplasm. 
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The Beck Operation for Coronaiy Artery Disease. 

C. S. Ik'ck aiul B. L. Brofman. Minnesota Med. 
40;462-lG6 (j\dy) 1957 [St. Paul]. 

Two thing.K happetx when a coronary artery is 
narrowed or occluded, namely, tlie production of 
electrical currenl.s and the death of muscle. Elec¬ 
trical current.s are produced in response to an in¬ 
creased oxygen din'erential, due to contact of poorly 
oxygenated nmscle with well-oxygenated muscle, 
and the death of muscle occurs as a result of an in- 
adeq\mte blood supply. An ischemic area of muscle 
is capable of “triggering" a response in that it 
is acutely sensitive to slight increa.scs or decreases 
in the blood supply, which reduce and increase 
its destructive power respectively. The heart is 
exceedingb’ vulnerable to small alterations in blood 
supply because of the precise segmental arrange¬ 
ment of the cardiac vascular network, where each 
coronarv artery and each branch of a major 
coronary artery supplies a discrete segment of 
mvjscle. .Some persons (G'ic) ha\'c v'ariable connec¬ 
tions b('tween coronary arteries or their branches 
and are. thus, to a greaiter extent less \'ulnerable to 
coronaiy occlusion because of the existence of this 
wllateral network. The Beck operation is a simple 
procedure consisting of 4 steps: passage of a liga¬ 
ture around and constriction of the coronary sinus 
down to a lumen of G mm.; abrasion of the lining 
of the parietal pericardium and cpicardial surface 
of the heart; application of 0.3 Gm. of coarsely 
ground asbesto.s to the surface of the heart; and 
bringing of the mediastinal fat into contact with 
the lieart to act as a graft. This procedure accom¬ 
plishes ses-eral favorable ends: greater c.xtraction 
of oxvgen from the venous blood, a reduced oxygen 

dilTer'ential, and the production of 
channels. The onlv untoward result of tins procc 
dure is an increased capillary pressure leading to a 
reduced total coronary inflow. Contraindication, 
for operation include signs of congestive lear 
• ilure (cb'.spnea at rest, rales, and peripheral 

100 consecutive operations with zero morta i >• 

Med. 40:467-470 (July) 19o7 [St. I au J. 
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associated disease that per se significantly Imits 
life expectancy. Many of the patients in this series 
(75%) had suffered at least one clinically proved 
myocardial infarction, 2 or more infarctions haiin^ 
occurred in 20% and angina pectoris ranging in 
severity from mild to complete status anginosus in 
95%’. Patients with symptoms of longer duration 
(e.xceeding 3 years) tolerated the operation mucli 
better than those with symptoms of shorter dura¬ 
tion. Operation is temporarily contraindicated in 
patients exhibiting anxiety’ and apprehension be¬ 
cause of the specific deleterious effects (greater 
operative risk presumably in association with a 
lowered fibrillatory threshold) peculiar to patients 
so affected. The total mortality’ in a group of 225 
patients was only 5%’ (11). A more recent series of 
100 consecutive operations salvage cases) re¬ 
sulted in only one fatality’. Generally, the immediate 
postoperative course is uneventful, long-term fol- 
low-np rei’caliiig that 15 of tlie first 100 patients 
liaving severe “attacks ’ required hospitalization (3 
instances of transmural myocardial infarction and 
12 patients with one or more bouts of severe pre¬ 
cordial pain), from which all recovered with no 
worsening of the sy’inptoms and with the majority 
returning to work in 1 to 4 weeks. Complication 
such as severe narcotics addiction, psychoses, and 
cerebrovascular accident were disclosed in some of 
the few patients (10%) in whom long-term follow-up 
revealed no improvement. It is of interest that o 
patients having ei'idence of congestive heart failure 
prior to operation were better compensated post- 
operativelv. Several patients obtained remission of, 
in addition to the common sy'mptoms of coronary 
heart disease, some unusual manifestations, namely, 
p ;l.ure .4,.ricuto beats (5%) 

6 months to 5 years after oP™*’™', 

not to be precluded by surgery, as 

"s symptomatic rather than prophylactic in nature 

Temporar,. Edracorporeal Ctalate^^ 

r' f rf1”c[se°s D.t Cooley, B. A. Betao«|. 
K dIb^ J. R. Latsoa A„o. Sur. 
899-914 (Jane) 1957 [PWladelplaa]. 
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to arterial regions. The method employed in the 
indiridual case depended upon the location and 
nature of the lesion. Total cardiopulmonarj'- bj^Jass 
was used in 88 and unilateral bj^pass in 10 patients. 
The oxwgenator system was a bubble diffusion tj’pe, 
which produced consistently good oxj'genation 
without serious hematological changes. Ventricular 
septal defects were repaired in 45 patients. De¬ 
crease in pulmonar\'^pressure occurred at operation 
in all patients, and clinical improvement resulted 
in the 38 siu^dvors. 

Repair of atrial septal defects was usually well 
tolerated under cardiopulmonan,' bj'pass and is con¬ 
sidered to be the metliod of choice for these defects. 
Among 12 patients operated upon 10 recovered 
and are apparently cmred. Complete correction of 
tetralogs' of Fallot was attempted in 7 patients, 
with 4 sui^avors, and in 4 patients ^sdth isolated 
pulmonary' stenosis there were no deaths. Unilateral 
bjpass was used successfully in 1 patient wdth 
combined infundibular and pulmonar\' valvular 
stenosis. For anemv'sms of the descending tlioracic 
aorta bspass around the lesion proved effective in 
preventing ischemic damage to the spinal cord dur¬ 
ing temporar}' aortic occlusion. In an addendum 
the authors state that since tlie completion of this 
report they have used total cardiopuhnonarj' bs^Jass 
in 32 patients and unilateral aortic bj'pass in 12 . 
A stainless steel ox)'genator has recently been used 
which is superior in many respects to the disposable 
plastic ox)'genator. 

Diagnosis and Treatment of Intracavitary Mjccomas 
of the Heart. H. T. Bahnson, F. C. Spencer and 
E. C. Andms. Ann. Surg. 145:915-926 Qune) 1957 
[Pliiladelphia]. 

Tlie intracasitars'' mraoma is now accessible by 
surger}’ vithin the open heart. The authors present 
their e.xperiences vith 3 patients in whom they ob- 
ser\-ed an intracasutars' mjccoma at operation. Tire 
first patient, a 53-year-old woman, had dj'spnea and 
eridence of cardiac inflow stasis of 6 V 2 years’ dura¬ 
tion. She had become refractors' to remedies for 
cardiac failure. A short, soft systolic and a low- 
pitched rumbling diastolic mvnmur were heard 
adjacent to the sternum on the left. A diagnosis of 
intracasitars' tumor of the right atriiun was made 
after cardiac catheterization and confirmed by 
angiocardiography. The tumor was incompletely 
removed. Residual tumor, gastric dilatation, and 
electrolyte disturbances cdl probably contributed 
to death on the 24th postoperative day. The second 
patient, a 44-year-old woman u'ith a 4M:-year his- 
tor\- of refractor^' right heart failure and intractable 
ascites, had an inconstant murmur suggesting mitral 
stenosis. Exploratory' operation for the suspected 
stenosis revealed a tumor which was dislodged 
during manipulation and caused death from block¬ 
age of the left ventricle and tlioracic aorta. The 
tumor arose from the atrial septum. 


The third patient, a 57-year-old woman, was 
know'n to have had a cardiac murmur for 30 y'ears 
and sj'mptoms of fatigue, weakness, dyspnea, 
orthopnea, and hemoptysis for 20 y'ears. Her con¬ 
dition had become refractory to treatment. A 
myxoma was une.xpectedly' encountered during e.x- 
ploration for mitral stenosis and later successfully' 
removed during a cardiopulmonary by’pass. To 
these cases treated surgically' are added 6 additional 
cases undiagnosed before death and obtained from 
autopsy' files. These cases are e.xamples of the man¬ 
ners in which a my’xoma may' cause disability, 
namely', by' cax'itary' obhteration, occlusion of the 
valve orifice, or arterial embolism. The tumor can 
be readily' removed prox'ided one is able to work 
w'itliin the open heart. For removal of a right atrial 
tumor, caval occlusion with the patient under hy'- 
pothermia is suggested as the preferred metliod. 
The use of a pump o.xy'genator is advocated for a 
tumor of the left atrium. Mfiien a tumor is en¬ 
countered during e.xploration for mitral stenosis, 
removal should be delay'ed until preparations for 
open cardiac surgery' can be made. 


NEUROLOGY & PSYCHIATRY 

Congenital Absence of the Corpus Callosum; Re¬ 
port of a Case and Review of the Literatm-e. U. T. 
Slager, A. B. Kelly and J. A. Wagner. New England 
J. Med. 256:1171-1173 (June 20) 1957 [Boston]. 

Of the 170 cases of congenital absence of the 
corpus callosum that have been reported, only 23, 
all diagnosed at autopsy, were asy'mptomatic. Some 
authors beheve in the existence of a definite syn¬ 
drome of absence of the corpus callosum. Others, 
although they' do not recognize a sy'ndrome, main¬ 
tain that its absence or destruction results in neuro¬ 
logical and psy'chiatric abnormalities. A third group 
proposes that no detectable deficiency' results from 
absence or destruction of the corpus callosum. In 
support of tliis thesis, the 24th asy'mptomatie case 
of congenital absence of the corpus callosum, and 
the 16th case of complete absence in an asy'mpto¬ 
matic adult, is presented. The patient was a 76- 
y'ear-old man, who died 3 days after admission to 
hospital. Autopsy' disclosed a recurrence of adeno¬ 
carcinoma at the gastrojejunal anastomotic site, 
wth metastases to the regional ly'mph nodes, colon, 
peritoneum, liver, pancreas, and common bile du.ct, 
producing compression of the common bile duct, 
mth resulting hydrops of the gallbladder ending 
in ruptmre and bile peritonitis. Bronchopneumonia 
and an old posterior my'ocardial infarct were also 
found. Microscopic sections of the cerebral corte.x, 
basal ganglions, pons, medulla, and cerebellum 
stained u-ith hematoxylin and eosin revealed a 
normal cy'toarchitecture, except for the complete 
absence of the corpus callosum. Moderate athero¬ 
sclerotic changes were present. The function of the 
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COI pus callosum is apparently such that an adult 

with^Tn "'f•'^frweture, living a normal life 
r 1 "Hclhgence and motor performance. 

Ic abnoimahtics such as idiocy, mental retarda- 
tmn, cpdo])sy, apraxia, and inability to concentrate, 
winch arc frequently reported, especially in chil¬ 
dren, are most probably due to anomalies usually 
a.ssociatod with congenital absence of the conms 
callosum. * 
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GYNECOLOGY & OBSTETUICS 

Feminizing Mesenchymomas (Granulosa-Cell and 
Thcca-Cell Turnons) with Associated Endometrial 
Carcinoma: Review of the Literature and a Study 
of the Nfatcrial of the Ovarian Tumor Registry. 
J. Greene Jr. Am. J. Obst. &: Gvncc. 74:31-41 
(July) 3957 [St. Loui-s]. 

7 he author reports a o3-year-old woman who was 
adtnitled to the hospital of the University'' of Penn- 
syh'ania with the complaint of ^’omiting and gaseous 
distention of 11 days’ duration. Menorrhagia had 
ocettrred duritig the last year, but no metrorrhagia. 
.Abundant curettings grossly' rcscmlding carcinoma 
were obtained by dilatation and curettage. At lapa¬ 
rotomy, the peritoneum, omentmn, and intestine 
were found to be studded with tumor nodules. The 
ovaries wore replaced by large masses of fungating 
friable tissue. Biopsies were taken from the ovaries 
and the omentmn. The curettings showed endo¬ 
metrial glands composed of stratified cells with 
loss of cell polarity'. In many areas, all semblance 
of basement membrane was lost and there was free 
invasion of the surrounding stioma by epithelial 
cells with numerous mitotic figures. Tlie biopsies of 
the omentum and o^■ary .showed cells of a micro- 
folliculokl appearance with occasional rosette-like 
groupings about Call-Exncr bodies, ty'pical of gran- 
ulosa-cell carcinoma. A diagnosis was made of a 
granulosa-cell carcinoma of the ovary with metas- 
tases to peritoneum, omentum and intestine, and of 
associated endomeh-ial carcinoma. 

The simultaneous occurrence of a feminizing 
mesenchymoma and carcinoma of the endometrium 
suggests the possible carcinogenic property of es¬ 
trogens. This association has not been reported on 
previously' in a woman aged less than 40 years in 
the English literature. One case was reported in 
the'South American literature by Giordini in a 34- 
y'car-old woman with bilateral thecomas and carci¬ 
noma of the endometrium. A review of the slides 
and clinical histories of feminizing mesenchymomas 
contained in the ovarian tumor registi-y of the 
American gynecological society in which the endo¬ 
metrium was available for study revealed only i 
case of a feminizing mesenchymoma associated 
with carcinoma of the endometrium in a woman in 
the reproductive age. The author s case.brings e 


Of 15,832 presumably asymptomatic women from 
wliom rouHne Papanicolaou smears were obtained 
m the course of 4% years at a cancer detection 
center, a histopathological diagnosis of cancer of 
the uterine cervix was made in 151 (0.95%). Biopsies 
were performed in 140 women with positive smears- 
12.3 (87.8%) of these confirmed the positive sme.ir 
diagnosis. Fifty'-one biopsies were performed in 11 
women with suggestive smears, 27 (52.9%) of which 
were positis'e. Of the 151 women ,with cancer of 
the uterine cervix, 147 had squamous cel! car¬ 
cinoma; the tumor was invasive in 95 and appar¬ 
ently preinvasive in 39, Tire status of the remaining 
13 patients was uncertain. Nearly 25% of the in¬ 
vasive and about 75% of the preinvasive carcinomas 
of the cervLv were not recognized on vaginal in¬ 
spection; consequently', history and physical ex¬ 
amination only are not reliable methods for the 
diagnosis of cervical cancer. 

Of the 151 women witli histologically proved 
cancer of the uterine cervix, 52 (34.4%) were less 
than 40 y'ears old. The cancer xvas definitely in¬ 
vasive in 24 of the 52 women. Thus in about 50% 
of the paHents aged less dian 40 years, the cancer 
had already progressed bey'ond the intraepithelial 
stage. This disease, therefore, has a higher inci¬ 
dence among tire y'ounger age group than has been 
generally thought. Routine Papanicolaou smears 
have been a most effective diagnostic aid in cancer 
detection and are credited xvitli primary' detection 
of 42.8% of all cancers of the cervix at Yates Me¬ 
morial Clinic, staffed by the Wayne State Univer¬ 
sity' College of Medicine, and operated as a cancer 
detection center. 

Facts Pertinent to the Etiology of Eclamptograic 
Toxemia; A Summation of Previous Obserx'ations 
(1930-1955). R. A. Bartholomew, E. D. Colvm, n. 
H. Grimes Jr. and others. Am. J. Obst. & Gymec. 
74:64-84 (July) 1957 [St. Louis]. 

An extensive review of the literature on fte 
causation of eclamptogenic toxemia revealed cer¬ 
tain significant anatomic, physiological, and pam- 
ological data on which a theory of the genesis 
Sis® to ha, bean based. There is a spe* 
placental pathology in the form of ^ute and si 
acute placental infarction, best observ'ed m 
malin-fixed placentas, which is P^^^^ienlae. 
preeclampsia, eclampsia, and abrup 
ms fact. Srsl discovered by Young. « f ® ^ 
the causirHon of the disease. Areas of pbeent 
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necrosis in contact with maternal inter\’illous cir¬ 
culation present possibilities of dissemination of 
products of placental autolysis, which may be high¬ 
ly to.dc to the mother. Placental infarction of the 
subacute or acute t^Tpes is logically the cause and 
not the efiFect of toxemia of pregnancy. The paths 
and interrelationship of the fetal and maternal 
components of the placental circulation dictate this 
conclusion. 

The anatomic basis of placental infarction is 
found in the presence of smooth-muscle sphincters 
in the placental veins, first discovered by Spanner. 
The trigger which excites spasm of few or many of 
the venous sphincters is logically o.x}i:ocin, which 
tlirough changes in hormone balance in the latter 
part of pregnancy (lowered progesterone and pres¬ 
ence of free estrosen) is apparently released from 
the inhibition exerted by its hormonal antagonists, 
progesterone and pitocinase. Increase in desoxycor- 
ticosteroids late in pregnancy, aided by salt, sen¬ 
sitizes the smooth muscle of vessel walls and 
probably that of placental vein sphincters to in¬ 
creased reactivity,'. Spasm of the venous sphincters 
obstructs exit of fetal blood from the corresponding 
placental units, causing distention of wllous capil¬ 
laries, enlargement of wlli. diminution or oblitera¬ 
tion of the inten’illous spaces and circulation, 
resulting in anoxic necrosis of chorionic epithelium, 
villous stroma, and capillars' endothelium. 

Tliromboplastin, abundant in placental tissue, is 
apparently the first product of chorionic necrosis, 
wliich, if infarction is extensive, causes abruptio by 
subplacental clot formation and occasionalh' afib¬ 
rinogenemia with hemorrhagic tendency. It is ap¬ 
parent that there is onlj' one true toxemia of preg¬ 
nancy—that due to placental infarction and necrosis. 
It comprises abruptio placentae, eclampsia, and its 
precursor, preeclampsia. Other conditions presently 
included in the accepted classification of toxemias 
of pregnancy constitute predisposing causes rather 
than types of toxemia. It is hoped that biochemical 
study of normal and to.xic placentas and blood, now 
in process, may sers’e to identify the nature and 
effects of other degradation products of placental 
necrosis, which are probably more concerned wth 
preeclampsia and eclampsia. 

PEDIATmCS 

Tlie Nephrotic Syndrome in Early Infancy: A Re¬ 
port of Three Cases. H. McC. Giles, R. C. B. Pugh, 
E. M. Darmady and others. .Arch. Dis. Childhood 
32:167-180 (June) 1957 [London]. 

Renal changes were manifest in 3 newborn in¬ 
fants. Two of them were siblings, and both sets of 
parents were first cousins. Each infant showed a 
similar abnormalih' of the renal tubules on micro¬ 
dissection, doubly refractile crx'Stalline material in 
nlcohol-fix-ed tissues, and predominant lesions in 


the renal tubules \s-ith probably secondary glom¬ 
erular damage. The severity of the histological 
changes was correlated swth the presumptive dmra- 
tion of the illness. The findings suggested that all 
3 infants had the same genetically determined 
primary' disorder. .A rewew of prexiously reported 
cases of the nephrotic syndrome in newborn infants 
shows that the most common feature, apart from 
the essential clinical and biochemical similarities, 
was an invariably fatal outcome, usually in the 
first 6 months of life. Parental consanguinity' has 
not preriously' been reported. The inherited defect 
in the 3 infants may be manifested by an anomaly 
of the renal tubules and by' the deposition of aniso¬ 
tropic crystaUine material in certain tissues. 

Vaccinia Gangrenosa and Agammaglobulinaemia.? 
IC. Somers. ^Arch. Dis. Cbddfiood 32:220-224 (June) 
1957 [London], 

.A 6-montli-old male infant with \'accinia gangre¬ 
nosa is described. The progressive necrotizing 
vaccinal reaction, failure to heal, the development 
of gangrene, and appearance of fresh lesions at 
various sites were distinguishing features of x'ac- 
cinia gangrenosa. Plasma protein studies revealed 
agammaglobuhnemia. Virological studies con¬ 
firmed the presence of vaccinia; there was a sec¬ 
ondary' micrococcic (staphylococcic) infection. The 
patient had no humoral defenses against the \irus, 
perhaps because of gamma globuh'n deficiency. He 
was, thus, a perfect medium for the cultivation of 
vaccim'a M’rus, which produced gross cutaneous and 
mceral damage. The baby was given various anti¬ 
biotics and intramuscular injections of vaccinia 
gamma globulin, but wthout result. The disease, 
at autopsy, was characterized by h'mphoid atrophy', 
absence of healing, and poor inflammatory re¬ 
sponse. Patients with agammaglobulinemia should 
not be vaccinated. Those ^^'ith generalized vaccinal 
reactions should be examined for gamma globulin. 

Does Celiac Disease Really Exist? With Reference 
to 16 Personal Cases. M. Jeune, R. Carron, M. Flat- 
tot and G. Lafond. Semaine hop. Paris 33:2459- 
2475 Qune 22) 1957 (In French) [Paris]. 

The existence of celiac disease is still disputed 
by' some authorities in spite of the many works that 
have recently been pubhshed on the subject and 
in spite of the fact that gliadin has been sho%\'n to 
act as a precipitating agent in causing it. The 
authors, however, believe that such a disease im- 
questi’onably does e.xist, and they cite tlie cases of 
16 patients seen by them in the last 4 years. .A valid 
diagnosis of celiac disease was established in each 
case. The disease, which is characterized by tlie 
chronic elimination of steatorrheic stools in exces¬ 
sive quantities, a distended abdomen, and arrested 
^owth in weight and height, is due primarily to 
intolerance for certain constituents of certain flours, 
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can be explainod cither nicchanicallv (increased 
physiological cleansing processes in the presence 

of mucosal sensitivity), or allergicallv (milcbsensi- 
ti'/alion). 

In the astlmia of nhllcrs degenerative processes, 
produced mechanically by dust, generally predomi¬ 
nate; these in turn bring on chronic bronchitis, 
asthma, or emphyseina. Cutaneous tests produce no 
i( action, and ihinitis is absent. Allergic factors, in 
addition to the mechanical action of dust, seein to 
play a causal role in the asthmatic bronclutis of a 
small miinber of patients with millers’ asthma. The 
cutaneous tests may be positive in these patients. 

'Flic literature reports cases of purely allergic 
asthma in millers, being due to flour," bran, "or 
extraneous a(lmixture.s. but the author did not ob- 
M'fve cases of this type. He admits, however, that 
he made no cutaneous tests with bran; but the 8 
millers gave no indications that their disorder in- 
viilved processes analogous to those that play a part 
in the allergic asthma of bakers. He believes that 
his studies demonstrate that the Unitarian concept 
of the allergic origin of bakers’ asthma and of 
millers’ asthma applies only under certain condi¬ 
tions. if at all. It must be emphasized, however, 
that occupational factors play a pari in the forms of 
bakers* and of rniller.s' asthma under consideration 
here. .Mthough the cause may differ in the asthma 
of bakers and millers, both di.sordcrs are definitely 
of occupational origin. 


Vitamin B,... in Acute Subdeltoid Bursitis. 1, S. 
Klemes. Indust. .Med, 2G;290-292 (June) 1957 [Chi¬ 
cago], 

In 1953, the author had reported on 6 patients 
with subdeltoid bursitis in whom large doses of 
vitamin Bi^ (I mg, per dose) produced rapid relief. 
Roentgen examination revealed absorption of the 
calcium deposits. Since then, 40 additional patients 
have been treated successfulh’, sufficient to indicate 
that such use of vitamin Bj;. is an effective therapy 
in acute subdeltoid bursitis. This newer mateiial is 
pre.sentcd. The simplicity of administration, the 
virtual absence of side-effects, and the results ob¬ 
tained merit further clinical trial and controlled 

study. 

Breathless Coal ^Vorkers as Seen at the Golden 
Clinic, ]. E. Martin Jr. A. M. A. Arch, Indust. 
Health 15:494-498 (June) 1957 [Chicago]. 

Physical examinations, roentgenograms of the 
chest and respiratory function studies made in -07 
soft-coal u'orkers who came from northeastern 
West Virginia, southwestern Pennsylvania, and 
wotrn Miyiand and were admitted to the Go den 
Clinic in Elkins, W. Va., revealed a disease identical 
with or very similar to coal workers pneuniono- 
coniosis as described by British investigators. The 
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classification of the pneumonoconiosis researd, 
un, o the X. edicai Research Council of E, S 
could be readily applied to the roentBenomrol 
the chest obtamed from the America,, 
miners. These miners were treated for their resnira 
tory difficulties with intermittent positive-pressure 
breathing combined with administration of nebu¬ 
lized isop-oterenol (Isuprel) hydrochloride over a 
period of about 20 minutes. Eight drops (0.5 cc.) 
of a 1:200 solution of the drug mixed witli 8 drops 
of u'ater were nebulized. Two to 4 or more of svicb 
combined treatments were given daily. 

_ Twenty of the 207 patients showed a decrease 
in maximal breathing capacitj’ (expressed as per 
cent of pretreatment ma.xima] breathing capacity, 
per cent of estimated normal) and the remaining 
187 showed increases in maximal breatliing capacity 
from 1 to 80% or more. Ninety-four (457c) showed 
significant increases of more than 30% in maximal 
breathing capacity. Cyanosis disappeared and 
dyspnea, wheezing, and cough lessened. The char¬ 
acter and amount of sputum changed. Appetite 
improi’ed. The patients often gained weight during 
their hospitalization. Improvement lasted for a few 
day's to many' months. Usually, symptoms returned 
or were markedly accentuated after an acute res¬ 
piratory infection. Side-reactions to this type of 
treatment were few. Some patients complained of 
increased nervousness and palpitation, but these 
complaints were almost always prevented by nebu¬ 
lizing the isoproterenol at a slower rate. Diffuse 
chest pain, which occurred in the early days of the 
treatment, almost always disappeared with con¬ 
tinued treatment. It appears that intermittent posi¬ 
tive-pressure breathing witli isoproterenol is a safe 
and effective means of therapy in chronic respira- 
torv difficulties. 


THERAPEUTICS 

Cortisone and Sj’pliilis; Results of Preliminary 
Corticotherapy in Penicillin Treatment of 120 Pa¬ 
tients with Syphilis. P. de Graciansky and C-Crup¬ 
per. Rev. Fran 9 . etudes clin. et biol. 2:5/9 -oIh 
(J une) 1957 (In French) [Paris]. 

Since 1951, the authors employed the rapid diw- 
apy of syphilis with massive doses of penicilm- 
They investigated systematically what aid corico- 
therapy in tire form of cortisone, hydrocortisone, 

corticotropin could provide in the various problem 
involved in this type of treatment. The 1- pah 
treated over a period of 5 years n^^Iuded pa^ 
with the various forms and stages of syp 
first the authors employed corBsone either 
muscular injecHon or by mouth ^ „pr. 

30 days before the onset of 
Later,'m 101 of the 120 paHents. Mr 
was used. Infusion of corticotropin was 



Vol. 165, No. 5 


MEDICAL LITERATURE ABSTRACTS 


637 


patients, but this treatment was discontinued, be¬ 
cause similar results could be aclrieved wntb the 
more simple forms of administration. Local cortico- 
therapy was used in interstitial keratitis (instillation 
or subconjunctival injection) and in arthropatliic 
tabes (intra-articular injection). 

Preliminary' cortisone therapy prevented or di¬ 
minished in most patients the clinieal signs of Herx- 
heimer’s reaction, particularly the fever response, 
in the early as well as in late forms of sy'philis. 
Cortisone therapy also modified tire clinical mani¬ 
festations of sy'philis. Variable improvements were 
noted in the primary lesion, in the secondary 
syphilides, in the gummas of the skin and of the 
mucous membranes in tertiary sy'philis, in some 
subjective symptoms of neurosy'philis, and in inter¬ 
stitial keratitis. Cortisone therapy significantly re¬ 
duced the biological signs of the sy'philitic process; 
the Treponema organisms either disappeared or 
declined in number; there was a fall in the concen¬ 
tration of reagin in primary and secondary' sy'philis 
and in tertiary sy'philis accompanied by clinical 
lesions, and abnormalities of the cerebrospinal 
process subsided. By contrast, in the purely' sero¬ 
logic specificities tliere was no modification in the 
reagin concentration when it was low, as for in¬ 
stance in the so-called irreducible Wassermann 
reaction. Cortisone therapy did not diminish the 
sensiti\ity of the Treponema organisms to penicil¬ 
lin. nor was the usual course of sy'philis after 
penicillin therapy altered by the preliminary' corti¬ 
sone therapy. Cortisone is a useful adjuvant in 
certain tabetic manifestations (lightening pains and 
gastric crises) and in interstitial keratitis. Cortisone 
increases the tolerance to penicillin in allergic sub¬ 
jects, in pregnant women, and in patients with 
syphilitic aortitis and wth neurological sy'philis. 

Therapy in Collapse Due to Meningococcus Infec¬ 
tion. J. E. Cassidy. Ann. Int. Med. 46:1099-1104 
Gune) 1957 [Lancaster, Pa.]. 

Of 63 patients with acute meningococcic infec¬ 
tion who were given antibacterial therapy, with sul¬ 
fadiazine and crystalline penicillin G combined 
'vitli the administration of such agents as desoxy- 
corticosterone acetate, cortisone, corticotropin, 
norepinephrine, epinephrine in oil, plasma albumin, 
and nikethamide (Coramine), 3 progressed from 
mild toxemia to severe shock; of these, 1 died as a 
direct result of collapse, with adrenal hemorrhage, 
and another died of massive gastrointestinal bleed¬ 
ing, viuth associated adrenal hemorrhage obserx'ed 
at autopsy. 

The danger of acute collapse exists in every' acute 
meningococcic infection. Successful treatment re¬ 
quires immediate institution of adequate anti¬ 
bacterial therapy, tlie most satisfactory' being a 
combination of sulfonamide and penicilhn by' avail¬ 


able routes, with anticipation of adrenocortical 
failure and overwhelming toxemia by' immediate 
administration of hy'drocortisone intravenously at 
the rate of 300 mg. per 24 hours to all patients with 
meningococcic meningitis and/or meningococ- 
cemia. Collapse did not occur in 18 patients who 
were treated in this manner after admission to 
hospital. With return of the temperature toward 
normal, cessation in formation of cutaneous lesions, 
return of consciousness, and stabilization of blood 
pressure, cortisone by oral or intramuscular route 
was substituted. The dose was then tapered gradu¬ 
ally' to prevent “rebound” phenomena and to ex¬ 
clude the possibility' that exogenous steroid had 
masked significant adrenocortical destruction. Le- 
varterenol therapy' of patients in collapse (if it 
occurs before specific therapy' has succeeded) has 
proved life-sax'ing. Three additional patients ad¬ 
mitted in collapse were saved in this way. 

Hy'drocortisone may be more desirable than 
cortisone because of its more direct metabolic 
effect. The essential step is to produce a level of 
circulating hormone so rapidly that it is available 
in event of any’ adrenocortical damage. In addition 
to this, the anti-inflammatory' or antito.xic effect of 
this substance is also important in reducing the 
fatal potentialities of the disease. Once collapse 
has occurred, steroid-antibiotic therapy' alone may’ 
be inadequate. Here the pressor amines find spe¬ 
cific usefulness. With these, the patient admitted 
to treatment in shock may' be sustained long 
enough to give the former specific drugs an ade¬ 
quate opportunity'. The combination of levarterenol 
and steroids seems to be sy'nergistic in reversing 
collapse. 

Butazolidine Treatment in Thrombophlebitis. H. 
H0st. Tidsskr. norske laegefor. 77:423-424 (May 15) 
1957 (In Norxvegian) [Oslo]. 

In department 8, Ulleval Hospital, 25 patients 
with thrombophlebitis were treated with Butazoli¬ 
dine. The response was good in 14 of the 17 cases 
of superficial thrombophlebitis. The impression is 
that in several of the 8 cases of deep thrombophle¬ 
bitis the pain decreased as a result of the treatment. 
The average daily oral dose was 400-600 mg. for 
from 3 to 7 days. From 1 to 3 injections of 600 mg. 
xvere given intramuscularly at 2-or-3 day' intervals. 
In some cases an intramuscular injection of 600 
mg. was given the first day', followed by peroral 
treatment for a couple of day's. The average dura¬ 
tion of treatment was 5 days. Exanthem, xvhich oc¬ 
curred in 2 patients, disappeared after 3 or 4 days. 
No other complications were observed. In super¬ 
ficial thrombophlebitis Butazohdine must be given 
for only' a few day’s and under close superx'ision. 
Tendency’ to edema, ulcer, and allergic reactions 
are regarded as absolute contraindications. 
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CHuiciu ymumimmionuTY Pliysiology. Sponsored bv 
Amcriain of Chest Physichns. Ech'tom) Board: 

Hm-gess L. Cordon, M.D., unci otiicrs. Cloth. $15,75. Pp. 
o:>9, with 2.JS ilhistnitionx, GnJne and Stratton, Inc., 381 

fZl ,' St.. London. 

M .C.l, Lngliind, 1957. 


Thi.'? tnmiograj)h was planned to prasent normal 
cardiopulmonary nmchanj'sm.s and their disturb- 
ance.s' in di.s'ea.s’es of the chest. The first cliapters 
deal with normal phys/olog)' and are followed by 
chapters covering method.s of examination and test¬ 
ing of cardioptrlmonary functions. Succeeding chap- 
tor.s discu.ss the clinical p}i}'.siology of impairment of 
the mechanie.s of re.spiration, obstructive plicnomena 
of the rc.spiratory tract, and mi.Ning and dilution 
probimiis of the vrlveolav membrane, with adeqtiate 
consideration of common and ]c.ss common pulmo¬ 
nary df.sea.se.s. The la.s't chapters arc devoted to the 
pathopliysiology of carcliova.scular diseases of the 
cbe.st unci include considerations of cor pulmonale, 
inihmnary edema, acquired r’alvtdar iieavt disease, 
conge.siivc Itearl failure, congenital malformations of 
the heart, and impairment of the pulmonary circula¬ 
tion. While the emphu.sis throughout is on the physi¬ 
ology and pathophy.siology of cardiopulmonary 
di.sea.se, etiology, pnthogencsi.s, treatment, and prog¬ 
nosis arc capably discussed. 

The editorial committee of the College of Cbe.st 
Physicians lia.s .succeeded in it.s aim of integrating 
basic data with the medical in'story and the physical 
examination and of combining the thinking of lab¬ 
oratory and bedside inve.s'tigators of cardiopulmo¬ 
nary physiology and pathophysiology. As may be e.v- 
pected from multiple authorship, there is some un¬ 
evenness in the qnalitj' of presentation. Thus, some 
parts of the chapter on the mechanics of breathing 
arc difficult to follow and, contrariwise, the chapter 
on cor pulmonale is exceptionally lucid. Tliere are a 
few errors. Hydrogen ion concentration and pH ate 
confused in tJic discussion of respiratory acidosis on 
pages 10 and 11; hemoptysis is a sign rather than a 
symptom (p^go 61); the dosage but not the name 
of an antibiotic is given on page 458; arul figures 
13 to IS on pages 604 to 608 follow the correspond¬ 
ing text by several pages. Occasional typographical 
errors were also noted. The monograph is recom- 


riKiC book rcvifWs have been pwpared by competent nntbontics 
l,ut do not represent tbe opinions of any weeb'eal or other org.-tnization 
unless spccificniiy so stated. 


mended to physicians specializing fn medicine 
and/or surgery of the chest and to interested gemal 
practitioners, internists, and general surgeons. 


Fundamental Marriage Counseling: A Catholic Vie«. 

Cavanagh. ^f.D. Special chapter bv Al. 
phonse n. Clemens, Ph.D., and others. Clotli. §8. Pp.'s9S, 
with j]](j.str,itions. Bruce Publishing Company, 400 N 
Broadway, Milwaukee 1, 1957. 


This learned volume presents the substance of the 
tliinking of four physicians, a judge in the United 
States District Court in the District of Columbia, 
several Catholic theologians and chaplains, a sociol¬ 
ogist, and others. There is an extensive glossarj' and 
list of references. There is no mincing of words or 
phrase.s even when the discussion seems to be Miv 


Catliolic or against prevaifing thought. The factssre 
set down scientifically and are taken from autliori- 
tatis'e sources. The entire text is well documented. A 
few diagrams and tables are included to clarif)' the 
text The chapter on heredity is of special interest. 
Heredity of acquired characters is denied, and the 
information on germ cells and body cells is up to 
date, accurate, and complete, tlius providing a sort 
of refresher course for tliose who are not conversant 
with the latest concepts. Five sections are devoted to 
such matters as the biological aspects of marriage, 
its sexual aspects, fertility and marriage, and social 
and religious aspects of marriage. Concerning art!' 
ficial insemination, it is emphasized that this subject 


fraught with dangers and limitations, Contracep- 
311 is fully discussed and disallowed, hut tbs 
lythm method may be permitted under special cw- 
imstances as regards tire health of parents and 
icioecouomic conditions. In each case the moral 
w is paramount, and wise counsel must be ob- 
ined from tlie physician, priest, or prelate. Cmm- 
Kng in marriage should begin with die engaget 
mple seen separately and together. Nothing can 
3 hidden; each party must know the exact mental 
id physical status of the other. After marriage, in 
e first months, the counselor may he called on o 
raighten out difficulties and dangers and thus 
ake the marriage xvork. Such a counselor must e 
aimed in civil and moral law and in science, mea- 
ne, sociology, and economics. This seems 
ask, but if one is really in earnest and ws 
ve tlie best possible advice to inquirers, le « 

1 well to study this volume. 
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QUERIES AM) MINOR NOTES 


radiation exposure during 
dental examination 

To THE Evno^-.—Recently increasing concern has , 
been shown regarding the hazards implied in the 
use of diagnostic as well as therapeutic x-rays. 
What is an opinion as to the x-ray dosage to 
which routine dental films expose the patient in 
the average office, and what significance, if any, 
is there to the repetition of these dosages at nearly 
every subsequent visit to the dentist (ordinarily 
recommended to be twice a year) over the aver¬ 
age lifetime? Also, are there any figures as to the 
ratio, in these exposures, between the dose re¬ 
ceived by the head and neck and the dose re¬ 
ceived by the gonads in the two sexes? Would the 
latter dose be considered significant from a ge¬ 
netic standpoint? 

Alfred B. Mason, M.D., Concord, Calif. 

Ans\\’er.— The amount of radiation received by 
the patient during a routine dental roentgenographic 
e.\amination depends on a number of factors. The 
tjpe of equipment, the speed of the film, the tech¬ 
nique employed, and, for certain considerations, the 
physical size of the patient determine the amount 
of radiation necessary' to obtain a satisfactory' roent¬ 
genogram. Depending on these variables, the radia¬ 
tion may vary' from the high figure of 315 r per 70 
seconds for full-mouth- examination as cited by' 
Nolan and Patterson (Radiology 61:625,1953) to as 
low as 0.24 r per hvo-second e.-qiosure as reported 
by Yale and Goodman {}. Am. Dent. A. 54:354, 
1957). A reduction to one-thirtieth of the unfiltered 
dose was attained by' interposing 0.375 mm. of cop¬ 
per and 0.5 mm. of aluminum in the primary' beam 
of the conventional dental x-ray' machine xvithout 
affecting the excellence of the roentgenograms. 
Such use of proper filtration and other means of 
dose reduction are rapidly becoming standard prac¬ 
tice in dental radiography. 

A com'entional dental roentgenographic examina¬ 
tion consists of 14 films. The e.xposure to the gonads 
of the patient who receives one such examination 
annually from age 10 to age 30 would be appro.xi- 
mately 0.3 r for the male and about 0.05 r for the 
female. Tie natural background radiation to which 
everyone is e.xposed is, about 4 to 5 r for a 30-year 


thorit' published have been prepared by competent an- 

or tb”' howe^’er, represent the opinions of any medical 
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period. All radiation is significant from a genetic 
standpoint. The amount of gonadal radiation re¬ 
ceived incidental to dental radiography' is but 
a fraction of the natural background radiation, 
however, and would appear to be relatively' in¬ 
significant. 

detection of breast cancer 

To THE Editor:—I s information available concern¬ 
ing the chemical product heptaldehyde for spe¬ 
cific use in detection of cancer of the breast? 

L. F. Valentine, M.D., Santa Monica, Calif, 

Answer.— Work is currently being done on tem¬ 
perature changes of the sldn in cases of cancer of 
the breast (Lawson and others: Canad. M. A. J. 75: 
486, 1956). The substance referred to is not recom¬ 
mended for therapy; its use is strictly e.xperimental, 
since present knowledge about its pharmacology is 
stiU quite inadequate. 

STERILIZATION OF ELECTRIC RAZORS 

To THE Editor:— The advisability and feasibility of 
using electric razors for shaving patients in a psy¬ 
chiatric hospital of about 1,100 patients are being 
considered. How great is the need for sterilizing 
an electric razor before use on each patient? What 
quick method of sterilization can be used which 
would not be too time consuming and yet would 
be adequate and safe from a bacteriological stand¬ 
point? Could this procedure be applied to all ex¬ 
isting models of electric razors or to only a spe¬ 
cific make? M.D., Massachusetts. 

Ansx^'er.— The procedure of sterilization could be 
applied to aU e.xisting models of electric razors, inas¬ 
much as the heads of most razors are easily' re¬ 
moved and the combing and cutting surfaces are 
rendered accessible. However, unless there is an 
obv'ious “sore” or open lesion on the face of a 
patient, aU that would be necessary would be to 
follow a specific routine of cleaning the razor \%'ith 
a brush, an antiseptic soap or detergent, and run¬ 
ning water between each usage. Additional cold 
sterilization would offer no great advantage. How¬ 
ever, in the presence of infection, the best and safest 
measures would include either boiling the razors in 
a ly'e water or, preferably', autoclax’ing them for 15 
minutes imder 15-to-20-lb. pressure. If untrained 
help are being used for this task, a simple procedure 
should be outlined and adhered to, so that the proc¬ 
ess of sterilization becomes standardized. 
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QUERIES AND MINOR NOTES 


the patient for several inontlis ^vear only shoes with a 
Unnncl box toe and without any materials derived from 
rul)bcr If this does not bring relief, the dermatologist 
must then tackle the formidable problems of derma- 
o ogical differential diagnosis of foot dermatoses and. 
If necessary, proceed to search for causal allergens 
among the hundreds of different materials-dyes, 
mordants, tanning agents, polishes, etc.-which are 
present in socks, stockings, shoes, and other footgear. 


FORMALDEHYDE DERhfATITIS 

To THE EniTon:—Please supply information regarding 
cases of dermatitis of the hands produced hy the ~ 
product Celeron. 

Albert Rubin, Af.D,, Hartford, Conn. 

Answeiv— Celeron is a phenolic-formaldehyde resin. 
Dermatitis from this class of substances is chiefly as¬ 
sociated with the formaldehyde component. Formal¬ 
dehyde as such in its gaseous state, in the aqueous 
solution formalin, and as it aijpcars in unpolymerked 
form in win'ous resins and plastics is a ready sensitfe- 
cr. Although it is linked with phenolics which may be 
harmful to the skin, formaldehyde nearly always 
proves to he the offender. Patch tests utilizing this 
form of synthetic resinous product, applied to persons 
uninvolved in tlie dermatitis, usually are negative; 
such tests, however, are undesirable because of their 
readiness in provoking sensitization. In the case of 
persons already invoI\’cd in dermatitis from formalde¬ 
hyde. there is frcqucntl)' a severe reaction to patch 
testing. So active are some phenolic-formaldehyde res¬ 
ins that on occasion retention of some of die formal¬ 
dehyde compounds on a worker's clotliing is sufficient 
to sensitize members of his family at liome. A mild 
case of formaldehyde dermatib's will disai^pear with¬ 
out treatment, once the person is removed from ex¬ 
posure. With Or without treatment, the dermatitis is 
likely to persist or to recur if there is reexposure. 


INCREASED SEDIMENTATION RATE 


To THE Er)iTon:-Are antibiotics indicated in patients 
in whom the only abnormal findings, clinical or 
laboratory, arc increased sedimentation rates? There 
are no subjective complaints, and the physical exam¬ 
inations performed as a health audit arc completely 
normal. Daniel Haffron, M.D., Elgin, III. 


ANSWEn.-Tlre word "patients” is used in the quety. 
It the statement implies that health audits were made 
normal persons. It would be important to know if tlie 
dimentation rates xvere slightly or greatly increased, 
lere is no reason for antimicrobic tlierapy m a 
■althy person whose only abnormality is an increased 
te of sedimentation of erythrocytes. Slight deviations 
both directions occur transiently or permanently, 
obably dependent upon relative amounts of globu- 
I and albumin in tlie blood of otlienvise normal per¬ 
ns just as the average body temperature and the 


Ocl. 3, 

number of eryUirocytes and leukocytes van- 
a normal range. The rate may be increased 
menstruation, and pregnancy. It is said to lm 
faster in women than in men. • 


ANTIBIOTICS WITH VITAMIN C 


To THE EDn-OR:-& there m,, evideue ,hi 

C potenUates the effect of penicillin in (reniir. 
Streptococcic infections? 

Ralph L. Gorrell, M.D., Clarion, lou'a. 


ANSWEK-There is no knomi ewdence that ntimin 
C potentiates the effect of penicillin in the freatmesS 
of an)' infection. The proposal has been made L\ 
vitamin C might bring about more efficient absorp¬ 
tion, and tlius liigher blood concentrations, of tetri- 
c>'cline. A study just completed of this combmtm 
shows no potentiating effect of xatamin C on tetrac)- 
cline. There are several preparations that contain ant 
biotics and a variety of vitamins-ffie so-called “stresi 
hrmuhe~and vitamin C is included in such prep.-rr, 
tions. There is no ewdence that these titamin con 
binations potentiate the activity of the antibiotic ii 
volved, although they may be of indirect value whei 
there is an actual vitamin deficiency. 


EATING GOOSE EGGS 

To THE Editob:—I s there any scientific evidence th 
there is danger in eating goose eggs? 

M.D., New York 

Ansmth.— This consultant is unaware of any reporl 
indicating tliat goose eggs are less imtritioas tha 
chicken eggs. Goose eggs tend to have a slight! 
higher fat content tlian do chicken eggs, but dife 
ences in amount of protein are not marked. Thereasc 
for the somewhat higher fat content is due in p-utt 
tlie lower water content. A eWeken. egg will run alw! 
75% water, while tlie goose egg contains about 60 
water. As far as is knonm, fresh eggs of almost an 
species of fowl, when properly prepared, can be coa 
sidered a highly nutritious food and are not tcnonn ^ 
cause any definite diseases. 


RSISTENT PAIN AFTER HERNIA REPAJB 

the Editor:-I was interested in the 

ouBNAL for fnne 22,1957, page M2, rcgariwjc 

iistent pain after hernia repair.! hove seen 

}f these patients, and, when there arc fW , 

ymptoms, the local injection info 

if lor 2 cc. of a 1% or 2% solvtm ofqwnn 

trea hydrochloride will usually give 

,am in the postoperative scar 

rsitally repeated once a week 

^rocaine and Pyribenzamine have prove O 

ri my experience. Leigh F. Wafson, - ■ 

• fSr IF. Sevenfh bi 

Los Angeles 17 
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WASHINGTON NEWS 

from the WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


/Irlire Session in Health Forecast . , . 

Asian Influensa Group Appointed . . . 

Report New High in Rehabilitation . . . 

VA Medical Advances . . . 

Civil Defense Hospital Units . . . 

FOGARTY SEES ACTR^ SESSION 
ON HEALTH 

Rep. Jolm Fogarh’^ (D., R. I.) a leading advocate 
of federal aid for medical research and other healtlr 
roCTams, foresees increased activih' in the healtlr 
eld during die ne.\t session of Congress. He places 
high on the list hills for federal construction aid to 
medical schools, including his owm proposal intro¬ 
duced last May. 

The administration has indicated it Mill push for 
this legislation, too. In an address to die American 
Hospital Association meeting in Atiantic Citj', N. J., 
the chairman of the important House appropriations 
subcommittee on health, education, and welfare, 
touched on the foUoning: 

Goocrnmeiit in health—“It is now generally ac¬ 
cepted that die health of our people is a major na¬ 
tional resource and that the government, therefore, 
has a direct responsihilitj' for die healdi of ever>'- 
one.'’ 

Hospitah as health centers—Widiin the next 25 
years, xirtually every' general hospital in die U. S. 
Mil be proMding at least as much preventive serv'ice 
as curative sen-ice. ‘Tou are, in fact, moidng closer 
each moment to die day when hospitals xMll be the 
focal point of health seriTces for all of us dirough- 
out our entire lives.” 

Broadening Hill-Burton—The Hill-Burton hospi- 
fal-climc program, while "tremendously successful 
in aiding die grow'di health resources,” cannot con¬ 
tinue indefinitely to retain die limits of the present 
pattern of operation. “I would urge you to think in 
terms of developing new proposals to meet future 
needs Mdi die aid of die basic Hdl-Burton legis¬ 
lation.” 

Comprehensive health insurance—The single 
^eatest need is for a “one-package” policy combin¬ 
ing both prepaid medical care and nospital insur¬ 
ance, wodi encouragement of preventive medical 
^re and periodic health examinations. On cata¬ 
strophic insurance, policies should not be hedged 
"itn cmcellation clauses, and premiums can be in¬ 
creased during die more productive x'ears to offset 
?.^^nreased risk of coverage after retirement. 

., Fogarty' says it is now generaUy' accepted 
lat tile health of our people is "a major national 
resource and that the government, tiierefore, has 


a direct responsibility' for die health of everyone.” 
In addition, he feels that federal funds should be 
used to stimulate expenditures of funds from the 
states, communities, and private sources. 

The AHA made Mr. Fogarty' an honorary' mem¬ 
ber of the association. A y'ear ago Sen. Lister Hill 
(D., Ala.), co-author of Hill-Burton, was given 
similar recognition. 


AD\TSORY COMAHTTEE NAMED 
ON ASIAN INFLUENZA 

As autumn brings closer the season when influ¬ 
enza generally' reaches its Iiighest incidence, tiiese 
were the developments on the situation in Wash¬ 
ington, D. C.: 

1. The Public Healdi Sen'ice aimounced appoint¬ 
ment of a technical adi'isory' group representing 
medical schools and state and federal medical lead¬ 
ers to “assist PHS in appraising die current status 
of influenza research and planning how to meet 
future research needs in diis field.” 

2. Cases, as estimated by die PHS on die basis 
of incomplete reports from state healdi officers and 
military' sources, continued to rise, irith prospects 
for a total of half a million in October. 

3. A total of 10,669,091 doses of vaccine had been 
released by' the Public Healdi Serx'ice before Oct. 1. 
The latest release of 3,712,059 cc. included 2,154,- 
309 for ciMhan use and 1,557,750 for military'. The 
vaccine is distributed to states according to dieir 
population. 

Surgeon General Burney said the advisory com¬ 
mittee would help determine whether some aspects 
of influenza research are receix'ing inadequate con¬ 
sideration and also act as "a point of liaison” for 
influenza research actiMties u'ithin PHS and the 
military' serx'ices. 

Dr. James A. Shannon, head of die National Insti¬ 
tutes of Health, xHll have general responsibility' for 
meetings of die group, which held its first session 
Sept. 27. Members, as announced by' PHS, are as 
follows: 

Drs. George E. Burch, professor of medicine, 
Tulane University' School of Medicine, New Or¬ 
leans; Edward C. Cumen Jr., professor of pediatrics. 
University' of North Carolina School of Medicine, 
Chapel HiU; Gail Dack, director of food research 
institute, University of Chicago; Fred M. Daven¬ 
port, School of Public Health, University' of Michi¬ 
gan, Ann Arbor. 

Drs. Dorland J. Dax'is, scientific director. National 
Institute of Allergy' and Infectious Diseases,- Geof¬ 
frey T. Edsall, director, diMsion of communicable 
diseases, Walter Reed Army Institute of Research; 
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Keith Jensen, Public Healtli Service Laboratories 
Montgomery, Ala, Capt. J. R. Kingston, U. S Navv 
gcncial incchcinc and surgery branch, research db 
\a.ston, i\avy; Dr. Robert F. Koms, New York State 
Department of Healtli, Albany, N. Y. 

!)rs. Alexandei D. Langmuir, chief, epidemiology 
biandi, Commumcablo Disease Center, Atlanta, 

a., CjOIiu M. ivIacLeod, professor of experimental 
medicine, Uni\'crsity of Pennsylvania School of 
Medicine. Philadelphia; Col. Thomas W. Mattingly 
dnef of cardiology, Waller Reed Army Medical 
Center, Washington, D. C.; Thomas F. Sellers, di¬ 
rector, Georgia Department of Public Health Lab¬ 
oratories, Atlanta, Ga.; Joseph E. Smadel, associate 
director. National Institutes of Health, PHS. 

Earlier Dr. Burney Ivad written the six manufac¬ 
turers of \‘accinc, urging them to allocate their out¬ 
put in line with priority recommendations of state 
and local advisory committees. In general priorities 
call for \’accination first of people in the health 
professions, those whose condition makes them a 
high medical risk, and those needed to maintain 
essential community services. 

A spokesman for one of the manufacturers said 
his firm would attempt to comply with the PHS 
request, but that there were limits to the amount of 
allocating that could be done by the producers, 
except for shipping to states on the basis of popu¬ 
lation. 

He noted that only a relatively small portion of 
the manufacturers’ outimt is shipped directly to 
[jhysicians and other high iJriorit}' users. Most goes 
to wholesalers, many of whom sell directly to physi¬ 
cians as well as to retail druggists. Tliis manufac¬ 
turers’ reprcscntati\'c said the wholesalers might be 
in a better position to observe state and local priori¬ 
ties, particularly if they cooperate closely \\ath ad- 
visorx’ committees. 


VA ANNOUNCES ADVANCES IN 
MEDICAL TREATMENT 

The Veterans Administration announces these ad¬ 
vances in medical treatment of patients at its hos¬ 
pitals: 

At the Hines, Ill., Hospital, researchers have 
adopted a concrete industry idea to develop a 
technique that utilizes ultrasonic waves to test the 
extent of bone fractures and the degree to which 
thev have healed. 

Says VA; “Preliminary studies have shonm tJiat 
this technique offers an objective and accurate 
method of analyzing the degree of healing, helping 
in the reduction of bed stay for hospitalized vet- 

*The concrete industry uses a someu'hat similar 
ultrasonic method of testing the quality of concrete 

slabs and blocks. . , . r ',.,.1 

Dr. Eugene J. Towbin of the VA hospital in Little 

Rock Ark., reports isolation of a new anti-blooa 
clott/ng substance that may have value in treatment 
of heart and blood vessel diseases. He said tlie new 
anticoagulant may be of a type that will not pr - 
duce undesirable reactions, but it will have to b 
nurified and chemically identified can 

determined whether the substance will be of value 
in actual treatment of patients. 


FCDA ^TS REGULATIONS FOR STORAPp 
OF EMERGENCY HOSPITALS^^^^ 

In an advisory bulletin, the Federal Civil Defen^P 
Administration instructs state and remnWoi • 
defense officials on how emergency homiial 

be stored, So that riSuSl:; 

be at or aa dose as possible, to the place of eve ti 
ill use. 

The bulletin outlines requirements for location 
storage, and maintenance and includes a sample 
forage agreement. It says in part; 

The Federal Civil Defense Administration is 
now procuring and stockpifing in its warehouses 
throughout the United States, medical supplies 
including Civil Defense Emergency Hospital units! 
for use in case this country is attacked. While the 
above procedure is in process, there must, in addi¬ 
tion, be a more widespread and strategic distribu¬ 
tion of liospital units so that the greatest number 
urill be at, or as close as possible, to the place of 
eventual use. 

“Tliis distribution plan requires the safe, perma¬ 
nent storage of a hospital unit in unopened original 
containers at or near an appropriate facility where 
it could be unpacked and put into operation at time 
of emergency, in the least possible time. Such a 
manner of storage is defined as prepositioning.” 

Because of present limited supplies of tlie emer¬ 
gency hospital units, they are now being allocated 
on tlie basis of one per 100,000 of population in 
metropolitan target areas. As more hospitals are 
purchased by tlie U. S., the allotments Mil be in¬ 
creased. 

In selecting sites for storage of tlie hospitals, 
FCDA advises that particular consideration he 
given to exits, doorways, stairways, and weight 
limits. Total weight of unit is 12 tons, it includes 
367 cases, and occupies 1,606 cu. ft. Seventy-one 
cubic feet of heated storage are required, and 9 ft. 
of flammable and tlie same amount of cold storage. 

Recommended locations are between 15 and 30 
miles from the target centers. 

“MISSING STEP” EXPLAINS MAN’S 

INABILITY TO PRODUCE VITAMIN C 

Scuny may be caused by a “missing step in the 
liuman body’s operation that prevents ffie produc¬ 
tion of vitamin C, according to a Pubhe Hea 
Service researcher, Dr. J. J. Bums, a biochemis 
the National Institute of Health. , 

The enzymatic step missing in man, monkeys, a 
guinea pigs is found in all otlier animals. Dr. 
farits absence ivas uncovered by tracing ^milar 
amounts of L-gulonolactone t]‘at 

and guinea pigs. Previous work had eslatehed « 
L-gulonolactone is a forerunner of vitamin C 
fiver of the rat, vdiich can rats 

vitamin C. These tests demonstrated tiiat, v hi ^ 
converted L-gulonolactone into wtamin C, g 

^^Dr.*^Buriis’ research is described by him m the 
British journal Nature. 
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INITIAL TREATMENT OF BURNS IN MASS CASUALTIES 

Kent L. Brown, M.D. 
and 

Donald M. Glover, M.D., Cleveland 


H HE management of mass burn casualties 
has acquired new importance ndth in¬ 
creased industrial hazards and the poten¬ 
tial use of atomic weapons. Hospitals and 
emergency wards are generally unprepared to meet 
these overwhelming situations. We found that a few 
patients with e.xtensive burns completely engaged 
the personnel and much of the svorking space in a 
well-equipped emergency room in a 500-bed hospi¬ 
tal. In one instance, two patients with extensive 
burns, treated at the same time, tied up all emer¬ 
gency room personnel and four additional persons 
from other divisions for a period of two hours. It is 
obsious that a large number of patients would have 
to be handled in a different manner if they were to 
receive any reasonable emergency treatment. In a 
major disaster, the patients with very severe bums 
and minor burns would be eliminated by careful 
sorting to give the largest number of persons svith 
severe but treatable bums a chance for initial care 
and survdval. 

The philosophy in dealing with mass bum casual¬ 
ties is not different from that in handling mass war 
injuries. The objective is to give primacy in treat¬ 
ment to those individuals most likely to survive their 
trauma. It is evident from our experience and from 
the experience of those institutions vv'hich have been 
confronted with bum disasters tliat a large number 
of burned persons could never be crowded into the 


A few paiienis with extensive burns can 
completely engage the personnel and much 
of the working space of the emergency room 
of o hospital. A large number of patients 
have to be handled in a different manner if 
they are to receive any reasonable emer¬ 
gency treatment. Sufficient space to handle 
many casualties within minutes or hours is an 
absolute requirement for any hospital. Under 
disaster conditions, practically all burned 
patients should receive prophylactic antibio¬ 
tics. Where time is important, supportive 
therapy for extensive burns must be em¬ 
phasized and a predetermined standardized 
procedure employed. 


average hospital emergency room. It is further evi¬ 
dent that hospitals, for the most part, would be in¬ 
adequately implemented with equipment and sup¬ 
plies for treatment of large numbers of patients. 

Although St. Lukes Hospital has never been 
faced with a bum disaster, we recognize the im¬ 
portance of a well-formulated program should such 
an event occur. The plan we suggest emphasizes 
organization of hospital personnel, stockpiling of 


From the Surcical Service of Si. LiiVe's Hospital. 




burns—BROWN 

liter of water is a satisfactory loixliire. Sodium clilor- 
Kie in dextrose, sodinm lactate, Ringer's solution, or 
lungers laclalt* solution may be used. 

Cloned Method of Treatment.-When immediate 
treatment is given by closed methods, a simple tech¬ 
nique will e.vpedile co\'erage of tlie burn. Large 
xnrlace.s rnay bi> covered quickly with gauze fre.shly 
dipped in petrolatum (fig. 21') before the occln.sive 
diessing is applied. II the patient is not in .shock and 
can staiul, even more time is saved. Adherent for¬ 
eign materials are removed, but \’esicles are not 
opened. 'Fhe dipping mixture, which is stored in 
drums or gallon cans at room temperature, is a com¬ 
bination of SO'-r amlier petrolatum and 70% liquid 
petrolatum. I'he latter ingredient should be medium 
lu'avv. The staiule.ss steel dipping pan is 4 in. deep 
and M in. square. In the center, 1 in. from the bot¬ 
tom. is a steel rod 1 in. in diameter which runs the 
length of the pan. 

Rolls of fine mesh gauze I yd. wide are cut in 
9-in. lengths and kept sterile. These rolls are .satu¬ 
rated in the mixture by unrolling them beneath the 
steel rotl and passing tlu* gauze back and forth until 
it is soaked. Then strips of suitable length are cut 
to cover large surfaces. These strips are .always ap- 
pli(‘d verlieally to the long axis of the body or e.x- 
tremity. .-V single prefabricated dre.ssing 18 in. 
.square and 1 in. thick will cover a large part of the 
front or back. Two can b{* rolled to co\'er an extrem¬ 
ity. 1'hese are held by wrapping uniformly with 
,\ce bandages, rolled gauze, or rolled crepe paper. 
Prefabricated dressings are made up of fine me-sli 
gauze on one side ami a paper cover on the other. 

'Pile padding may be cotton, sheet wadding, Celln- 
cotton, or mechanics waste. Tiie sterile dressings are 
wrappeil individually and stored. If this method is 
not practicable, gauze pres'iously prepared with pe¬ 
troleum jelK' or bismuth tribromphenatc (Xeroform) 
or plain fine mesh gauze, drj', may be substituted. If 
necessars', the prefabricated dressing can be applied 
directly to the burned surface. 

Open Method of Treatment.-The open air or e.x- 
posure method is applicable when warmth and shel¬ 
ter are available, when transportation is not re¬ 
quired, where buins are in suitable regions of the 
body, and where there are overwiieiming numbers 
of bui-ns. Often cradles are not available. In this 
emergency, upright poles can be fastened to the bed 
and a rope strung between them (fig. 2G). A sheet 
can be draped over tlie I'ope like a tent. 

Adjuncts to Treatment.—Morphine is adminis¬ 
tered sparingly to patients in shock and should be 
given slowly intravenously. Judicious use of barbi¬ 
turates will lielp allay apprehension and decrease 
the amount of narcotic required. In time of disaster, 
a tetanus to.xoid booster dose or tetanus antitoxin 
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■AouH be given to all burned paHenfc. PaHmh 
should be tested for serum sensiUvily before!?, 
ministration of antitoxin. 

Under disaster conditions, pracdcally all burned 
patients should receive prophylactic antibiotics. Pen- 
icillin is preferred for parenteral use. Other broad- 
spectrum antibiotics may be used orally. Itisimper- 
ative that patients to be transported receive pro¬ 
phylactic antibiotics. Patients treated in general 
hospitals need no antibiotic during die first 24 lioun 
but the use of antibiotics should be started during 
the second 24 hours on all who have indwelling 
catlieters. This period gives time to eliminate pa° 
tients with liistories of allerg>' to antibiotics. The 
use of corticotropin (ACTH) and cortisone should 
be a\^oided except under controlled conditions. 

Regardless of tlie method of treatment of the 
burned area, tracheotomy should be performed 
when required in extensive face or neck bums. It is 
also advised at earliest indication where fire has 
been inhaled with resultant pulmonary bums. 

Ionizing Radiation.—While exposure to ionizing 
radiation sliould be recognized and recorded, pa¬ 
tients so exposed do not ordinarily require imme¬ 
diate treatment. Those patients uathin the zone 
receiving 600 r or more will probably die and should 
be assigned to group 3, wliich is the categorj' of fatal 
burns. Persons recei\dng 400 r to 600 r are assigned 
to group 2 where they \xdll be treated. About half 
w'ill be sa^'able. Tliese patients require antibiotics 
and, in certain instances, supportive tlierapy. The 
casualties receiwng less tlian 400 r are handled as 
group 1 patients in the hum grouping. They are sent 
to secondarj'^ centers for observation. In burns due 
to irradiation, skin changes will appear late. 

Disposition.—It should be noted that persons with 
burns complicated by other injuries may be under 
simultaneous treatment by odier teams. In the case 
of a large disaster, the receiwng hospital may not 
be able to keep all of the casualties. In that event, 
transportable burned patients who have been gi'fn 
initial care are evacuated to other centers. 

Summary 

A method of management of mass bum casualdes 
is needed for efficient and rapid disposition of pa¬ 
tients by a minimum of personnel. Planning or 
organization, space utilization, sorting, imme 
tx-eatment, and preparation for definitive ^ 
portant. It is hoped tliat these suggestions w J 
as a stimulus toward a tentative plan or 
which may easily be modified to meet the req 
ments of each local situation. 

504 Carnegie Medical Bldg., 10515 Carnegie Ave. ( 
(Dr. Brown). 
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-. Tlie nuclear age is upon us. Atom splitting threatens 

- to become as common in our time as rail splitting was 
'j'n Lincoln’s day. Recently, physicists and radiation 
■' health officers have been sounding alarms regarding 

' the perils to mankind of a slowly increasing burden of 
' -radiation exposure. These warnings, chiefly of theoreti- 
■::cal dangers to the evolutionary future of the human 
r race, have been broadcast in the lay press. Unfortu¬ 
nately, the public is now beginning to mistrust radia- 
.. tion exposure to the point where many patients are 
_ refusing necessary' diagnostic procedures and radiation 
'‘treatments. Even in the medical journals, statements 
have been made ’ implying that the noruadiologist may 
be adding unjustifiably to man’s mounting lifetime ex- 
■ posure by careless or unwarranted use of therapeutic 

- or diagnostic radiation. The seeds of doubt and mis- 

- trust have thus been planted in the minds of many 
.. physicians. 

„ It is time to separate facts from fancies among these 
fears. Just like the scalpel, radiation is a valuable med- 
~ ieal tool, and it is also a highly dangerous one. In using 

- it, are we in the medical profession really going to- 
ward our goal of helping humanity, or away from it? 

• Today it behooves every medical user of ionizing 
radiation to conduct a thoughtful surx'ey of his own 
use of the modality' with this idea in mind. 

The purpose of 4is paper is to review and evaluate 
the role of radiation therapy of the skin in this nuclear 
age, and, insofar as is possible, to ansxver the insistent 

- question: “Is dermatological radiation therapy adding 
unnecessarily to man’s increasing radiation burden?” 

. Dwindling Indications 

Today, tlie dermatologist is using radiation therapy’ 
less and less frequently as newer, more effective meth¬ 
ods are replacing it in the treatment of many skin dis¬ 
eases. Some diseases which were treated routinely by' 
radiation as recently as three years ago are now more 
effectively treated by means of drugs or other modali¬ 
ties. In some of these ailments, roentgenotherapy is no 
longer indicated at all. In otliers, it is reserved for the 
most resistant cases. 

Pyogenic In/cctions.—Antibiotics have entirely' ehmi- 
nated the necessity' for roentgenotherapy in ery'sipelas. 
sycosis barbae, and lymphangitis. It is used less often 
t'an formerly for furuncles, carbuncles, and abscesses, 
ranuloma pyogenicum is now almost alway's treated 
y electrodesiccation and curettage. 


‘ ptiision of Demratology, Department of Medicine, 

Word Unhersitj’ School of Medicine, San Francisco. 

bfiforo the section on militarj’ dennatolog>’ at the 15th 
Si.ni, 1 of tlie American Academy of Dermatologx’ and 

Philolog)., Chicago, Dec. 12. 1936. 


The need for radiation therapy in derma¬ 
tology has been greatly reduced by recent 
developments in pharmacology and endocri¬ 
nology. Striking successes with the use of antibi¬ 
otics and steroids have led to the abandonment 
of radiotherapy in many diseases. In others, its 
use has been rendered more precise by new 
advancements in radiology. Irradiation of the 
skin can be more closely confined to the disease 
process by choosing the proper half-value layer 
from the zone of soft roentgen rays, by the use 
of beta-emitting radioactive isotopes, and by 
shielding. Dermatological radiation therapy is 
localized, the doses are minimal, and the ex¬ 
posure is fractionated. Accurate diagnosis is 
essential in order to avoid unnecessary irradia¬ 
tion, and is made possible by a thorough train¬ 
ing in dermatology; accurate therapy is equally 
essential and is made possible by a thorough 
training in radiology and biophysics. Ionizing 
radiations are not the dermatologist's only form 
of treatment or his most important one, but he 
is bound to use them when such use is impera¬ 
tive for the good of the patient. 


Vulvar and Anal Pruritus.—Topical steroid therapy 
has brought dramatic relief to sufferers from pnuitus 
x'ulvae or pruritus ani. I have found that simple cleans¬ 
ing with hexachlorophene (pHisoHex) is highly' effec¬ 
tive and many' times the only' form of treatment neces¬ 
sary’ after the x-icious circle of itcliing and scratching 
has been interrupted by topical therapy xx’ith steroids. 

Atopic Dermatitis and Localized Neurodermatitis.— 
Atopic dermatitis and localized n euro dermatitis can 
usually’ be brought under control by means of topical 
steroid therapy and the new tranquilizing drugs, used 
in conjunction u’ith other accepted forms of derma¬ 
tological therapy'. 

Generalized Neurodermatitis and Autoeczematiza- 
fion.—Patients smth generahzed neurodermatitis and 
autoeczematization are now treated xx'ith steroids given 
orally or parenterally, preeluding the use of total body 
irra^ation. 

Plantar Worfs.—Many dermatologists have given up 
treating plantar warts with x-rays. They have found 
that a much greater percentage'of cmres can be ob¬ 
tained by using topical applications of monochloro- 
acetic acid and salicylic acid plaster or by performing 
surgical curettage, two methods which m-e not at all 
dangerous in comparison with roentgenotherapy. 
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/,,/c-c7/o„5.-Nystatin has proved to be of 
icli gi eatei value tlian roentgen rays in the treatment 
of monjhal infections of cither glabrous skin or nails. 

rianu oma Annulare.—The inti'adermal injection of 
hydrocorlisonc into lesions of granuloma annulare is 
n \ as eficctn'e as irradiation and has virtually elim- 
niatccl th(' latter in treatment. 

Dermatitis Herpetiformis and Lichen Planu.s.-The 
suiiones for dermatitis herpetiformis and chloroquine 
or bismuth sodium triglycollamatc (Bistrimate) for 
lichen planus have greatly reduced the need for .x-ray 
beatment of these diseases. Cases of e.xfoliative der- 
m.ititis are seldom treated w'ith total body irradiation. 

Steroids gi\’en orally or parenterally arc more effective. 

Gramdnntatous Diseases.—Certain granulomatous 
tliseases are now treated with drugs instead of roent¬ 
gen rays. Lupus vulgaris and tuberculosis verrucosa 
cutis respond to treatment with isoniazid and strepto¬ 
mycin; blastomycosis is treated wnth stilbamidine. 

These examples show how the indications for irradi¬ 
ation in the therapy of skin diseases are dwindling. 

Furthermore, no new indications have been estab- 
li.shed during the past few years. The dermatologist is 
limiting his use of ionizing radiations to conditions 
which are resistant to other forms of treatment. This is 
a definite trend. 
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Softer Badiations 

.Another important trend in dermatological therapy 
is toward the use of softer radiations. Their use is 
aimed at confining irradiation to the disease process by 
limiting tlic depth dose. Although absolute and specific 
regulation of the depth dose of .x-rays is impossible, 
.several means exist whereb)' it can be controlled to a 
large e.xtent. 

Grenz Rays.—Over 75% of grenz radiation is ab¬ 
sorbed in the first millimeter of tissue. Grenz rays are 
particularly suitable when ionizing radiations are to 
lie used for diseases of the eyelid, scrotum, and female 
genitals where underlying structures are radiosensitive 
and must be protected. They can be used on the scalp, 
.ixillas, and eyebrows for treatment of superficial der¬ 
matoses without incurring danger of epilation, pro¬ 
viding accepted dosage rules are followed. The use of 
grenz rays should be restricted to the most supeificial 
disease processes. A knowledge of the depth of the 
pathological condition is essential. 

The greatest danger u'ith grenz rays is that the op¬ 
erator may be lulled into a false sense of security, 
thinking that because they are soft they are entirely 
safe and can be used almost indiscriminately on re¬ 
current or chronic dermatoses. Grenz rays are ionizing 
radiations, just like x-rays or gamma rays. They can 
and do produce radiation sequelae when used m ex¬ 
cessive doses. Accidental overdosage can easily occur it 
the machine has not been accurately calibrated or it the 
operator uses a combination-type machine producing 
either grenz rays or conventional superficial .x-rays. 

There are still other pitfalls. Small errors in target- 

skin distance or timing can cause 

tion in dosage. Also, the dose will be increased by 


bene® in fte treatn« 

grenz rays in doses of 200 r. 

Contact Roenigenotherapy.-Contm roentgeno&r- 

apy provides another means of limiHiig iiradiafion to 
the disease process. It is gaining in popularity amon? 
dermatologists for die treatment of small ciitaneom 
carcinomas. The contact tube is designed to adminis- 
ter a cancericidal skin dose at very close range, incur¬ 
ring a minimal dejith dose. 

Intermediate Zone of Soft Radwtiom.~A. third 
means of limiting the depth dose to the disease proc¬ 
ess concerns an almost une.xpIored field. It is what 1 
call the “intermediate” zone of soft .x-ra}'s, with waie- 
lengths between tliose of grenz rays and conventiona! 
superficial x-rays. The half-value layers range fromO.(il 
to 0.2 mm. of aluminum. Some of tlie newer superlidal 
therapy machines include this range of radiation, ftir- 
nished by beryllium window tubes. By using various 
filters, it is possible to obtain a vide range of radiation 
qualities. This enables tlie tlierapist to adjust the de¬ 
gree of penetration to the depth of the process to he 
treated. The pliysical attributes of these intermediate 
soft radiations are knov’n, but the dierapeutic indica¬ 
tions and the required dosages have not yet been estab¬ 
lished. I predict that they will be established and that 
this range of radiations will be used more and more b) 
dermatologists in the future. 

Radioactive Isotopes in Dermatolog)’ 

In tire future, radioactive isotopes vail no doubt be 
used instead of radium and radon wherever the for¬ 
mer will give equal or better results with less danger 
to operator and patient. The purpose of their use in 
dermatological tlierapy will be not only to limit the 
depth dose but also to attain greater specificit)' b 
irradiation tlian is possible vdth other radiatiw 
means. Radium and radon are still ividely used, but t o 
fact that one is a powdered salt and tlie otlier a 
is disadvantageous, and an isotope can usual y 
found which will irradiate a given lesion more eilK- 
tively and accurately than would be possibe wi 
radium or radon. Many operators have 
promising isotopes as cobalt-60 ^ and gold-i9S, " 
in addition to tlieir excellent therapeutic 
metals and much safer to handle. j 

also been used successfully in gamma ray i 

the skin. . vA 
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can safely be used on tlie eyelid without danger to the 
lens. Rutlienium-106 ’ can be electroplated onto molds 
of any shape for surface application. All of these are 
particularly suitable to dermatological use. 

Evaluation 

It is esndent from the foregoing survey that the 
dermatologist of today is “roentgen conscious” and 
bent on using radiation sparingly, as he would any 
powerful medicine. We all realize that ionizing radia¬ 
tions are destructive rather than stimulating. However, 
they are still the most effective agents for the treat¬ 
ment of certain diseases, including some which are 
benign but nonetheless disabling. 

As dermatologists, we are acutely aware of the 
physical and mental torture which can be caused by 
shin diseases. As doctors we are dedicated to the re¬ 
lief of suffering. Furthermore, we are tauglit, “do no 
harm.” Are we, as dermatologists, doing unnecessary' 
harm when we use ionizing radiations? That is the 
.crux of the matter. To answer this question it is nec¬ 
essary to consider carefully' how the dermatologist 
uses radiation therapy. 

First, he uses localized radiation therapy. Localized 
body exposure has only the fractional significance of 
total body exposure. Even for workers who are exposed 
daily, the permissible dose to the extremities is five 
times as great as the permissible total body dose. Lo¬ 
calized irradiation, even wth large doses, produces 
no serious systemic effect, as can be confirmed by the 
fact tliat many thousands of people who have been so 
treated for skin cancer have remained healthy'. In giv¬ 
ing localized therapy, the imtreated areas are covered 
'n’tii lead shields, or cones are used. In treating acne 
of the face, for example, the thyToid, scalp, eyes, and 
lips are shielded. 

Braestrup,® consultant to tlie Atomic Energy' Com¬ 
mission on radiation protection, recommends that “In 
order to reduce genetic effects, uimecessary irradiation 
of tlie gonads of patients w'ho have not passed the re¬ 
productive age should be avoided. AATienever possible, 
the gonads should be shielded during irradiation of any' 
part of the body. Mdien shielding is not feasible, the 
dose to the gonads, and especially to tlie ovaries, may' 
he reduced significantly by' the use of -x-ray's of low 
penetration. This modification will permit irradiation 
of skin areas near the gonads.” 

Second, the dermatologist uses superficial radiations 
with half-value layers ranging from 0.02 to 3.5 mm. of 
aluminum. For treatment of benign dermatoses, the 
half-value lay'er is usually' less than 1 mm. of alumi- 
oum. Radiations of this quality' applied to the skin 
are insufBcient to damage the liver, spleen, bone mar¬ 
row, or reproductive organs. Filtration is kept to the 
minimum which wiU insure an adequate dose to the 
disease process. 

Thud, dermatological radiation doses are small, com- 
^^1^^nd are usually fractionated. Sin- 
8 e doses are 75 to 85 r, seldom over 150 r, for benign 
^JSeases. They are given at interx'als of one to two 

'®eks. As soon as the disease begins to respond, treat¬ 


ments are either discontinued or spaced further apart, 
because it is know'n that the effect of ionization w'iU 
continue for some time. In this way', the lowest pos¬ 
sible dose is given. The dermatologist xvho gives his 
own x-ray treatments will give only' the minimum 
amount of radiation, because he is familiar with the 
natural course of the disease he is treating and can 
observ'e its progress. 

Superficial therapy of benign diseases has been criti¬ 
cized because of the possibility' of serious sequelae. 
Witten and Baer" have published the results of a 
study' which provides an excellent answer to such 
criticisms. One thousand patients who had been treat¬ 
ed xvith roentgen ray's for benign or malignant skin 
diseases were reexamined 5 to 2-3 years after treatment. 
No sequelae resulted from total doses of 1,000 r of 
superficial radiation. This amount of radiation was ad¬ 
ministered in fractional doses, of the qualities generally' 
used by dermatologists in the United States for benign 
dermatoses. 

“Cook book” tlierapy is to be condemned. One 
should not arbitrarily say' that acne conglobata, for 
example, requires eight treatments of 75 r each, given 
a week apart. MTiy' give 8, when in some cases 6 will 
be sufficient and in others 10 or more may' be needed? 

It is certainly true that the use of radiation in the 
treatment of benign diseases should be justified in 
every' case. Where diseases of the skin are concerned, 
the dermatologist, because of his training and expe¬ 
rience, is certainly the person most capable of deciding 
whether it is justified in the individual case. He is not 
primarily concerned with radiation but with the cure 
of skin diseases. Radiation is not his only form of treat¬ 
ment or his most important one. He is trained to use 
it when necessary' to augment his specialized proced¬ 
ures and topical medication. 

The last and most important point I wish to make is 
that no therapy is of any' value unless a proper and 
accurate diagnosis is first made. In fact, misdirected 
therapy can cause irreparable harm to a patient. The 
dermatologist’s ability' to diagnose sldn diseases cor¬ 
rectly and his knowledge of the various therapeutic 
approaches enable him to save his patients from un¬ 
necessary irradiation. 

All in all, I do not believe that many unnecessary 
roentgens are being added to man’s increasing systemic 
radiation burden by the quah'fied dermatologist. 

Comment 

It is regrettable that neither the scientific nor lay 
press has sufficiently stressed the fact that the dangers 
warned against in the National Academy of Sciences 
report are not specific dangers to the health of the 
individual, but theoretical and statistical dangers to 
the futiure of the human race. In mentioning the so- 
called permissible dose, they have neglected to em¬ 
phasize that diagnostic and therapeutic irradiation in 
whatever dosage is necessary must always be consid¬ 
ered permissible. 

There have been two fuU generations since ionizing 
radiations were discovered, but only recently have 
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large niinibers of die population received much medi- 
ca n radiation. There has been no visible increase in 
die mutation rate, but such effects would not become 
evident for many generations. Studies based on total 
liody irradiation of mice and fruit flies have shown that 
p'uctic mutations increase in number witli an increase 
in radiation exposure. Tliese findings are not capable 
of accuiate extrapolation to human beings. Harmful 
mutant genes tend to lie eliminated in the process of 
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cotene. No candidate can be certified by the 
Board of Dermatology unless he is adeLafc^ 
m radiation and biophysics pertaining to IS 
therapy and knows the indicLbns and con^ 
tions of irradiation of sldn diseases. ^ 


e\-oliilion. 

e all liavc a small amount of radioactive potassium 
in our bodies, put there by Mother Nature, and we have 
lieon living with cosmic rays for tliousands of years. 
Each of us rcceh'cs about 15 r of total body irradiation 
from cosmic rays during his lifetime. Tlie Atomic 
liiiierg)’ Commission has estimated that each person 
has received an average of 0.1 r from all nuclear deto¬ 
nations up to the present time, including tliose of for¬ 
eign nations. This is less than 1/100 of tlie average total 
lifetime dose from cosmic rays. People living at high 
altitudes get more than twice as much cosmic radia¬ 
tion as those living at sea level, yet such people as tlie 
Swiss Alpine jnountsvncers arc very bard)'. Also, there 
are areas in the world where large deposits of uranium 
ore make tlio ground liighly radioactive, yet tlie natives 
of these areas have subsisted and perpetuated tlieir 
kind for couiitic.ss generations. 

The evolutionary power of cellular recovery devel- 
op.s irrespective of the t)'pc of noxious agent causing 
damage.” It is logical to assume tliat tlie human body 
has a greater power of adaptation to environment 
lhan that of tlie mouse or tlie fruit fly. 

True, it gives us an uneasy feeling when we realize 
that nothing is known about the long-range effects of 
radiation on the race of man, but perliaps diere is no 
reason to assume that all of these effects will be bad 
ones and that there are no liidden remedial factors. 

Experiments have shown that the life span of mice 
and rats is shortened by total body e.xposure to radia¬ 
tion above a certain limit of tolerance. This is consid¬ 
ered by many to be cause for alarm in relationsliip to 
liunian beings. Yet, the span of human life has in¬ 
creased by 20 years since the discovery of ionizing 
radiations. A share of tin’s increase is certainly due to 
the accurate and prompt diagnoses made possible by 
the use of diagnostic x-rays. The tlierapeutic use of 
x-rays has lengthened the lives of many patients with 
fatal diseases and has, in fact, cured many others, en¬ 
abling them to live out tlieir nonnal life expectancies. 
Are we to go backward in history because of a fear 

of radiation? . 

tVithin the medical profession, tlie fear of radiation 
therapy has been heightened by tlie fact tliat one 
medical group has pointed an accusing finger at oUier 
eroups for misusing it. Actually, a few in all tliese 
sroups have misused tliis modality. The criterion for 
using ionizing radiation should be that tlie «ser is 
trained in and understands radiation physics and bio¬ 
physics and tliat he knows what he is treating, 

San that he should be a member of any particular 


Conclusions 

This is a time for caution, but not for panic or feat 
of die unknown. The careless or casual use of rafr 
tion IS to be condemned in any age, but the hazards 0 ' 
even diis nuclear age are not sufficient to warrant lij 
witliholdmg of \visely administered radiation theram- 
from those who really need it. 

When we use drugs, we have to consider thethera- 
peutic index, that is, the amount of good the dnignii 
do in comparison with the amount of harm it may 
possibly do. Radiation, too, has a therapeutic index. 
There is no safe dose, except for die patient who would 
be in much worse condition withoutit! 

Those who sound warnings in the newspapers are 
doing a great disservice in alanning the public. Groups 
of physicians who cast aspersions on the use of radia¬ 
tion by other groups are doing a dissenice to fe 
medical profession. I am sure it unll not help the 
cause of liumanit)' to have the minds of the public or 
die physicians poisoned against radiation therapy. 
We must differentiate beriveen mice and men, be- 
txveen total body irradiation of well people and medi¬ 
cal irradiation of sick people. 

We are doctors, bound by our Hippocratic oafli to 
give our patients die best possible fonii of treatment 
for dieir ailments. We are in honor bound to use radia¬ 
tion dierapy where it is imperative for the good of the 
patient. 

1120 Montgomery Dr. 
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differential diagnosis of congenital heart disease in infancy 

Bernice G. Wedum, M.D., Washington, D. C. 


It may be irneqnivocally stated that no discussion 
of the differential diagnosis of congenital heart dis¬ 
ease should be based on other than autopsy ew- 
dence,’ e\adence obtained from surger}', or, in a few 
instances, from catlieterization data which are as 
conclusive as autopsy e\'idence. The foUossnng dis¬ 
cussion is based chiefly on a study of 279 autopsies 
performed at Children’s Hospital in Washington, 
D. C., during the years 1935-1956. Obser\'ations at 
surger\’ considered equivalent to autopsy eWdence 
are dirision of a patent ductus arteriosus, valvu¬ 
lotomy for infundibular or valsnilar pulmonarj' 
stenosis, excision of a coarctation, and closure of a 
septal defect. Catlieterization data considered con¬ 
clusive are passage of a catheter through a ductus 
or aortic septal defect, the catlieter appearing below 
the diapliragm; and significantly high right-ventricu¬ 
lar and low pulmonar\'-arten' pressure establishing 
tlie presence of pulmonar)' or infimdibular stenosis. 
In no instance is an associated lesion excluded. 
There is no quick and easy short cut to the diagnosis 
of congenital malformations. The exidence must be 
carefully gatliered and painstakingly evaluated in 
ever}' case. 

History and Physical Examination 

The history of the presence or absence of cardiac 
enlargement at birtli is of importance, since rela¬ 
tively few lesions cause a strain on the heart suEB- 
cient to cause enlargement in fetal life. Congestive 
failure in infants is initially characterized by rapid 
respirations and usually, as it progresses, by liver 
enlargement; occasionally rales at the lung bases 
are prominent. Tire character and time of onset 
of congestive failure are of importance as indi¬ 
cations of the severity and nature of tlie lesion 
and whether a verx' marked strain is throum on 
either the right or the left ventricle. Of value is a 
positive historx' tliat tlie child either ver}' definitely 
never has been cyanotic or very definitely has been 
cyanotic. Tliere is a group about wliich one cannot 
be entirely certain as far as Iristorx' is concerned. 
Obserx'ation of different degrees of cyanosis of tlie 
hands and feet in infants is not rehable, although 
a difference in the degree of cyanosis of the right 
and left hands, while rare, is significant. The char¬ 
acter of the cr\" and the history' either of anoxemic 
attacks or of any' type of spells or feeding diflBculties 
are of importance. 

^^^len approaching an infant for a phy'sical exam¬ 
ination one notes initially' the degree of cy'anosis 
at rest, obserx'ing the baby' quietly xvithout disturb- 

Cardiologist, Yater Clinic, XVashington, D, C., and Con- 

Jint Cardiac Pathologj*. Children’s Hospital of Phfladelphia. 


The relative value of the various data ob¬ 
tained from physical examination, history, 
electrocardiography, fluoroscopy, and roent¬ 
genography in the diagnosis of congential 
heart disease can be determined only from 
a series of patients whose thoracic viscera 
have been actually seen during subsequent 
surgery or at autopsy. Study of 279 autop¬ 
sies of children has led to the formulation of 
17 questions that should be answered in 
moking o diagnosis. Painstaking analysis of 
all available data is important because an 
accurate diagnosis is possible in many cases. 
Surgery sometimes offers the only chance for 
survival, and for some congenital malforma¬ 
tions surgery is not only palliative but cura¬ 
tive. 


ing him, and then listens wth the diaphragm of a 
Riger Bowles stethoscope to the character of the 
second sound, noting the presence or absence of a 
murmur, its character, and the pulse and respiratory 
rate. The rest of the information one wshes, e. g., 
the character of the pulses; the presence of edema, 
rales, liver enlargement and pulsation, and jugular 
distention and pulsation; presence of a thrill; and 
distribution of cyanosis, can be obtained accurately' 
whether or not the baby is disturbed. 

The blood pressure should alway'S be obtained 
in both the arms and legs, using the flush technique 
u'ith two cuffs if auscultation is not satisfactory'- 
A cuff folded so that it may' fit snugly' around one- 
half to two-thirds of the upper arm is put in position. 
Another cuff is placed around the xTOst and hand 
and pumped up to 300 mm. Then the cuff around 
the arm is quickly' inflated above the e.xpected sy's- 
tolic pressure and the hand cuff is released. The 
w'rist and hand should be waxy white. The arm cuff 
is slowly and carefuUy deflated while the obsen'er 
watches carefully for the appearance of the first 
flick of returning color. Values average about 10 
points below those obtained by auscultation. In 
taking pressures in the leg it is of crucial importance 
to fold the cuff so that the same ratio is maintained 
between the cuff and upper leg as in the upper arm. 

Questions That Aid in Diagnosis 

Consistently accurate diagnoses can be made from 
good -x-ray films alone, but a careful fluoroscopic 
examination in experienced hands is of importance. 
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If, Nvilh ail accurate history, careful physical exam¬ 
ination, good x-ray films, fluoroscopic examination, 
and electrocardiograms, the data are carefully ana¬ 
lyzed, and certain questions asked, one can make 
an accurate diagnosis in a sui-prisingly high per- 
ccnt.igc of cases. The questions discussed below 
arc among those that aid in diagnosis. 

1. WJiich chambers ore enlarged? Are both ven¬ 
tricles and both auricles present? Is there a single 
ucntiiclc or inversion of the cardiac chambers? 

A stud}’ of the .v-ra}’ films and electrocardiograms 
can usually eliminate marked left-ventricular en¬ 
largement, as in subaortic stenosis, or marked right- 
\'cntricular enlargement, as in aortic atresia, as diag¬ 
noses. The voltage of the electrocardiogram in the 
procordial leads is the most reliable indication of 
chamber enlargement in infancy, if allowance is 
made for the normal right-ventricular preponder¬ 
ance during this period. Although the heart may 
weigh as much as twice the normal at autopsy, ,\-ray 
films may show little evidence of enlargement. Meas¬ 
urements of the intrinsicoid deflection are not 
ordinarily of x’alue in infants’ hearts because tlie 
ventricular wall must increase roughly 4 mm. in 
thickness to produce an increase of 0,01 second in 
the width of the intrinsicoid deflection, and h>qjer- 
Irophy of this degree seldom occurs in infancy. 

Enlargement of the right ventricle is difficult to 
diagnose by x-ray examination except when it is 
marked, as in a truncus arteriosus. Tlie anterior con¬ 
tour on fluoroscopy projects forxvard and may in¬ 
fringe on the stemum in the left anterior-oblique 
position; sometimes this is better seen in the right 
anterior-oblique position. Considerable enlargement 
of the right ventricle may be present without pro¬ 
ducing striking changes on fluoroscopy or .x-ray ex¬ 
amination. 

A large peaked Pj in the electrocardiogram is 
pathognomonic of an enlarged right auricle, al¬ 
though the right auricle maybe enlarged without 
this finding. The high voltage of the P wave appears 
to bear a rough relation to the pressure in the right 
auricle. In a transposition of the great vessels, where 
the right auricle may be anatomically as large as 
the right auricle of an isolated pulmonary vahmlar 
stenosis, the voltage of the P wave is not increased. 
It is increased when pulmonary stenosis is present. 
Broad P waves in lead 2 suggest left-auricular 
enlargement, although posterior deviation of the 
esophagus seen on x-rays made after a barium 
swallow is the most reliable indication of enlarge¬ 
ment of this chamber. 

The diagnosis of a single ventricle cannot be 
made with certainty from the electrocardiogran^m 
spite of the absence of the ventricular septum. The 
precordial leads usually show “right-ventricular pre¬ 
ponderance," although “left-ventricular preponder¬ 
ance” may be present. Witli evidence of combined 
ventricular hypertrophy, diagnosis of a single v^- 
tricle may be excluded with a fair degree of cer 
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tamty. If the cardiac contour is somewhat biza„e 
with more of the ventricular portion on tl;e S 
than usual a single ventricle may be suspected 
although this indication of arrested development 
before the bulboventricular loop swings to the left 
may occur in any primitive heart. If the heart an- 
pears enlarged in tlie anteroposterior position m\ 
flattened m the left anterior-oblique position a 
single ventricle with complete transposition mav’be 
suspected. Tlie basic lesion in this malformation 
is usually inversion of tlie bulboventricular loop 
and the resulting flattening of the heart is reflected 
in the oblique position. The anatomv of the various 
forms of single ventricle vuthout transposition maj’ 
be readily correlated v’itli the stage of embrj’ologic 
development at which arrest has occurred, and some 
malrotation of the x'essels is the rule, but the anato¬ 
my of a single ventricle with complete transposition 
is very different and is usually the result of inversion. 

True inversion of the auricles is extremely rare 
but v'hen present may be readily diagnosed by the 
character of the P waves in lead 1 and lead a\dl, 
which is that of a dextrocardia. In a dextrocardia 
an upright P wave in lead 1 also means inversion 
of the auricles. Inversion of the ventricles is even 
rarer and is present in a true corrected transposition. 
Even at tire autopsy table it is sometimes difficult 
in the more complicated malformations to ascertain 
w'hether x’entricular inversion is present. 

2, Which great vessels are enlarged? Are both 
present, normal, and in normal positions? Their 
branches? 

Moderate degrees of enlargement of the pulmo¬ 
nary artery are best observed in tire right anterior- 
oblique position. When a true truncus arteriosus is 
present tliere is a distiirct widening of the great- 
vessel shadow in the anteroposterior position which 
is not present when partitioning of the truncus has 
occurred with subsequent atresia of the pulmonary 
artery. When the pulmonary artery is absent the 
very clear pure second sound is quite characteristic. 
The absence of a murmur in an infant always raises 
the question of complete pulmonary atresia. It 
should be remembered that, even if the pulmonarj' 
artery is absent, right and left pulmonary' arteriK 
are, more often than not, present for operative 
purposes. The presence of an atypical continuous 
murmur should always raise fire question ot com¬ 
plete absence of the pulmonary arteries, since 
blood supply to tlie lungs in this case may be , 
way of bronchial arteries from a true truncus ar 
osus, and in this instance right and left ' 

arteries are not present for operative . 

When the blood supply to the lungs is J* P ‘^,5 
ductus arteriosus in pulmonary atresia a 
murmur is not present, and, as has een sai , 

ally no murmur is present. movindi- 

A narrowing of the great-vessel mO 

cate a hypoplastic aorta, which is a 
feature of an atrioventriculans communis. 
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ing is also present in complete transposition of the 
great s'essels u-ith a widening of the shadow in tlic 
left anterior-oblique position. Often the great ves¬ 
sels wall not he completely transposed, and in tliese 
instances the ^\•idth of the great-vessel shadow is 
of no help. When the pulmonan,' artery- overrides, 
it is greatly enlarged. An esophagram should reveal 
a \’ascular ring, anomalous right subcla\ian arter\'. 
or right aortic arch. Preductal coarctation is accom¬ 
panied by slight but definite difference in blood 
pressure (more than 15 points) between the arms 
and legs witli the flush technique, and usually right- 
ventricular enlargement in early infancy and marked 
right-sided failure. Cyanosis of the feet may or may 
not be present and is not usually a helpful point in 
differential diagnosis. 

The clinical stor\’ in an infant witli anomalous 
origin of tlie left coronary arten,’ from the pulmonary' 
arters' is so characteristic that tlie e.xperienced pedi¬ 
atric cardiologist will suspect the diagnosis from tlie 
history. If one has once seen such an infant in the 
couree of tlie attacks of anginal pain which these 
children experience, one xsall not fail to recognize 
their nature. The electrocardiogram shows evidence 
of marked left-ventricular enlargement such as can 
occur in extreme subaortic stenosis or endocardial 
fibroelastosis, which cannot be differentiated from 
anomalous origin of the left coronaiy arterx' from 
tlie pulmonary' artery' from tlie electocardiogram. 

When the liaby has any signs of cerebral anoxia, 
such as “spells” or slow respirations where rapid 
ones would be expected, the aorta almost certainly 
arises from tlie right ventricle or is in some maimer 
receiving a large amount of I'enous blood. Similarly, 
if the coronary' arteries are receii'ing blood which 
is almost entirely venous, the I'oltage on the electro¬ 
cardiogram may be low, indicating myocardial 
anoxia. Aldiougli this may not always be the case, 
when such a finding is present it is most helpful. 
One or botli of these findings should always bring 
to mind the possibility of extreme dextroposition 
of the aorta with pulmonary stenosis. This is an im¬ 
portant point because when extreme de.xtroposition 
is present an auricular septal defect should always 
he created in addition to an anastomosis. 

3. Is ihe systemic venous return normal? 

Tliis question cannot be answered in infants wtli- 
out angiocardiography but should always be borne 
in rnind when considering cyanosis not readily ex¬ 
plained on other grounds. It is very' often abnormal 
in isolated dextrocardia and levocardia wth situs 
inversus and in a congenital malformation associated 
"itlr congenital absence of the spleen. Distention 
of the superior vena cava wthout evidence of a 
shunt in the lung fields max' indicate a rare anomaly 
of the abdominal venous return. 

4. Is the pulmonary venous return normal? 

lyiien all pulmonary' veins drain into the right 

auricle the lung fields are obx'iously congested, al- 
t lough in the newborn child the congestion may not 


be as striking as it is when the child survives for 
a few months. There is great right-auricular en¬ 
largement. This malformation can be readily diag¬ 
nosed during hfe. altliough the findings closely 
resemble those in aortic atresia and preductal coarc¬ 
tation. Infants with aortic atresia seldom survive 
beyond the first month of life. 

Cyanosis is not marked in tliese cases and is of 
tlie tv-pe that goes with a reduced cardiac output, 
which differs so markedly from that which accom¬ 
panies a venous arterial shunt. Partial anomalies of 
the puhnonarv' v'enous return hav'e no sharply dis¬ 
tinguishing features. Rare anomalies such as com¬ 
plete atresia of tlie puhnonarv- v-eins with die 
pulmonarj' v-enous return by vv-ay of the bronchial 
veins are occasionally encountered. It should also 
be remembered that the anomalous puhnonarj' ven¬ 
ous coimection may be witli the inferior v-ena cav'a. 

5. Is an arteriovenous shunt present? 

In infants this can be most readily determined 
by a study of the v’ascularitj' of the lung fields. It 
should be remembered that the lung fields of new¬ 
born children are deceptiv'ely clear. Such a shrmt 
may occur by way of a puhnonarv' v-ein, auricular 
septal defect, patent foramen primum, atriov'entric- 
ularis communis, ventricular septal defect (includ¬ 
ing the rare form where the jet is into the right 
auricle), aortic septal defect, overriding pulmonary' 
artery', truncus arteriosus, patent ductus arteriosus, 
ruptured aneurv'sm of the sinus of Valsalv'a, arterio¬ 
venous aneury'sm of the lung or coronary- sinus, and 
coronary- artery-. The second sound in the second 
left intercostal space is almost invariably somewhat 
accentuated if a shunt is present. It should be re¬ 
membered that tlie communications mentioned 
abov-e may- be present, although no shunt, or a 
v-enous-arterial shunt, may- be present. If the second 
sound is diminished or absent, an arteriovenous 
shunt is most imlikely-. 

6. Is a venous-arterial shunt present? 

In small infants the presence of mild degrees of 
cyanosis is not v-ery- easy to detect, and infants who 
at postmortem examination reveal lesions vv-hich 
must have produced a v-enous-arterial shunt still 
w-ill hav-e shown only little or questionable cyanosis 
clinically-. Infants vv-ith a diminished cardiac output 
may- show an entirely- different ty-pe of cy-anosis due 
to peripheral stasis, ^^^^en defi^te unquestionable 
cy-anosis is present, it usuaUy means that a venous- 
arterial shunt of considerable magnitude is present, 
but, if it is only questionable or not detected, a 
venous-arterial shunt may still be present. A lesion 
theoretically causing differential cy-anosis in the 
hands and feet may not in fact cause it. 

7. Is congestive failure present? 

The diagnosis of congestive failure in infancy 
vvhen it is early and minimal is not easy; it can be 
readily- confus^ with pneumonia. The earliest sign 
of failure in infancy- is an increase in the respiratory- 
rate. The white blood cell count is of little help. 
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surgery. If uo patency is found and no remedial 
surgery IS performed, tlie cliild has, in addition to 
u.s cardiac lesion, the stress and strain on the heart 
Inal i.s produced by a tlioractomy.'" 

Mrioocntriciihm Conwwnis.-ThG clinical elec- 
liocardiograpliic and x-ray findings in an atrio- 
ycnlricularis communis are usually, although not 
in\,uiabl)f, chaiaclcristic, with left-axis deviation 
and right-\'entricular preponderance on the electro- 
caidiograrn. It is, howcu'cr, possible to confuse this 
lesion with certain forms of single ventricle with 
eomplete transposition. It should be stated in pass¬ 
ing that a true patent foramen primum is a rather 
raic lesion, and most cases of the "patent foramen 
primum t>'pe" described in recent reports are in 
actuality cases of atriovcntricularis communis. An 
alrioventriculuris communis .should be closed with 
(he use of a pump-oxygenator, using a prosthesis, 
with no attempt to close the lower posterior margin 
except for a few fine anchoring sutures to the sur¬ 
face of the center of the posterior endocardial cush¬ 
ion. Defects under this structure, which are usually 
small, should not be repaired, since this cannot be 
done without danger of interfering w'ith the conduc¬ 
tion system. Possibly a collar-button-.shaped piece 
of nonabsorbable polyvinyl (Ivalon) .sponge could 
be pushed through such a defect and ancliored a 
safe distance from the crest of the ventricular sep¬ 
tum in the right ventricle. An obvious cleft in the 
anterior cusp, formed by a failure of the left 
tubercle of the anterior endocardial cu-sliion to fase 
with the parietal half of the priinorclium of the 
anterior cusp of the mitral valve, should be re¬ 
paired, but no attempt should be made to recon¬ 
struct the anterior and posterior endocardial cush¬ 
ions into a normal posterior mitral cusp and seiotal 
tricuspid cusp. 

Vcnfricdlar Scji/dl Dcfccl.—The diagnosis of a 
ventricular septal defect in small infants is most 
difficult and is essentially an exclusion diagnosis. 

If an acyanotic infant or one with only transient 
episodes of c)'anosis in congestive failure does not 
prove to have a patent ductus arteriosus, the char¬ 
acteristic findings of an atriovcntricularis communis, 
a contour suggesting a single ventricle with trans¬ 
position, the pressure differences of a preductal 
coarctation, or the contour and characteristic sec¬ 
ond sound of a truncus arteriosus from which the 
pulmonary arteries arise, he probably has a lathei 
large ventricular septal defect udiich communicates 
between the left ventricle and the inflow tract of the 
right ventricle in proximity to the septal cusp of 
the tricuspid valve or, more rarely, into die in¬ 
fundibulum of the pulmonary artery. There is more 
likely to be overriding of the aorta in infancy 
(Eisenmenger complex). A large auricular septal 
defect-even a single auricle as an isolated lesion- 
does not usually produce congestive failure m early 
infancy Children ivith isolated ventricular septal 
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defects who go into failure in infancy will usuillv 
survive witli vigorous antibiotic therapi- and treat 
ment of their failure. Rarely such children will not 
respond, and these infants may benefit from -i 
pulmonary tuck ’ operation = as a stopgap pro 
cednre with the hope that they will survive to an 
age when open cardiac surgery is Jess hazardous 
I he decision must he carefully weiglied in eadi 
individual case. A ventricular septal defect is often 
accompanied by a small auricular septal defect. 

Enclocarclial Fibroelastosis and Anomalous Origin 
of Left Coronary Arier;/.-Endocardial fibroelastosis 
and anomalous origin of the left coronan' arteri’ 
from the pulmonary artery are distinguislied bv 
marked left-\'entricular enlargement, both on .vray 
and electrocardiogram, in a child without cyanosis 
or evidence of a shunt or aortic stenosis. (How¬ 
ever, right s'entricular preponderance may accom¬ 
pany endocardial fibroelastosis in the presence of 
an associated anomaly of the mitral valve.) A sec¬ 
ondary ty'pe of marked endocardial fibroelastosis, 
which is quite distinct from tlie primary' type, 
de\'elops in all cases of anomalous origin of the left 
coronary' artery from the pulmonary artery. For this 
reason, a simple transposition of tlie segment of tlie 
pulmonan' artery' from which the left coronary 
artery arises to the' aorta, es'en if technically pos¬ 
sible as an open procedure, would not be physio¬ 
logically sound. These two lesions should both be 
treated by' one of the procedures for vasculariza¬ 
tion of the left ventricle. 

Aortic Stenosis.—Children sritli congenital aortic 
or subaortic stenosis, lesions which are rare, should 
have open remedial surgery without too mucli 
delay', if they are having fainting spells. These 
chikiren have a tendency' to die suddenly, and 
marked my'ocardfal Bhrosis due to coronary in¬ 
sufficiency' is found in those u'ho survii’e for any 
period. 

Comment 

Far too many infants are being allou'ed to die of 
congenital malformations of the heart for wiiicn 
not only palliative but curative surgical procedures 
are available. Funds are available to provide finan¬ 
cial assistance for such children and altlioiign tie 
surgical mortality' is admittedly high these in an s 
should ha\'e their chance for survival. They' remain 
the greatest challenge in the field of caidiovascula 

An infant vrith a congenital malformation amen¬ 
able to surgery should only be operated on a < 
center with a record of ffonj 

older children with less complicated malforn . 

and facilities for handling small J ^ 

experienced, smoothly organized abilities 

most needed for success, regardless of flie < 
of individual members. Given an “7™'“ 
it is tlie abilities and experience f 
which are paramount. It has been my 
tliat it is the centers and surgeons 
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experience who are most keenly aware of their 
own limitations and most xvilling to refer compli¬ 
cated cases to those in whose hands the patient’s 
chances for survival are the greatest. 

Summary 

The differential diagnosis of congenital malfor¬ 
mations of the heart in infancy requires painstaking 
analysis of all available data. An accurate diagnosis 
can be made in a high percentage of the cases in 
which tlie lesions are amenable to surgery^. Infants 
with congenital malformations should be operated 
on only in centers where experienced personnel are 
available. 

1801 K St. N. W. (6). 


Dr. H. T. Bahnson gave assistance 
this report. 
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TV^TXT THE CUP AND THE LIP 


Harry F. Dowling, M.D., Chicago 


Drugs are discovered, manufactured, and tested 
by scientific methods. On the other hand they are 
produced and marketed through a blend of personal 
and social motives; they are prescribed by doctors 
with varying knowledges and skills, and they are 
taken by patients who have different degrees of in¬ 
formation, interest, and precision. Drugs are brewed 
in the cup of science; they are drunk through a 
patient’s lips, and “there’s many a slip twixt the 
cup and the lip.” 

Scientific attention is usually turned toward the 
discovery' of drugs; in the present paper J shall 
consider the path from their development to their 
use. As an example, let us take chlortetracycline, one 
of the first antibiotics to be produced by' a pharma¬ 
ceutical company. After screening hundreds of 
specimens of soil, Duggar isolated Streptomyces 
aureofaciens, in the fall of 1945. Its in vitro antibac¬ 
terial activity' was demonstrated later in the same 
year. 

Preparation of crude concentrates that protected 
animals against bacterial infections required an en¬ 
tire y’ear, and further purification and initiation of 
large-scale production required nearly tvx'o y'ears 
more. Jt w'as not until September, 1948, that clinical 
tests were considered adequate for submission of 

e data to the Food and Drug Administration. Ap- 


of ^psearch and Educational Hospitals and the Depaitm 

01 Medicine, Unis ersit>. of Illinois. 

cine address, read before the Section on Experimental Me 

MediMi 1 arap^tics at the 106th Annual Meeting of the Amerii 
• eoicai Association. Ness- York, June 4, 1957. 


The deve/opment of o drug is an intricate 
process, involving researchers, manufacturers, 
clinical investigators, and many others. All 
of the information obtained about the drug 
must be brought to the practicing physician, 
who is the one to prescribe or administer the 
drug, and it is important that this information 
be timely and accurate. In the evaluation of 
new drugs, the practicing physician should do 
three things. First, he should learn the mech¬ 
anism by which the drug works, rather than 
the results somebody says if will produce. By 
learning the generic name, the physician can 
understand much about the drug. Second, 
when asked by a patient to prescribe a drug 
that is not indicated, the good physician ex¬ 
plains rather than prescribes. Last, doctors 
should read pharmaceutical advertisements 
critically, and not be hesitant to write to 
editors of journals as well as drug manufac¬ 
turers when they question the truth. Only in 
these ways can the medicai profession ad¬ 
vise and assist such a dedicated organization 
as the Food and Drug Administration to 
properly judge the merits of a drug. 


proval by this agency was granted in October, 1948, 
and-chlortetracycline was-finallv marketed on Dec 
1, 1948.* 
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The patli of a drug from cup to Ifp, which took 
over tliree years in tiie case of chlortetracycline, is 
shown in Figure 1. Basic research by medical schools, 
pharmaceutical companies, and others leads to the 
disoovcry of a new drug. It is produced in a form 
suitable for administration by the pharmaceutical 
manufacturer. Its efficacy must then be tested in 
'dtro, and its efficacy and toxicity, in lower animals. 
If these tests are satisfactory, the drug is tried in 
patients by investigators outside of the pharmaceu¬ 
tical industry. TJie accumulated information is then 
submitted to the Food and Drug Administration for 
approval or to the National Institutes of Health in 
the case of biological products. When approval is 
forthcoming the drag can be packaged, advertised 
to the profession, and sold. At the same time, in¬ 
vestigators who have tried the drug in patients are 
informing the medical profe.ssion when and how 
this drug should be u.sed. All of these paths lead a 
single goal: administration to patients. This benefits 
the patient through the prevention, amelioration, or 
cure of disease and brings profits to the pharmaceu- 



Fig. 1. Diiigonn) lines refer to tire pharniiieeiitical incUislr>’; 
liorizotaul lines, to tJw jmvslig.'itors in medical schools and 
ho.spiials, .anti stippled .areas to other groups (government 
agencies, the pr.acticing physician, and the patient). 

tical industry and related groups. These twin bene¬ 
fits act as sources of energy to start tlie process over 

agidn. 1 c ^ 

This system is an outstanding example ot mans 

genius for organization. It has been developed by 
idealistic motivation, along with clown-to-earth 
planning; it balances the interests of scientist, in¬ 
vestor, producer, physician, and patient. And it has 
filled the cup to overflowing. The,number of eftec- 
tive drugs is beyond the highest hopes of a century 
ago and is increasing all the time. In the thirtj'-yeap 
period from 1905 to 1935 new drugs were introduced 
into the United States “Pharmacopeia" at a rate 
that avei-aged six per year, while in the succeeding, 
twenty years the average yearly rate was thirty- 

“ Yet the system, hke ail systems, can be 

The process of fundamental researdi, followed by 

the development of svorlh-while new products and 
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the successive stages necessary to bring them to the 
patien^t, is a long one. The desire to help the patient 
and the desire for profits provide suffiLnt Lerer 
to power the process; but some have discovered that 
if this energy is applied at a dater stage, the oath 
from profit back to profit again can be speeded «n. 
This IS shown in Figure 2. Energy, instead of beina 
directed toward research and the discovery of new 
frittered away on dozens of unimportant 
modifications designed to compete with drugs that 
are already available. One example of this is the 
marketing of mixtures of antibiotics. As of iVoveni- 
ber, 1956, there were on the market twenty-nine 
preparations containing hvo antibiotics, hvenl}’con¬ 
taining three, eight containing four, and four prep¬ 
arations tliat contained five antibiotics apiece."’ 1 
have shown elsewhere that there is no good reason 
for the use of any of these sixty-one mixtures. 

If tin’s trend continues, we shah soon reach the 
chaos that e.vists in Germany. According to'a recent 
article in The Lancet,^ there are about 6000 proprie- 
tar 3 " preparations marketed in Western Germany, 
made by 565 different firms. Most of these prepara¬ 
tions contain sex'eral or man}' substances; five or six 
is the rule, and more than ten is not at all rare. One 
firm has put txventy-two different substances into 
one tablet. It has become unfashionable to use one 
drug by itself. When the author of the article asked 
for ephedrine tablets in a big hospital, he was told 
that these were no longer stocked. 

This side-tracking of energy within the system 
has further effects. When the drugs that are pro¬ 
duced so prodigally are tested in the laboratory, 
only those are eliminated that are obviously toxic. 
Drugs that are superfluous because they duplic<ate 
the action of otliers tliat are already available and 
drugs that are of dubious effectiveness are continued 
in the process and eventually reach the market (Fig- 
2). For instance, thirty-three different antihistiminic 
drugs are being sold at present,® all having practica - 
ly identical actions but different names and dosages. 
Similar excesses can be found among other groups 
of drugs, especially the vitamins, the antispasmodics, 
and the tranquilizing drugs. , 

At the next step in the process pressure is appnea 
upon investigators to report that all the drugs recent¬ 
ly produced are beneficial to patients, that tney a 
better than existing drugs, and that r 

side-effects. Since this tremendous multiphcatwn 
new drugs exhausts the existing facilities for cJi * 
investigation, ine.xperienced "'Ln,' 

joled into assessing drugs m patients. So”’ 
die proper methods and acquire a c^kical sens 
i„g L experience; most do not tot nmymgi, « 
a spade a diamond-to the f ° tk 

and Drug Administration, the .,}.p,of- 

experienced and honest investigators, g j 

it of that particnlar o 

prestige of the medical profession and ot 
maceutical industry as a xvhole. 
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Increased pressure is applied in turn upon tlie 
Food and Drug Administration. No words can speak 
too highly of the serrdces rendered to phr-sicians and 
patien't alike by tliis dedicated body of public serr'- 
ants. Quietly and unobtrusis'ely, patiently and 
honestly, they attempt to judge the merits of a 
dnig solely on the esudence presented to them. Their 
problems, however, are similar to tliose of every 
regnlatorv agency of the government: they hear one 
side of the storj' loudly and incessantly; tliey hear 
tile otlier side only sporadically and feebly. It is 
the drug manufacturer’s business to' present his 
viewTioint; it is to his interest to present it attrac¬ 
tively and'forcibly. The consumers, on the other 
hand, have no paid advocates. Their \aewpoint is 
presented by persons who must spare time from 
evervtliing else to do it and who are not usually well 
acquainted with tliese channels of communication. 
Tliis is all the more reason why, in tlie field of the 
regulation of drugs, physicians and organizations of 
physicians, such as die American Medical Associa¬ 
tion, should make it their business to advise the 
Food and Drug Administration. 

The e.xcess pressure is applied ne.xt to advertising. 
The description of die drug on die label and the 
circular accompanying the package must be ac¬ 
curate and well documented and must be approved 
by the Food and Drug Administration. Advertis¬ 
ing pertaining to a drug, on the other hand, is under 
the jurisdiction of the Federal Trade Commission, 
who can stop a company from making a particular 
statement only if the statement constitutes an unfair 
or deceptive act. This opens the way for abuses. 

Widiin recent years the drug industry has dis¬ 
covered that die techniques that had been used so 
successbilly in the advertising of soaps and tooth 
pastes and of cigarettes, automobiles, and whiskey 
could be used as successfully to advertise drugs to 
doctors. Advertising to doctors has become flam¬ 
boyant, as sho\m by two-page gaily colored spreads 
in nearly every medical journal. Advertising has be¬ 
come incessant; nearly identical advertisements for 
a new drug appear in each day’s mail for weeks on 
end. Advertising is wndiout question confusing. The 
multipliciti' of trade names makes it difficult to re¬ 
member the actions and uses of any. Richardson 
Evans, writing in the English National Review in 
1890, said: “Suppose a dozen people are in a small 
room. Two begin to talk to each other at the top of 
their voices. The others must either give up con- 
'ersation or shout also. The result is tliat no one 
hears as well as before and that comfort is at an end. 
8o it is with advertising. . . Advertising to doc¬ 
tors has now reached this pieak. and we are deaf¬ 
ened by the din. 

This leads us to tlie ne.\t step in tlie process: the 
nse of drugs by tlie practicing pihysician. The dec¬ 
ors sources of information include te.xtbooks, 
ond speeches, written or delivered by those 
" 0 have studied the drugs in laboratories and in 


patients. Most practicing physicians do not see a 
sufficient numbef'of patients with any one disease to 
make a critical trial of a new drug themselves. 
When the drug becomes available the most they can 
do is to acquire skill in its use. If this information is 
‘Tieamed” clear and true to the doctor, he is ■w'lUing 
to listen to the “commercials”^ and patronize those 
who have, through their investments and their fore¬ 
sight, brought the drugs to him. But today the com¬ 
mercials” are so loud, incessant, and brash that they 
jam the channels of communication. Tlie bendldered 
physician prescribes by suggestion and not from 
information. 

At this point the reader will say: ‘TVeU, even if 
this makes the phj'sician a shifting weathervane and 
the patient an unwitting guinea pig, tlie miter must 
be an ingenuous idealist to expect the pharmaceu¬ 
tical manufacturers to change their methods so long 
as they are putting money in their pockets.” This 
last phrase is tlie key to the answer. You will recall 
that the twin sources of energy for the system are 
profits and benefit to the patient. It is already evi- 
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dent to most doctors, and it will soon become evi¬ 
dent to the pubhc, tliat energy has been diverted 
from the pathwaj^ tliat leads to tlie greatest benefit 
to patients. With the inevitable disillusionment that 
comes with tlie failure of each useless modification 
to make any advance, the pharmaceutical industry 
will lose its prestige and with this will lose its finan¬ 
cial backing. It will fall, and the medical profession 
will be dragged down mth it. Since such a catastro¬ 
phe would involve' doctor, industri', and patient 
alike, we may well look to see what each can do 
about it. 

To physicians I would say first: Keep informed. 
Learn the mechanisms by which drugs work, rather 
than the results somebody says they produce. Look 
for and remember_the generic name, for- this tells 
something about the drug, while the trade name tells 
nothing. Avoid substituting drugs for diagnoses. 

Furtliermore, since advertisements for new drugs 
appear so quickly, some mechanism must be set up 
to bring authoritative infonnation rapidly from in- 
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vestigator to practicing physician. The challenge is 
thrown to medical societies, medical schools, and 
specialty groups: keep the profession informedl 

My second suggestion to physicians is, inform the 
public. As Vanncvar Bn.sh has said ". . . public 
opinion is not formed by the radio and the press or 
even by those who control these media. It is formed 
by that minute fraction of the population which 
thinks and speaks, by that small but powerful mi¬ 
nority, disagreeing on every issue, arguing and ridi¬ 
culing, whicli looks beyond the diversion of the 
moment and influences because it labors to under¬ 
stand.” With regard to drugs we are that “small but 
powerful minorih’,” and we must use every means 
to make our opinion known. When a doctor pre- 
.s'cribes a drug for no reason e.vcept that the patients 
wants that drug, the doctor is allowing the lay press 
to take O'l'cr tlie job of health educator to his pa¬ 
tients. Tlie good physician e.\'p]ains instead of pre¬ 
scribing. 

My third suggestion to doctors is to reject mis¬ 
leading information and rcinidiate those who pur\'ey 
it. Doctors should read advertisements critically. 
Tliey should write to editors of journals and to drug 
manufacturers when they question the truth of an 
adx-crlisement. They should not listen again to some¬ 
one who has misled them once. They should pre¬ 
scribe as far as possiijle only Utose drugs made by 
companies with high standards of advertising and 
read only the journals that accept that kind of ad¬ 
vertising. 

In the past the Council on Pharmacy and Chem¬ 
istry of the American Medical Association (now the 
Council on Drugs) has led the fight against false ad¬ 
vertising by quacks and vendors of patent medicines. 
The battle front of today has shifted, and false ad¬ 
vertising to the public is no longer the major issue. 
For the future the Council needs to align its forces 
against false advertising to the doctor. 

To pharmaceutical manufacturers, I would make 
three suggestions: (1) that they emphasize basic 
research and the discovery of new drugs and avoid 
minor variations of existing drugs; (2) that they 
weigh the proposals of their sales departments in the 
light of advice from their scientific staffs and from 
competent impartial clinical investigators, and (3) 
that they revise their advertising methods. Advertis¬ 
ing should not be premature; advertisements for a 
new drug should not appear before a single clinical 
article is published in a reputable medical journal. 
Advertisements should be in keeping with the dig¬ 
nity of the industry from which they come and the 
good sense of the profession to which they go. The 
time is already past due for reputable manufactur¬ 
ers to establish a code of ethics for advertising and 
abide by it. When this has been done the words 
“ethical manufacturer” will mean a manufacturer 

who works for the good of the 

meaning as at present, one who advwUses only to 

Se medial profession, no nratter how ha adverhses. 
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The regulatory agencies of the government 
function as impartial judges for the benefit of the con 
sumer. Laws always lag behind actuality, and bud.^ 
ets are always deficient; but in spite of these iiml 
tations the regulatory agencies deserve great credit 
for keepng the present system from getting out of 
hand altogether. How can they do the job better? 
Certainly they should insist upon honest and 
borough investigations by clinical invesbgators 
They should inquire how the cases were obtained 
for trial; were they selected out of a larger number 
of cases and, if so, by what criteria? Funds should 
be available to them for financing tests of dnigs 
when the evidence submitted is equivocal or uncon¬ 
vincing. Tliey should also be able to employ con¬ 
sultants to advise them in difficult cases. These 
agencies need the strong backing of the medical 
profession; the patients welfare must be kept con¬ 
tinually before diem so as to counteract ffie ob¬ 
vious pressures from the pharmaceutical indusby. 

Many people believe that die laws should be 
amended so diat the Food and Drug Administra¬ 
tion can pass on die efficacy of a drug. At present, 
except in the case of die drugs that are certified, 
which include insulin and certain antibiotics, the 
Food and Drug Administration cannot prohibit tlie 
sale of an ineffective drug; its only recourse is to 
seize the drug as misbranded if a therapeutic effect 
is claimed in die circular that accompanies the 
package. This seems a roundabout way to protect 
the public. 

Furthermore, die present laws leave all advertis¬ 
ing, e.vcept that which accompanies die package, to 
a separate agency, the Federal Trade Commission. 
In spite of the excellent cooperation that exists be- 
tween the t\i’o agencies, this is a cumbersome meth¬ 
od which has not succeeded in giving adequate pro¬ 
tection to the patient. Many people believe that the 
law could be enforced more efficiently and more 
completely if advertising as well as labeling were 
regulated by the Food and Drug Administration. 

My suggestions can be summarized in two words, 
information and regulation; prompt and exact in¬ 
formation for the practicing physician from the in¬ 
vestigator, the professional societies, the medical 
journals and the specialty groups; willingness on the 
part of capable investigators, teachers, and other 
leaders in medicine to spend time in spreading t le 
truth about drugs; probity and sanity' on the par 
of the manufacturers in keeping advertising ac u* 
rather than suggestive, direct rather than irrelevan , 
truthful rather than misleading; 
part of the practicing physician that is ffi ‘ 
responsibility for the use of a drug and 
not give tliis decision over to anyone else. R g 
Zre must be for those who will not woA 
liigher motives: regulation by V yoas of 

that it can be done; regulation by by 

physicians where tliey can help, and g 
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government where the others fail to do the work. 
Let those who object to the tliird alternative strength¬ 
en the first Uvo. 

These things should be done; these things can be 
done; shall we here agree that these things will be 
done? In the words of George Washington, “Let us 
raise a standard to which the vase and just can 
repair.” 

Research and Educational Hospitals, Universitj’ of Illinois, 
840 S. Wood St. (12). 

This paper is being published simultaneously in tire A. M. A. 
Archkcs of Internal Medicine. 
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UNIFORMED SERVICES DEPENDENTS’ MEDICAL CARE PROGRAM 

Major Gen. Paul I. Robinson (MG), U. S. Army 


The Dependents’ Medical Gare Program is de¬ 
signed to protfide improved and uniform medical 
care for dependents of members of the uniformed 
services and thereby enhance the morale of service 
personnel. The program continues the protdsion 
for medical care in uniform service facilities for 
authorized dependents of both actix'e duty and 
retired personnel; parents or parents-in-law (if 
dependent and promded the parent or parent-in- 
law actually resides in a household promded or 
maintained by the member); and deceased mem¬ 
bers dependents (if eligible). Unbmited outpa¬ 
tient care is provided in serxdce facilities. In civilian 
facilities, however, the law e.xtends essentially to 
hospital care only for wives and children or de¬ 
pendent husbands of members of tire uniformed 
serrices on active duty for a period greater tlian 
•30 consecutive days. Outpatient care in the civilian 
po^am is strictly limited to maternity care and 
bodily injury'. The term “uniformed services” ap- 
plies not only to the Army, Navy', Marine Corps, 
ond Air Force but also to the Coast Guard and to 
tymmissioned members of tire Public Health Serv¬ 
ice and Coast and Geodetic Surv'ey'. 

Only a slight change can be noted in tire medical 
rare rendered in service facilities from that vv'lrich 
been traditionally' available. Medical care av'ail- 

Ihe nirector. Office for Dependents* Medical Care, Office of 

R d ^^* ''■“I'^Ston. D. C. 

Secbon on Military Medicine at tRe 106tli Annual 
SO te American Medical Association, Nev. York, June o, 1957. 


A program to provide improved, standard 
medical care for dependents of members of 
the Army, Navy, Alorine Corps, Air Force, 
Coast Guard, and certain other uniformed 
government services was established by law 
Dec. 7, 1956. Six months of operation 
yielded data from 21,363 cases indicating 
the trend of the program. Maternity cases 
comprised 47% of the total. Twenty per 
cent of the participants in the program were 
males, and the majority of these were chil¬ 
dren. Physicians' fee schedules have been 
developed with the help of teams comprised 
of a physician, a certified contracting officer, 
a lawyer, and an auditor. It has been diffi¬ 
cult to specify how much service should be 
included for a given fee. Other problems 
include the provision of emergency care for 
acute emotional disorders. The program ap¬ 
pears, nevertheless, to be a workable one 
and has enlisted the combined efforts of 
many national and state organizations. 


able in civilian facilities, however, is an entirely 
new development, and it is this part of the program 
that I wish specifically' to discuss. 
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,^5 ■ Secretary of Defense to 

administer llio program and to prepare a directive 
111 conjunction witli tlie Secretary of Health, Edu¬ 
cation and ’Welfare. The Secretary of Defense dele- 
gatcd his aiitlionty for operation of the program 
to the Secretary of the Army who redelegated this 
aiillionh' through the Army staff to the surgeon 
general of the Army. Inasmuch as this was an en- 
tiiely new and somewhat foreign function to that 
pcifoimed within his office, and because it con- 
ccincd medical care for dciocndents of members of 
the other si.v sen'ices, the surgeon general estab¬ 
lished an almost autonomous Office for Dependents’ 
Medical Care, headed by an e.\ecutive director. 

Tile law was signed by the President on June 7, 
1956. to be effective on Dec. 7,1936. An interagency 
committee, under the supervision of the Assistant 
Secretary of Defense (liealth and medical), was es- 
tablislied to prepare implementing instructions, 
definitions, delineations, extensions, restrictions, and 
procedures considered necessary to administer the 
program. Tliis committee sought and utilized the 
advice of civilian representatives, notably those of 
national organizations (American Medical Associa¬ 
tion, American Hospital Association, Blue Cross 
Commission, Blue Shield Commission, and the in¬ 
surance industry). The deliberations of this com¬ 
mittee were incorporated in a document entitled 
“Joint Directive for Implementation of the De¬ 
pendents’ Medical Care Act” which was officially 
signed on Oct. IS, 1956, by the Secretary of De¬ 
fense and the Secretary of Health, Education, and 
l\''elfare. This directi\'e is tlie basis of all actions 


J.A.M.A., Oct. 12 ,1957 


peditiou^ resolved. In Maine, the inabilih, ,i 
local Blue Shield organizaSon to enter into ct' 
fractual arranpments had to be resolved Waefc 
of the Marne legislature. In the nreantime. h ™ 
gram was Wly i„ effect in these six site, S 
plrysicrans claims were promptly paid by Ihe’com 
mandmg generals of the Army area under 
junsdiction the state or territory was located. Tfc 
Army commands are e.vperienced in tin's field be 
cause for many years they have handled physicians’ 
and hospitals claims for army active-duty per¬ 
sonnel who became injured or ill away from their 
stations. 

Financial Aspects of Program 

During the implementation of the program, it 
was considered necessary and appropriate that 
physicians’ fee schedules be developed. The inter¬ 
agency committee prepared from the California 
schedule a list of items applicable to the program 
and forwarded a blank schedule to the various state 
medical associations with a request tliat a maximum 
fee (based on the medical practice witliin the state) 
be developed for each item which would represent 
the charge to an individual with an income of ap¬ 
proximately $4,500 per year. More than 80% of the 
members of the uniformed services earn less than 
this amount. It was intended that phj'sicians charge 
their usual fees and not exceed in any instance the 
maximum schedule unless a special report of un¬ 
usual circumstances was made. This schedule was 
to be negotiated with representatives of the go\’- 
ernment at a later date. This negotiation was ac- 


for administering the program. 

The program was placed in operation on the 
effective date (Dec. 7) in the 4S states, Alaska, 
Hawaii, Puerto Rico, and the District of Columbia. 
Conbacts were in force, witli the Blue Cross 
Commission and the Mutual Benefit, Health and 
Accident Association of Omalia acting as fiscal ad¬ 
ministrators for hospitals within designated geo¬ 
graphical areas. With a few exceptions, contracts 
were in effect in all .state.s, Alaska, Hawaii, Puerto 
Rico, and the District of Columbia with the med¬ 
ical association of the area and/or a fiscal admin¬ 
istrator for payment of physicians’ claims. The 
medical associations as well as the Blue Shield 
organizations of Ohio and Rhode Island, for reasons 
of their own, decided not to participate in tire 
program. Neither state, however, objected to the 
government making arrangements for a fiscal ad¬ 
ministrator to handle claims by physicians paitici- 
pating in the program. Conti'actual arrangements 
were made with Mutual Benefit, Health and Acci¬ 
dent Association of Omaha to pay physicians m 
both of these states. Alabama, Hawaii, and Idaho, 
for various reasons, had difficulty in arranging for 
a fiscal administrator to meet government stand¬ 
ards. Medical associations of these states readily 
entered into contractual arrangements, and ques¬ 
tions concerning the fiscal administiator were ex- 


complished in late October and November, 1956, 
in the Office for Dependents’ Medical Care by 
teams comprised of a phj'sician, a certified con¬ 
tracting officer, a lawy^er, and an auditor. The teams 
met with representatives of the states and terri¬ 
tories and carefully reviewed each item to assure 
that consideration had been given by the commit¬ 
tees within the states to the criteria which had been 


furnished. The state medical associations were given 
the right to submit separate schedules for different 
areas within tlieir jurisdiction; however, none aid 
so. No attempt was made to standardize the fees 
nor were comparisons of states’ submissions mac e 
during die entire negotiation period. The negotiatec 
schedules had wide and unexplainable variations. 
The nomenclature of the items contained in the tee 
schedule did not mean the same to all concenie ^ 
How much service was included for the fee nas 
difficult problem, particularly in orthopedic ca - 
gories. There were and still are many problem 
connection with the fee schedules. . 

The program has been in effect more n 
months. Statistics available are ^«oomplete b 
of necessarymnd customary delays m 
wmmissionx. Some facts have been compW to” 
claims submitted to date, and while 
tion in many cases represents small san p 
indicate a ti'end of the program. 
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Data compiled from 21.363 cases indicating U'pe 
of care (principal procedure or operation) revealed 
that'medical and pediatric \'isits comprised 23.3%; 
matemiU’ care cases, 47%; tonsillectomies, 11.6%; 
ognitourinary disorders, 6.7%); abdominal opera¬ 
tions, 3.8%; injuries, 2%; tumors, 1.9%; and others, 
3.7%.' 

The volume of business data was compiled as 
of May 22,1957. There were 64,721 hospital claims 
at total cost to government of $6,542,407. The av¬ 
erage cost of hospital claims was $101.40. There 
were 310,660 hospital days listed at total cost to 
government of .$21.06. (Patients paid approximately 
.SI,682,746 additionally.) There were 73,689 phy¬ 
sicians’ claims at total cost to government of $5,048,- 
000. Tire average cost of physicians’ claims was 
568.50. A sample calculation of per diem and per 
case costs to government was cost of patient day 
(hospital and physician), $50; cost per case (hos¬ 
pital and physician), $250. 

Twent)' per cent of the participants in the pro¬ 
gram were males, and tire majoriW of these were 
children. Eight}’ per cent of the participants were 
females. Twelve per cent were under 1 year of age; 
22% from 1 to 13 years; 14% from 14 to 19; 38% 
from 20 to 29; 12% from 30 to 39; and 2% over 40. 
Forh'-two per cent resided apart from their spon¬ 
sors because of tlie e.xigencies of serx'ice. 

In semce distribution, dependents of Army per¬ 
sonnel comprised 24.6%-; of Na\'}’ and Marine Corps 
personnel, .30.8%); of Air Force personnel, 42.5%); 
and of Public Health Service personnel, including 
Coast Guard and Coast and Geodetic Survey, 2.1% 


Problems in Administration of Program 

Since the inception of the program, tliere have 
been literally thousands of questions in the in¬ 
definite areas. In matemiU' care alone tlrere xvere 
many questions concerning charges which arose as 
a result of the various developments, changes, and 
occurrences during the management of the period 
of pregnancy. These questions have been met with 
the best knowledge available and, in general, the 
program is operating on principles which have been 
rather universall}’ accepted. 

Emergency care of acute emotional disorders 
(care of nerv'ous and mental diseases is specifically 
prohibited by the law) has been a difficult problem. 
In general, the program now allows up to 21 days’ 
care in such emergencies with reasonable exten¬ 
sions if additional time is required to (1) reach a 
responsible sponsor, (2) obtain acceptance in a 
state institution, (3) complete short-term treatment 
if cure or remission will allow return home, and 
(4) determine by diagnosis if long-term care is 
needed. Treatment of tuberculosis is allowable 
under the program if the case is contagious, acute, 
or amenable to surgeiy’. Medical care in a hospital 
for chronic diseases is permissible if an acute 
macerbation occurs or if the physician believes 
certain treatment sriU contribute to the life, health. 


or well-being of a patient. Likeudse, elective smr- 
ger}’ which the physician considers indicated and 
is not desired by a patient solely for cosmetic or 
otlier reasons is considered to be a proper charge 
to the government under the program. Great de¬ 
pendence is thus placed on the physician’s judg¬ 
ment. 

In the operation of this program, it is imperative 
that the Army, Naxy, Air Force, and Public Health 
Serx’ice be kept fully informed and. in fact, con¬ 
jointly make many of the decisions. A liaison com¬ 
mittee has existed since the operation of the pro¬ 
gram. .A formal meeting is held once each month 
and daily contacts are made concerning problem 
cases. It is also necessarx’ that the A. M. A., A. H. A., 
and American Dental Association be thoroughly 
informed concerning the program and that these 
organizations participate in many decisions. The 
Medical Care Committee of the A. M. A. period¬ 
ically meets xvith representatives of the Office for 
Dependents’ Medical Care. At these meetings, con¬ 
sideration is given to the broad problems xx’hich 
hax'e arisen. A permanent contact has been selected 
in the Washington office of the A, M. A. in order 
that daily problems xx’hich might affect the pro¬ 
fession can be discussed. The A. H. A. also has a 
committee xvhich meets periodically xx’ith the Office 
for Dependents’ Medical Care on problems affecting 
hospitals of the nation. Almost daily communication 
is maintained xx’ith its Washington office. 

Many meetings and discussions as xx’ell as de¬ 
tailed studies have been conducted xxith tire dental 
profession since the inception of the program be¬ 
cause the problem of adjunctive dental care has 
been one of the most difficult. Verx’ close contact, 
of course, is maintained at all times xxrith the Blue 
Cross and Blue Shield commissions and xxrith the 
various insurance companies xx’hich are contractors 
under the program. 

The Dependents’ Medical Care Program is not 
completely subsidized by the gox'emment. A pa¬ 
tient has certain monetary’ responsibilities, and the 
gox’emment assumes the remainder. A physician 
may charge the government more than tire sched¬ 
uled fee if he can reasonably justify’ the additional 
charge. Hoxvever, he cannot charge the patient 
more than the amount stipulated in the law or di- 
rectix’e. The program, e.xcept for the Office for De¬ 
pendents Medical Care, is operated bx’ cixalian 
agencies xx'hose cixiTian function is to operate sim¬ 
ilar programs. There has been generally good ac¬ 
ceptance of the program by physicians, hospitals, 
and medical and hospital organizations. MTiile the 
laxx’ prox’ides for the restriction of the right of de¬ 
pendents to use cix’ilian phx’sicians and facilities in 
anx’ area, no such restriction has been made or ex’en 
proposed. The eligible dependent (xx’ife, children, 
and dependent husband of actix’e-duty’ members) 
has free choice between uniformed serxice and cix’il¬ 
ian facilities. 
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There arc evidences of benefit to morale within 
the services which, at this early date, can be based 
only on chance remarks. Information concerning 
the program is reasonably well disseminated. On 
the whole, the program now appears to be a work¬ 
able one which fils well within the framework of 
our democratic ideals. And whatever success it may 
now claim is due to the combined efforts of the 


national and state medical and hospital associations 
the various insurance plans, both profit and non¬ 
profit, and the support and participation of the 
physicians and hospitals of the nation. It is hoped 
that the program’s future will be such that it can 
serve a most useful and needed service for our 
country botli 'in time of peace and during any 
mobilization. 




BENZATHINE PENICILLIN G IN THE PREVENTION 
OF STREPTOCOCCIC INFECTIONS 

Capl. Alton J. Morris (MC), U. S. A. F. 

and 

Charles II. Rammclkamp Jr., M.D., Cleveland 


lienzathine penicillin G is employed for the 
prc\’cnlion of streptococcic infections m rheumatic 
patients. For this purpose it is recommended that 
1 200 000 units be given by intramuscular injection 
arm’onthlv intervals.' Although this prophylactic 
regimen appears to be adequate for the pre%^n ion 
of streptococcic infections and recurrences o 1 u 
untie fc\-cr" there is little information concerning 
mflrali™ of protcclion afedecl by tbi. and other 
doses of benzathine penicillin G. Since the 
of reactions to benzathine penicillin G is related to 
die mnount injected,^ further information concern¬ 
ing the duration of protection afforded ^ 
•unounts of benzathine penicillin G is req^^ed. Th 
‘resent report describes the results of such a study 
Ld, in addition, presents data on the cftectiv^^J^ 
of a single injection of benzathine penicillin G on 
1 eTimtatio'n of group A streptococci from the 
tissues of the oropharynx and tonsils. 

Methods and Results 

nmiihirviigeal eultiires were streaked oii 5% 
Uiopnaiyngcc hours incubation 

' ■r'Whr«ie ^’ital admission rates for shep- 
gitis. Wnen me ^ week, 

foccecic as pro- 

benzathine penieill airmen m 

..-I-, a jr 

From the Streptococcal Disease „„aicine and 


The effectiveness of benzathine penicillin 
G in preventing streptococcic pharyngitis was 
determined during an epidemic of this dis¬ 
ease among military personnel at an air force 
base A single intramuscular injection was 
given to each of 741 men, representing 
about 10 Vo of the exposed populotion. Three 
dosage levels were tried, and all were equal¬ 
ly effective in eliminating group A strepto¬ 
cocci from the throat in carriers, while men 
who had received a placebo injection con¬ 
tinued to harbor the organisms. The duraf 0 
of protection, however, varied with the 
dosage. The first streptococcic 'nfect/ons be- 
gan to occur as early as the Bih ,day aft. 
injection in 240 men who had received 300, 
000 units, while in 246 men who had re- 
ceLd 1,200,000 units the first illnesses--e 
observed on the 44th day. If appeared fhd 
1,200,000 units of benzathine penici in 
protected the individual for approximately 

six weeks. 


who receujd 'Ty'tdliusS' 

entire student the personnel, it 

drug to such a small be relatively 

was^elieved that the epidernic^ 

unaffected so drat u received propliybus 

had passed those men who had receue 
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showTi in the figure, each group receiving penicillin 
was composed of appro.ximately 250 airmen, where¬ 
as saline solution was administered to 264 men who 
ser\'ed as controls. During the subsequent nine 
weeb, all airmen reporting to sick call wth fever 
and respirator)' s)'mptoms or shou'ing exudative 
tonsillitis or phars'ngitis were admitted to the hos¬ 
pital. Oropharyngeal cultures were obtained from 
each patient. In the figure the time of occurrence 
of each illness characterized by e.xudative tonsillitis 
or phar)'ngitis and a positive cultmre for group A 
streptococci is indicated. 

During the first week after the administration of 
prophyla.xis no streptococcic illnesses as defined 
above were obsen'ed in the three groups recemng 
penicillin, whereas the weekly rate for the control 
group was 26.5. During the second and third weeks 
two infections were obser\'ed among the men re- 
cerang 300,000 rmits, but none developed in the 
men receding larger amounts of penicillin. Since 
between the 22nd and 3Sth day after prophylaxis 



DAYS FOLLOV/ING PROPHYLAXIS 

1 5 9 13 17 21 25 29 33 37 41 45 49 53 57 61 

3 

O « 

RiTE* 

3- 

iii 

tn 

S'- 

° ° ° 1 CHRISTMAS j ®' ®-' 

1 LEAVE 1 

1 1 ■ ■ 

h 

0 w 
8~ 

FWE* 

w 3* 

UJ 

t/i 

< 1 • 

0 0 0 j j U.8 0 196 

1 1 

■ 1 1 1 

§f 

O 

K) 

RATE' 

irt3- 

UJ 

^1- 

o ' 

0 4.2 4.2 1 J 16.7 42 12.5 

1 ■ 1 1 Jl 1 _ 

o 

CJ ^ 

u 

<t CM 
-J —■ 
0. 

RATE*" 

V)3- 

lU 

to 

o ' 

26.5 7.6 7-6 j ] 3.8 0 7.6 

1 '' 

lUJ _ U __LI _1_1_JL 


*IUNESS£S/1000/WEEK 


Comparative eflect of various amounts of benzathine 
penicillin G in prevention of streptococcic infections. 

most of the men were not on dut)', the data con¬ 
cerning the number of infections during this period 
are not reliable. One illness did develop among 
tire men receiving 600,000 units. After the return 
of the population after Christmas vacation, illnesses 
occurred in all four study groups. The first illnesses 
in the group which received 1,200,000 units de¬ 
veloped on the 44th day after injection. 

Table I shows the results of cultures of the 
QropharsTnx obtained just prior to prophylaxis and 
two, six, seven, and nine weeks later. Group A 
streptococci were isolated from 13 to 22% of each 
group prior to prophylaxis. At each subsequent 
survey diere was little change in tire carrier rate 
of Uie control group. In contrast, at two weeks no 
positive cultures were obtained in the groups re- 
cehing 1,200,000 or 600,000 units. There was also 
a tenfold reduction in the carrier rate in the group 
recehing 300,000 units. At the time of the sixth¬ 
's eek sun'ey, a few- positive cultures svere recorded 


from the tsvo groups recehdng the largest amoimts 
of penicillin. At the ninth week the earner rates 
were approaching the levels obsen'ed prior to pro¬ 
phylaxis, but tliey were still considerably lower than 
that obsen’ed in the control group. 

Since the carrier rate at any of the follow-up 
e.xaminations was composed of both chronic carriers 
and indiriduals who had recently acquired a new 
organism, it is difficult to interpret the results of 

Table 1.—Carrier Rates for Group A Streptococci Before 
and After Various Amounts of Benzathine Penicillin G 

Ei ol Each 

Group from Sc of Each Group 

Which Group from Which 

A Strepto- Group A Streptococci Isolated, 
cocci Isolated Weeks .After Prophylaxis 

Men. Prior to ^ -*—;;-, 

Prophylaxis Units No. Prophylaxis 2nd 6th 7th 9th 


1,200,000 . 240 13 0 2 5 8 

GOO.OeO . 25.5 14 0 2 3 9 

300,000 . 240 20 2 6 S 10 

Placeho . 204 22 19 23 24 22 


these culture sun'eys. In table 2 are presented the 
results of all cultures obtained during the nine-week 
period of obsen'ation in those indiriduals 'vho har¬ 
bored a group A Streptococcus initially and whose 
organism was successfully tx’ped serologically. In 
this selected group it is possible to determine the 
effect of prophylaxis on elimination of the organisms 
and, in addition, to ascertain the appro.ximate degree 
that the chronic carrier contributes to the obseix'ed 
carrier rates. 

All three doses of benzathine penicillin G ap¬ 
peared to be equall)’ effective in the elimination of 
group A Streptococci from the throat. In from 
86 to 93% of the carriers in each of the three select- 

Table 2.—Effect of Benzathine Penicillin G on Group A 
Streptococcic Carriers" During Nine Weeks 
After Administration 

Culture After Prophylaxis 

/* “ — -- — -- * 

Positfre 


Prophylaxis, Units 

Cariier«. 

No. 

Negative 

Same 

Type 

New 

Type 

Not 

TypaVde 

l.-2f'0.000 .. 

.->> 

10 

o 

1 

0 

Cno.fXM). 

2S 

2r. 

0 

0 

2 

30O.C00. 

33 

30 

3 

0 

0 

Plac-cbo . 

.v» 

10 

31 

5 

4 


• Includes only tho«:e individuals whose group A streptococci isolated 
before prophylaxis could Vie classified according to serologic type. 


ed treatment groups no positiv'e cultures were ob¬ 
tained during the follow-up period. Only one new 
acquisition was definitely identified from the peni¬ 
cillin groups. Failure to eliminate tlie infecting ri'pe 
of Streptococcus occurred in only five indhriduak, 
two in the group receh'ing the largest dose of 
penicillin and tliree in tlie group receh'ing 300,000 
units. The hvo indiriduals in the group receir'ing 
600,000 imits w'hose cultures showed an organism 
Avhich could not be h'ped may represent failure to 
eliminate tbe Streptococcus, since other studies 
have demonstrated that as the carrier state pro¬ 
gresses, most streptococci become nonh’pable.^ 













benzathine penicillin- 

oJ" gioups receiving penicillin, only 

~U.o ol tlie carriers in the control group failed to 
show group A streptococci during the follow-up 
sur\'cy. From 707o, either the infecting type or a 
nonh'pabic organism was isolated, and in 10% a 
new type w'as identified. This latter group of five 
mdiyiduals may represent patients M'ith new in¬ 
fections. Only one such isolation was made in the 
S3 patients who received penicillin. 

Comment 

T he data obtained in the present study showed 
that after the administration of 300,000 units of 
benzathine penicillin G. streptococcic infections 
began to occur as early as the eighth day, whereas 
after 600,000 and 1,200,000 units the first illnesses 
were observed on the 32nd and 44th days respec- 
ti\'ely. Since many in the four c.xperimcntal groups 
were on lea\'e during the fourth and fifth weeks, it 
cannot be concluded that complete protection was 
afforded throughout this period. In order to gather 
further information, data collected on all individuals 
who had recci\’ed benzathine penicillin G at War¬ 
ren .Air Force Base, Wyoming, over a period of 
stn’cral years were analyzed. This included a-pre- 
N’ioiisly reported mass prophyla.vis survey*' and a 
more recent prophyIa,\i.s study by Davis and 
Schmidt." 

In addition, benzathine penicillin G had been 
administered to a large number of patients with 
streptococcic infections who were subsequently ob- 
.ser\'ed for signs of a new infection." These collected 
data are snmmarized in tabic 3. A total of 935 
indi\'iduals have been given 1,200,000 units of ben- 
z.alhine penicillin G, and in this group the earliest 
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Fuither studies on the duration of protection af'ainst 
streptococcic infections provided by 1,200 OOo'^units 
of benzathine penicillin G are justified, since in the 
management of patients witlr rheumatic fever an 
injection every six weeks would hold distinct ad¬ 
vantage over an injection once a month. Jud^nK 
from illnesses developing after administration of 
1,200,000 units of penicillin, it appears tliat such 
prophyla.\is aflFords considerable protection for at 
least six weeks. In the protection of rheumatic pa¬ 
tients, hou'ever, inapparent infections may play an 
important role in tlie development of recurrences, 
and considerable more bacteriological, immuno¬ 
logical, and clinical data are required for final 
conclusions in relation to proplndaxis in patients 
with rheumatic fever. 

Benzathine penicillin G has also been employed 
for die control of epidemics of streptococcic infec¬ 
tions among military personnel and in tire treatment 
of streptococcic infections.® In botli of tliese in¬ 
stances the eradication of the organism is a most 
important feature of therapy. In tliis regard, it is 
interesting to recall that tlrere were no discernible 
differences betw'een the three dosage regimens 

Table ^.—Summary of Experience at Warren Air Force 
Base, Wyoming, with Benzathine Penicillin G as Proplujlam 
Against Streptococcic Infections 


Xo Developing Illness During U'eelvS 
-■ifter Injection 

Bcn/ntliine Peniciilm Men, .-*- 

G, L’nitv So. Let 2nd 3rd 4tli oth Cth 7th 

I.200,O(H>. 933 0 0 0 0 0 0 4 

<.00,000 . S74 0 0 0 I 1 1 S 

100,000 . 240 0 1 1 . 4 

None . .303 9 5 3 1 1 s 2 

•KKI.OOO' . 2,214 0 0 3 ,3 U 17 .. 

None* . 4S3 14 .3 1 2 2 .. 


' Diitn from Dn\is iind Schmidt.” 


time clinical illne.s.s w'as recognized was 44 days 
later. After the administration of 600,000 units, the 
earliest infections der'cloped 26 days after infection, 
whereas w'ith 300,000 units there was little protec¬ 
tion after the eighth day. In these studies the 
benzathine penicillin G employed belonged to a 
single lot number. Several years later, employing 
a new lot of penicillin, Davis and Schmidt" ad¬ 
ministered 900,000 units to 2,214 men during an 
epidemic. In this instance, the earliest streptococcic 
illness occurred on the 15th day, but there appeared 
to be a high degree of protection for at least thiee 
weeks. Assays of the potency of several samples of 
this lot failed to reveal any appreciable deteriora¬ 
tion. Samples of the penicillin used in the present 
study were not aimilable for analysis. 

From the present study it appears that 1,200,000 
units of penicillin protected the individual for ap¬ 
proximately six weeks. Since 900,000 units in the 
study by Davis and Schmidt “ did not confer com¬ 
plete protection for four or five weeks, it is obvious 
that additional data arc required before precise 
recommendations can be made for the management 
of patients who have rheumatic heart “ 

who have experienced an attack of rheumatic fever. 


employed, all being about 90% effective. Why 
penicillin fails to eliminate tlie organism in some 
patients or carriers is not known. The importance 
of these persistent carriers in the initiation of new 
outbreaks is unknoum; but in patients witli strepto¬ 
coccic infections, failure to eliminate die Strep¬ 
tococcus results in attack rates of rheumatic fever 
comparable to those observed in untreated pa¬ 
tients." 

Summary 

Benzathine penicillin G was administered as a 
single intramuscular injection in doses of 1.200,OW, 
600,000, and 300,000 units to 246, 255, and 
men, respectively, during an epidemic of strepto¬ 
coccic phar>mgitis in a military population. i 
duration of protection provided by each dose a 
determined by the development of e.xudatn 
pharyngitis due to group A streptococci 
seven weeks, four to five weeks, an one o 
weeks respectively. All three dosage regimens ue 
equally' effective in eradicating streptococci 
clJs. The data indicate drat benzat une ^ 
G is a valuable agent in the control of streptoc 
disease. 
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This investigation was conducted under the sponsorship 
of the Commission on Streptococcal Diseases, Armed Forces 
Epidemiological Board, and was supported by the offices of 
the Surgeons General, departments of the Army and Air 
Force, Washington, D. C. 

The benzathine penicillin G used in this study was sup¬ 
plied as BicilUn through Dr. Edward F. Roberts, Wyeth 
Lihoratories, Inc., Philadelphia. 
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REACTIONS FROM MULTIPLE INJECTIONS OF 
RENZATfflNE PENICILLIN G 

Major Robert W. Sherwood. Lieut. Col. Christian Gronbeck, (MC), U. S. Army 

and 


Floyd W. Denny 

The increasing number of reactions to penicillin 
that are being reported has focused attention on the 
possibilitj' that large segments of the population may 
be sensitized to this antibiotic by repeated injec¬ 
tions. This problem is particularly important in the 
use of penicillin for the control of streptococcic in¬ 
fections in patients who have had rheumatic fever 
and for the control of epidemics of streptococcic 
infections, rheumatic fever, and nephritis in tlie 
armed services. In recent years interest in penicillin 
preparations which are slowly absorbed from intra¬ 
muscular deposits has increased. A relatively new 
depot preparation, benzathine penicillin G, may 
prove to be an ideal prophylactic agent. At present, 
information is meager concerning the duration of 
protection in relation to size of dose as xx'ell as inci¬ 
dence of reactions after various doses and repeated 
injections. 

This study was designed to obtain further infor¬ 
mation concerning the prophylactic effect of repeat¬ 
ed injections of benzathine penicillin G, in two 
different dosage schedules, on prevention of strep¬ 
tococcic disease and also on the incidence of sensi- 
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A comparison was made between two 
dosoge plans for the intramuscular admin¬ 
istration of benzathine penicillin G as pro¬ 
phylaxis against rheumatic fever, nephritis, 
and streptococcic infections in the armed 
forces. One group of 1,567 men received 
600,000 units every four weeks,- the other 
group, of 1,708 men, received 900,000 units 
every six weeks. No reactions of the ana¬ 
phylactoid type occurred, but during the six 
months of the study 16 men were hospitalized 
for urticaria, angioneurotic edema, or joint 
symptoms; 11 were hospitalized after the 
first injection, 4 after the second, and 1 after 
the third. Most (11) of these severer reactions 
occurred after the injection of 900,000 units, 
but the probobi/ity of reaction to subsequent 
doses decreased in both groups, and pro¬ 
long the interval between injections did not 
affect the probability of a reaction. Because 
few streptococcic infections were seen, this 
study did not test the effectiveness of the 
prophylaxis, but it did demonstrate the safet)' 
and feasibility of administering benzathine 
penicillin G in this way. 
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./ iium cne study groun forrmr 

poses of morale. Observations for reactions Ltin^d 
during the entire six-month period of this investi.a 
tion. In order to prevent the men from recehL 
agents not administered as part of the investigation 
all antibiotics and ehemotherapeutic agents were re¬ 
moved from the dispensaries serving the study bat 
talion on the day the study began. 

Results 

Table 1 shows the number of personnel available 
at eaeh injection period in the 600,000-unit and 
900,000-unit groups, respectively, and also the cu¬ 
mulative number of personnel removed because of a 
history of reactions to penicillin prior to this study 
and because of reactions to benzathine penicillin G 
during the study. The group remaining after the re- 

Taule 1.—Number of Soldiers Eliminated from Study Be¬ 
cause of Penicillin Reactions and Percentage of Personnel 
Receiving Infections at Each Period 


Hi- 
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too 1011 tor evaluation, (his report will deal only 
wuh reactions. 

Methods 

I oui .‘Vi mi battalions in one combat command, 
living in similar quarters and under nearly identical 
liaining conditions, were chosen to participate in 
tins investigation, which lasted from Oct. 15, 1955, 
to .‘Vpril 15. 1956. These battalions were training at 
greater than authorized strength; therefore, addi¬ 
tional personnel joining the organization were min- 
iniid. I wo battalions totaling 1,567 men were placed 
on a regimen of 600.009 units of benzathine peni¬ 
cillin G (Hiciilin) every four weeks for a total of 
.six injections, and two battalions of 1,70S men were 
jilaced on a regimen of 900,000 units every six weeks 
for a total of four injections. Thc.se doses and time 
intervals were selected because preliminary studies 
showed that 600.000 units of benzathine penicillin 
C. protected against streptococcic infections for 
three to four weeks and 900.000 units for somewhat 
longer periods.' Larger doses (1,200,000 units) were 
omitted because of the high incidence of reactions 
after one injection.* 

Personnel who were not available for the first in¬ 
jection periods were added to the recipient group 
as late as the fourth period in the 600,000-unit group 
and third period In the 900,000-unit group. This 
procedure allowed a larger number of personnel to 
participate but decreased the percentage of partici¬ 
pants coiniileting the full scries of injections. Peni¬ 
cillin was administered intramuscularly in the upper 
outer quadrant of tlie buttocks, in alternate sides at 
each injection. 

Before the first injections were given, the purpose 
of the study was e.xplained to the men, and they 
were encouraged to report pre\’ious reactions to 
penicillin. Those who stated that they had bad pre¬ 
vious reactions were individually interviewed. Men 
with definite histories of .skin rashes or joint reac¬ 
tions were then removed from the study group. The 
soldiers receiving prophylaxis were directed to re¬ 
port on sick call .sliould they develop any form of 
skin reaction or joint pain or swelling at any time. 

In addition, before each injection, all individuals 
were questioned regarding occurrence of reactions 
after the previous injection. All personnel with re¬ 
actions were seen by one of two physicians who 
evaluated and described the condition on a reaction 
history form. Urticaria, angioneurotic edema, and 
joint pain and/or swelling were classified as prob¬ 
able benzathine penicillin G reactions; other skin 
rashes and systemic reactions (fever, headache, 
nausea, vomiting, and general malaise) were classi¬ 
fied as possible reactions. 

All men with probable or possible reactions were 
excluded from further participation in the stiidy. 

In addition, those who had severe, painful, local re- 


To 111 I 

St'licdulcil Popu- 

Porlod of Injection Intion* 

Cumulative Xumber 
Eliminated Because 
of Reactions 

Xo. 

Eli¬ 

gible 

for 

Injec¬ 

tions? 

Xo. 

Receiv¬ 

ing 

Injec¬ 

tions 

gillies 

Receiv¬ 

ing 

Injec¬ 

tions, 

Tc 

Pent 

BPJ 

Total’ 

li'Ki.iXK) units every 

four weeks 






Oet. 11-17 . 


•13 

53 

0 

43 

1324 

1,386 

1,196 

91 

82 

.Xov. 10-lG . 

. 1,55C 

40 

93 

1,463 

Dee. 8-0 . 

- 1,349 

DC> 

50 

112 

1,437 

1,148 

80 

.Inn. 4-13 . 

. 1,328 

78 

C5 

143 

1,385 

1,W9 

76 

.Iiin, .ll-Peb. 8 .... 

. 1,529 

82 

70 

13S 

i,3n 

1,068 

7? 

Fell. 20.XIiircli 1 .. 

. 1,490 

S2 

76 

160 

1,330 

I.IW 

PS 

Totnl . 


Si 

83 

105 




!<uo,0(X> units every 

i.v ueeks 







Oct. 14-18 . 

. 1,708 

7j 

0 

7o 

1,033 

],.')08 

ft! 

Xov. 28-29 . 

. 1,712 

100 

02 

102 

3,550 

1,197 

77 

•Inn. 4- 0 . 

. 1.701 

127 

79 

206 

1,495 

1,128 

75 

Fell. 7-15 

. 1,039 

132 

S3 

215 

1,444 

1,178 

82 

Totnl . 


132 

SS 

220 





* Slight lluctuntions in total numbers were due to transfers in and 
out of study units 

t History of penicillin reaction previous to present study; Increase in 
numbers wiis due to new additions to study at each period of injection. 

1 Bemtathinc penicillin G reaction during this study. 

S Xuinbcr eligible for injections is total population minus all inuino- 
unlb with penicillin reactions. 

moval of the individuals whth reactions was consid¬ 
ered the group eligible for injections. Table 1 in¬ 
cludes the number and percentage of diose groups 
which actuall}^ received benzadiine penicillin G at 
each of the injection periods. It can be seen that the 
parh'cipation was 92% at the first scheduled injection 
in October and at least as high as 75% at all later 
scheduled injections. The higher percentage of par¬ 
ticipants at the beginning was due primarily to 
starting the study at a time when the maximum 
number would be present. The lower percentage 
of participation at later periods was accounted tor 
mainly by the absence of men from the post because 
of attendance at service schools, leave, or proJonge 

field duty. . j 0071; 

The units selected for prophylaxis contained d, 
men of whom 214, or 6.5%, gave a history of pre¬ 
vious reaction to penicillin and were eliminated 
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from the study. Included among the 214 men were 
170 who were e.xcused from the initial injection and 
44 who reacted after their first injections and then 
recalled a penicillin reaction at some pre\’ious date. 
Data on none of these 214 individuals are included 
in the benzathine penicillin G reaction tables. 

Table 2 shows the cumulative probability of re¬ 
actions after multiple injections of benzathine peni¬ 
cillin G. In this table the reactions are classified as 


T\bi.e 2 —Ciimulatite Probability of Reactions After 
Multiple Injections of Benzathine Penicillin C 
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Rcceu 

Reaction 


Proba 

Cumu 

latiie 

Proba 

Proba 

Cumu 

latuc 

Proba 

tion® 

ing 

Proh Po® 


bilitv of bility of 

bility of biJiti of 

Re 

Injec 


Xot Re 

Not Re 

React 

Reaet- 

ceiled 

tion* 

able ®ih]e 

Total 

actingt 

actingt 

ing’J 

IDgB 

tHO,Ofiounit-e\ 
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0 004 

0 061 

firoWni 

1 

unit® every b week® 
1,610 45 17 

CTi 

09G1 

0%1 

0 039 

0 0.39 

2 

1,431 

14 3 

17 

0 9®S 

0 949 

0 012 

OO'.l 

3 

1,IG9 

2 0 

o 

099S 

0 947 

0 00-2 

0 0.13 

4 

761 

4 0 

\ 

0 997 

0 942 

0 09') 

oa>s 


^ Probable reaction^ were urticaria, angioneurotic edema, and joint 
pain and/or swelling: Po^ible reaction® were other «kin and 

«T>t*>iTiio reaction® (fe\er, headache, nausea, romitmg, and general 
imlnjse) 

1 Probability ot not reacting = number recehing Injections withoiu 
reacting — total number receiving injection® 

1 Cumulative probabihtj of not reacting = cumulatue probability 
of not reacting after one injection x probability of not reacting after 
nc^t injection (Example* 0 960 x 0= 0 &)S) 

H Probabllitv of reacting = 1 non — probabilitv of not reacting 
C Cumulaliie probability of reacting = 1 ooo — cumulatue proliabil 
ity 01 not reacting 

probable or possible, 79% were considered probable 
and 21% possible. In the remainder of the paper the 
rates cited will include both classifications. It was 
found tliat the probability' of reacting to the first in¬ 
jection was much greater than that of reacting to 
later injections. The same was true in both dosage 
schedules. In the 600,000-unit group, the probability' 
of reacting to the first injection was 0.031, or 3.1%, 
and to the second was 0.011, or 1.1%. In the 900,000- 
unit group, the probability' of reacting to the first 
injection was 0.039, or 3.9%, and to the second was 
0.012, Or 1.2%. In both groups, after the first two 
injections, the probability of reacting was slightly' 
lower and remained relatively^ constant for the re¬ 
mainder of the injections. The cumulative probabil¬ 
ity' of reacUng to repeated injections of benzathine 
penicillin G was found to be 0.061 after six injections 
of 600,000 units and 0.058 after four injections of 
900,000 units. 

Tliere were few complaints of pain at the injec¬ 
tion site and only' five individuals were removed 
horn the study because of moderately severe local 
reactions manifested by' pain, swelling, and redness, 
ho abscesses occurred and no one was hospitalized 
ecause of local reacHon. These few local reactions 
are not included in the reaction statistics. 


In general, the sy'stemic reactions were mild. No 
reactions of the anaphylactoid ty'pe occurred. Dur¬ 
ing the study' period 16 indis'iduals were hospital¬ 
ized for urticaria, angioneurotic edema, or joint 
sy'mptoms, 5 were from the group recei%'ing injec¬ 
tions of 600,000 units, and 11 were from the group 
receiving injections of 900,000 units. Eleven were 
hospitalized after tlie first injection. 4 after the 
second, and 1 after tlie third. All patients were 
treated with orally' given tripelennemine (Py'ribenza- 
mine) citrate. In addition, one patient was given one 
injection of aqueous epinephrine and corticotropin 
(AGTH) for urticaria 14 day's after he had re¬ 
ceived benzathine penicillin G. A second patient was 
given one injection of aqueous epinephrine and cor¬ 
tisone for one day for urticaria and joint swelling. 
Usually all sy'mptoms and signs disappeared u'ithin 
two or three day's after the start of treatment; 
however, one patient was hospitalized for 40 days 
because of recurring urticaria. 

The inter\'al between the time of injection and 
onset of reaction was not appreciably' different in 
the two dosage schedules; therefore, the two will 
be considered together. Si.\ty'-eight per cent oc¬ 
curred during the first week and 88% by the end of 

Table B.—Effect of Prolonging Interval Between Injections 
on Reaction Rates in Soldiers Receiving Benzathine 
Penicillin C on Two Dosage Schedules 




No of Men 



No of 

Di'tnbution 

Receu mg at Leo't 

Reactors 

InjectioD® 

of 

Specified No 

^_.'w_ 


Rcceu €d 

Injeetione* 

of InjectioD«t 

No 


009,000 unit' 

every four week' 




I 

Cnmterrupted 

1,533 

4" 

31 

> 

Umnternipted 

1,246 

14 

IJ 


Interruptwl 

175 

2 

IJ 

3 

Cointemipted 

997 

4 

04 


Interrupted 

293 

1 

03 

4 

rnmtemipted 

735 

7 

09 


Interrupted 

.333 

2 

0 5 

7 

Uninterrupted 

6.7) 

1 

02 


Interrupted 

324 

■) 

Of. 

C 

Unintemipted 

7/j 

o 

04 

iRiO.ooo unit' 

e\ ery 'ix week' 




1 

Unmternipteel 

1,646 

6.7 

39 

2 

Uninterrupted 

1.197 

10 

13 


Interrupted 

236 

1 

04 

3 

Unmterniptefl 

907 

1 

03 


Interrupted 

264 

1 

04 

4 

Unmtemipted 

76-7 

4 

0.-7 


* UninterniptecI mean'' the indicated numlier of injection-* wa® mien 
at the defined intenaN: interrupted mean® that the benzathine pent 
eillin G wa® giien with one or more additional intenal® between 
injection® 

t Individual cla®®ified as baling received at least a specified number 
of iDjection> may or may not ha\e received more: tho-^e that did are 
included later in the table al-o 

the second week. A few reactions attributed to 
benzathine penicillin G became apparent as late 
as eight weeks after the injections. 

The effect of prolonging the interv'al between 
injections in both dosage schedules is demonstrated 
in table 3. Here the percentage of those who react¬ 
ed after injections given mthout interruption is 
compared with the percentage of those who reacted 
after the administration of benzathine penicillin G 
wth one or more additional intervals between in- 
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jccHons. It can be seen that, in this study, the per- 
cenlap of tliose reacting did not increase when the 
time between injections was increased. 

Comment 

Injectable benzathine penicillin G has been shown 
be cIrecti\'o in the eradication of the group A 

trcptococcus from the throat and in the prevention 
of streptococcic infections and their complications, 
rheumatic fever and nephritis. ' This drug has the 
advantage of being so slowly absorbed that single 
doses of 600,000 units or more will joroduce blood 
levels efrecli\'e for the prophyla.\‘is of streptococcic 
infections for two to four weeks.* Such an agent 
.should bo ideal for use in the control of streptococ¬ 
cic infections in military units or in patients with 
rlieumatic fever, but the possibility of encountering 
serious sensitiN-ity reactions, particularly if injections 
are repeated in the same individual, has led to 
caution in its widespread use. In the study here de¬ 
scribed, 11,962 intramuscular injections of benza¬ 
thine penicillin G, cither 600,000 or 900,000 units, 
were given to 3,179 Army personnel without the 
• occurrence of a single fatal or anaphylactoid reac¬ 
tion. Thirty-.scvcn per cent of th . e in the 600,000- 
unit group received ah six injections and 46% of 
those in the 900,000-unit group received all four 
injections. Tlie reaction rates did not differ signifi¬ 
cantly in the groups receiving either 600,000 or 
900,000 units. 

When those with reactions after each injection 
were c.vcludcd from the study, the probability of 
reacting decreased markedly after the first injection 
and remained low for the remainder of the injec¬ 
tions. It is possible that the reactions after the later 
injections represent sensitization induced by pre- 
Nuous injections, but the numbers were small and did 
not constitute a problem in this study. The longest 
interval between injections was four and one-half 
months, and prolonging the interval to this extent 
did not change the reaction rates. If it can be as¬ 
sumed that the men who gave a history of previous 
penicillin reactions were sensitive to benzathine 
penicillin G, then the data in this study indicate 
that most individuals (85%) sensitive to tlie drug 
can be identified by an adequate history and reac¬ 
tions after an initial injection. 

Reported reaction rates after injections of benza¬ 
thine penicillin G vary greatly. Brooks and Moe, 
in a study of na^'al recruits, and Smith and his co- 
workers,’ in a study in venereal disease clinics, re¬ 
port reaction rates of less than 1% after a single in¬ 
jection; on the other hand, Chamovitz and oUmrs ' 
reported a reaction rate of 5,1% in young airmen 
after one injection. Stollerman, Rusoff, and Hirsch- 
feld ” in a study in young persons with rheumatic 
disease who received an average of 12 injections per 
patient, reported that 3.2% of patients suffered reac¬ 
tions. The reaction rates of approximately 3.5% after 
one injection and approximately 6% after four or six 
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injections in the present report, therefore aonear 
high. The cause for this discrepancy is unknown ll 
IS possible that some of the increase can be ex 
plained by the inclusion of minor or insignificant 
reactions or the greater likelihood of detecting reac 
tions in the particular group in this study. It is also 
possible that the incidence of penicillin reactions 
may be higher in adults, as reported here, when 
compared with the lower incidence in children as 
reported by Stollerman and his group. 

This study was originally designed to study the 
efficacy of benzathine penicillin G as a prophylactic 
agent against streptococcic infections. The incidence 
of these infections was too low for evaluation; there¬ 
fore, tliese data are not included in this report. It is 
of interest, however, that the incidence of gonor¬ 
rheal infections was markedly reduced in the treated 
group; one of the 3,275 men who received benza¬ 
thine penicillin G developed gonorrhea, while 192 
of 13,000 untreated men in the same Army division 
developed this disease. 

Since, in this study, most individuals sensitive to 
benzathine penicilh'n G could be detected by a his¬ 
tory of a previous reaction to penicillin or a reaction 
to an initial injection, reactions, in general, were not 
serious, and rates did not change when the intervals 
between injections were prolonged, it seems proper 
to conclude that the routine use of repeated injec¬ 
tions of this drug as a prophylactic agent in large 
groups is not only feasible but safe. 

Summary 

The rates and severity' of reactions after repeated 
intramuscular injections of benzatliine penicillin G 
were studied in four Army battalions. Two dosage 
regimens were used, 600,000 units every four weeks 
(1,567 men) and 900,000 units every six weeks 
(1,708 men). No fatal or anaphylactoid reactions 
were encountered. The cumulative probability of 
reacting was almost identical, 0.061 (6.1%) in the 
600,000-unit group and 0.058 (5.8%) in the 900,000- 
unit group. When those with reactions were ex¬ 
cluded the probability of reaction decreased mark¬ 
edly in both groups after the first injection, and 
prolonging the interval between injections did not 
change tire reaction rates. It was concluded that 
the use of repeated intramuscular injections of 
benzathine penicillin G was a feasible and sa e 
procedure. 

2109 Adelbert Rd. (6) (Dr. Denny). 

This investigation was conducted under ‘he sponsoi>|up 
of the Research and Development Division, Office t w 
Surgeon General, Department of ‘he Arm>, Wash gt 
D. C., and the Commission on Streptococcal Diseases 
the Aniied Forces Epidemiological Board. r. ^eth A- 
Dr. Charles H. Rammelkamp S. 
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TREATMENT OF MYASTHENIA GRAVIS 

PROLONGED ACTION MTTH MULTIPLE-DOSE TABLETS OF NEOSTIGMINE BROMIDE ANT) 

MESTINON BROMIDE 


Robert S. Schwab, M.D., Boston, Kernoit E. Ossennan, M.D., New York 

and 

J. Edward Tether, M.D., Indianapolis 


Tlie most important advance in tlie treatment of 
myasthenia graxds undoubtedly was the discoverx' 
by Dr. Man' Walker ’ in 1934 that neostigmine in¬ 
jections temporarily overcame the s)Tnptoms. Cer¬ 
tainly the ne.xt step xvas the introduction by Everts " 
in 1935 of lo-mg. neostigmine tablets to be given 
orally. Both die injection and the tablet last effec¬ 
tively only one to three hours. In severe cases, there¬ 
fore, frequent dosage is mandatory', such as ever)' 
two hours day and night. This means inconvenience 
during the waking hours and extreme interruptions 
of sleep, or dangerous exacerbations of sx'mptoms 
if tlie patient sleeps through. Prolonging the paren¬ 
teral effect by the use of oil was tried in 1939 by 
one of us (R. S. S.),^ but tlie absorption was so 
uncertain in ever)' instance that either serious over¬ 
dosage or the reverse occurred. The deatli of one 
patient in a cholinergic crisis while on maintenance 
therapy yy'ith the oil preparation caused complete 
abandonment of this technique of administration. 

Mestinon bromide, an analogue of neostigmine 
which is the dinietliylcarbamate of 3-h)'drox)’-l- 
methylpi'ridinium bromide, was made available for 
tlie treatment of myasthenia grax'is in 1953. It is 
now available in scored 60-mg. tablets, each of 
wliich is roughly equivalent to 15 mg. of neostig- 


cUnics, Massachusetts General Hospit; 
ittwab). Mount Sinai Hospital (Dr. Osserman), and Indian 
Unneisity Medical Center (Dr.Tether). 


The anticholinesferase drugs used in freat- 
ing mjrasthenia gravis do not have a pro- 
longed action. The ordinary dosage forms 
must be taken frequently during the day, 
and some patients have had to be awokened 
repeatedly during the sleeping period for 
medication. New dosage forms (sfow-releose 
tablets) have therefore been developed. 
Neostigmine bromide in the form of slow- 
release tablets was tried in 85 patients, 54 
of whom continued to take this form by pref¬ 
erence at the conclusion of the experiment. 
Mestinon bromide in the form of slow-re- 
lease tablets was similarly tried in 1 09 
patients, 82 of whom continued to take this 
form at the conclusion of the experiment. 
The average duration of action of the slow- 
release Mestinon tablet was approximately 
six hours. There were many individual dif¬ 
ferences in the responses to these dosage- 
forms, and some patients preferred to toke 
the slow-release tablets only at bedtime. 
Their greatest value was in eliminating the 
need of frequent interruptions of sleep. 
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mine bromide. Mestinon has less gastrointestinal 
sidc-ef ects than neostigmine and in some patients 
las a ongei action. Main' patients, hon'ever, must 
take trequent doses during the day, and some must 
c awMKcncd for doses during the sleeping period. 
In lecenl years neu' dosage forms of various 
c rugs ha\'e been constructed to permit slow release. 
Since a patient na'th nq'asthenia gravis requires 
frequent doses during the daytime hours, it was 
suggested to the manufacturers that some form of 
prolonged-action tablet be prepared. Tn'o sizes of 
neostigmine bromide and Mestinon bromide tablets 
w'cre made a\’ailable to us. In the case of neostig¬ 
mine. the equivalent of three regular 15-mg. tablets, 
or a total dose of *15 mg., was contained in the full- 
strcngtli tablet. (This tablet should not be confused 
noth an enteric-coated or delayed-action tjqie that 
passes through the stomach, its coating insoluble in 
the acid medium. Such tablets lose the protection 
coat in the alkaline small intestine, releasing the 
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fct Wal was lo subsbtate in equivalent amounts 
the prolonged-action or slow-release tablets for 
regular ones so as to see in each case how long the 
control lasted. The use of these tato 
before retiring at night to avoid the need of 
waking for a dose of medicine was considered their 
most important value. 

Results 

Prolonged Action with Neostigmine Bromkk.~h 
the three clinics in 1956 we administered the 
slow-release tablets of neostigmine bromide to a 
total of 85 patients (34 at Massachusetts General 
Hospital, Boston, 18 at Mount Sinai Hospital, New 
York, and 33 at Indiana University Medical Center, 
Indianapolis). Of the 85 patients, 54 are still finding 
the tablets of such value that they uash to continue 
until tin's therapy-a favorable percentage of 65. 

The duration of effectiveness of tlie three-dose 
tjfpe varied from a minimum of 3 hours to a nia.\i- 


constituents as rapidly as an ordinar}' conqjressed 
tablet in the stomach. Their main function is to 
avoid contact of the contents with the most sensitive 
gastric mucosa, as in tlie case of some patients with 
aspirin. They may also, if the coating is thick 

Table 1.— Results with Prolonged-Action Neostigmine 
liromUlc Tablets in Eighty-Five Patients 

Better 


mum of 12 hours, \vith an average effectiveness of 
6 to 7 hours. In some patients tlie total amount of 
drug taken in this manner exceeded tliat in regular 
tablets by 33% without en'dence of overdosage or 
better control, suggesting that some of the drug in 
such cases may escape absorption. In three patients 
with symptoms of dysphagia, tlie increased size of 
the tablet bothered the patients to such an extent 
that administration was discontinued. In all others 
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than 

Not 

Total 


I'cr 

per 

por 

lien. 

Ho 

Over- Pn- 

Ciiule 

Hay 

Diiy 

Day 

Mod. Eipial (loot! 

do«n(,’c tients 


this was not a problem. 

In some patients the half-strength tablet was ade- 


lloMon . 12 1 n 2a a h 3 

llinjfiniiiioli*: 2'! 1 S I'l (! T -I 

New York .... 10 1 .I 12 2 1 3 18 

Totnl . 2C 1 S .U 11 19 9 83 

enough, delay final dissolution, so that tlie absorp¬ 
tion comes later than that of an ordinary capsule or 
tablet. In 1938 one of us [R. S. S.]tried enteric- 
coated neostigmine without any advantage over 
the usual tablet.) The other tablet of neostigmine 
was half-strength, containing three doses of 7.5 mg. 
each or a total dose of 22.5 mg. In the case of 
Mestinon bromide, there was a full-strengtli tablet, 
containing three regular doses of 60 mg. or a total 
of 180 mg., and a half-strengtli tablet, containing 
three doses of 30 mg. or a total dose of 90 mg. 

Tlie information we desired to obtain was wheth¬ 
er sucli tablets could provide effective control of 
myasthenic symptoms over extended periods of 
time, such as during the entire sleeping hours at 
night, whether in a given patient they were effective 
da}' after da}', and n'hether the total contents ap¬ 
proximated the equivalent amounts of drug taken 
in ordinary tablets. We also sought data as to xvheth- 
er such forms gave smoother absorption tlian re¬ 
peated regular doses and whether overdosages or 
undermedication were complicating factors. 

Patients were fully instructed as to the na^re ot 
the tablets and tlieir purpose, including the obvmus 
fact that such tablets could not be cut in two. The 


quate for bedtime dosage (the full-strength one 
causing diarrhea and cramps in the early morning). 
Other patients preferred regular tablets during die 
day to gii'e greater flexibility and prolonged-action 
tablets during the night. In some the prolonged- 
action tablets worked effectively during the day but 
were no better tlian regular tablets, affording only 
die convenience of fewer doses as an advantage, A 


few patients felt diat the benefit of smoodier, nioie 
even absorption was sufficiently present so tliat tliey 
preferred to remain on die slow-release neostigmine 


he composite details of the results of admims- 
ng prolonged-action neostigmine bromide tablets 
15 patients are sIioxto in table 1. In diis group 
latients, variability in absorption, once satisfac- 
' dosage was estalih'shed, did not occur. Severe 
c or accumulative effects were not encountered, 
no patient was significant failure of absorption 
onntered (tablets were not passed per rectum). 
rolonged-Acfion with Mestinon Bromidc^^ 
idred nine patients, botli prii'ate and clinic, ai 
unt Sinai and Massachusetts General hospitals 
. at Indiana University Medical Center, were 

isferred to tiierap}' widi 

in tablets. We were careful to c^ioose 83 patien 

3 had previously been controlled on ‘ t 

•n bromide tablets, since we did 

loud the clinical results of the new dosage 
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bv using patients who had previously shovn a pref¬ 
erence for neostigmine (Prostigmin) bromide or 
amhenonium (Mytelase) chloride. TwenW-si.x pa¬ 
tients who had prewously been taking Mestinon 
bromide in combination witli otlier drugs were also 
transferred to therapy wdth long-acting Mestinon 
bromide; this tlierapy included the administration 
of prolonged-action Mestinon bromide tablets in 
combination noth prolonged-action neostigmine bro¬ 
mide (10 patients), witli regular neostigmine (6), 
Mtli ambenonium and regular neostigmine (2), and 
with ambenonium (8). 

The prolonged-action Mestinon bromide tablets 
were wididrawm in 22 of tire S3 patients selected. 
SLvtr'-one patients are still on maintenance therapy 
witli prolonged-action Mestinon. These patients 
have been foUoived for a minimum period of 1 
month and a ma.\imum period of 12 montlis. The 
administration of tire prolonged-action Mestinon 
tablets was diseontinued in tire case of tire 22 pa¬ 
tients for the following reasons: 1. Ten patients ex¬ 
perienced excessive stimulation of the intestinal 
tract, with other muscarinic side-reactions. These 
toxic reactions w’ere identical witli those of over¬ 
medication witli regular Mestinon tablets. 2. Seven 
patients could find no advantage in the prolonged- 
action Mestinon tablets over tlie regular tablets. 
They had been content and well adjusted on the 
ordinar)' tablets. 3. Three patients needed odd dos¬ 
ages during the day, only obtainable by taking a 
portion of the scored tablet; i. e., they needed three- 
fourths or one and three-fourtlis or only one-fourtli 
of the regular Mestinon tablet to be w'ell regulated. 
These patients w'ere not content with the dosage 
available at present in the prolonged-action tablet. 
4. One patient found that tlie prolonged-action 
Mestinon tablet w’as too large for her to swallow' and 
stated that she nearly choked several times on these 
tablets. She had a peculiar anxiety reaction to large 
tablets, w'hich is part of her personality' complex. 5. 
One patient, a 32-year-old w’oman at the New' Eng¬ 
land Medical Center, Boston, w'as totally unable to 
absorb any medication from the prolonged-action 
Mestinon tablets, passing them witli her stool un¬ 
changed, and they w'ere, therefore, not effective. 
Subsequently her thynmus w'as removed, and she 
W'ent into a partial remission. Then she w'ent 
through the same procedure a second time w'hen 
prolonged-action Mestinon tablets w'ere adminis¬ 
tered, these tablets remaining unabsorbed. Her con¬ 
dition can now' be effectively' regulated by' the daily' 
administration of 12 prolonged-action neostigmine 
tablets, each containing 45 mg. 

In the manufacture of the prolonged-action Mes¬ 
tinon bromide tablet, the core is made of an inert 
material into w'liich the Mestinon is absorbed. This 
Mre may' appear in the feces, and the patient may' 
fear that tlie medication has not been assimilated. 


Assavs of tliese cores recovered from tlie feces re¬ 
veal tliat most, if not all, of tlie Mestinon has been 
utilized. 

A few' patients w'ere satisfied witli the action of 
the regular Mestinon tablets during die day'time 
hours and preferred taking the prolonged-action 
tablets only at bedtime. Occasionally', because of 
the prolonged action, it is not possible to space 
proper dosages over the 24 hours of die day’, so diat 
one dose of regular Mestinon bromide may' be re¬ 
quired in the late afternoon or the early' evening 
to fill in the hiatus between die aw'akening and the 
bedtime doses. Tw'enty’ of die 61 patients who are 
on maintenance therapy' w'ith Mestinon bromide 
use combinations of regular and prolonged-action 
tablets. Of die 10 patients w’ho have been taking 
combinations of prolonged-action Mestinon and 
prolonged-action neostigmine, 7 have continued to 
do so. Five patients are taking the prolonged-action 
Mestinon with regular neostigmine, and tw’o patients 
are taking prolonged-action Mestinon witii ambe¬ 
nonium and regular neostigmine. Sev'en patients 
take prolonged-action Mestinon with ambenonium. 

Dosage: Patients w’ere transferred from therapy 
with regular Mestinon bromide by' replacing fuU- 
strengdi regular tablets containing doses of 60 mg. 
each with a 180-mg. prolonged-action tablet. In the 
case of one-half regular Mestinon tablets, die 
90-mg. prolonged-action tablet w'as substituted. At 
first the patients w’ere obserx'ed for a number of 
hours, and ergograms w'ere made before and after 
edrophonium (Tensilon) tests at hourly inten'als. 
It W’as dius determined and borne out by clinical 
evaluation that the prolonged-action Mestinon bro¬ 
mide tablets seemed to be effective from two and 
one-fourth to two and three-fourths times as long 
as the regular Mestinon tablets. In general, die slow'- 
release Mestinon bromide tablets can be e.xpected 
to last two and one-half times as long as the ordi¬ 
nary' tablets. 

The largest dosage of prolonged-action Mestinon 
bromide prescribed w'as 6 tablets every' six hours 
for a total of 24 tablets per day', w’hich w'ould be 
equivalent to 72 ordinary Mestinon tablets. The 
smallest dosage w'as one tablet morning and night. 
The variation in dosage with prolonged-action Mes¬ 
tinon bromide tablets is the same as with regular 
Mestinon. Increases and decreases in dosage for a 
patient occurred during the course of treatment. The 
condition of one patient could be completely' con¬ 
trolled, as far as my'asthenic sy'mptoms w'ere con¬ 
cerned, by the administration of tw'O prolonged- 
action Mestinon tablets per day', as compared with 
identical control of sy'mptoms by' the administration 
of three prolonged-action neostigmine tablets. Once 
a patient has been adjusted to this form of pro¬ 
longed medication, changes do not seem to occur in 
the difference of absorption rates. How’ever, in some 
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patients who were completely controlled on a six- 
hoiir basis the interval eventually had to be re¬ 
duced to four hours. 

Apparentl}'^ there is no difficulty, as far as the 
age ot the patient is concerned, in absorbing tlie 
material, and both the severe and the mild cases 
\\ere equally benefited. We have had no reactions 
wliatsoevcr from the prolonged-action Mestinon tab¬ 
lets, e.vccpt that, when the dosage has been too 
strong, ovei dosage symptoms have occurred. Tliere 
is no question that in suitable patients a prolonged- 
action Mestinon tablet of the type described gives 
a prolonged medication effect superior to the ordi¬ 
nary tablet and is, therefore, of great benefit to some 
patients. The duration of the action varies with the 
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treatment of 85 patients with myasthenia 
polonged-action or slow-release tablets of Mwtinon 
bromide, containing tliree regular doses of 60 mtr 
each, and a half-strength form,. containing three 
doses of 30 mg. each, were tried in treating 109 
patients with myasdienia graws. In tlie case of the 
neostigmine bromide tablets, 54 of the 85 patients 
have found them superior to their regular medica¬ 
tion and are still taking them. In the case of tlie 
Mestinon bromide tablets, 82 of tlie 109 patients 
still continue to take these tablets. The greatest 
value of this tyqie of medication is in eliminating the 
need of doses during tlie sleeping hours. 

4 E. 89th St. (28) (Dr. Ossennan). 


Tablc 2.~RcstiUs with Prolonged-Action Mestinon Bromide 
Tablets in 109 Patients 
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severity of the disease, the shortest being 4 hours, 
the average appro.vimateli’ 6 hours, and the longest 
12 hours. Of 109 patients transferred to therapy with 
prolonged-action tablets of Mestinon bromide, 82 
have continued tlieir use and prefer tliem because 
of the decreased frequency of medication and 
smoothness of action (table 2), Thirty-tsvo of tlie 82 
patients have found need to combine the prolonged- 
action Mestinon tablets with other cholinergic drugs. 

Summary 

Prolonged-action or slow-release tablets of neo¬ 
stigmine bromide, containing three regular doses of 
15 mg. each, and a half-strength form, containing 
tliree doses of 7.5 mg. each, ha\'e been tried in the 


The prolonged-action Mestinon bromide tablets used in 
tliis study were supplied tlirough Dr. T. C. Fleming of 
Hoffmann-La Roche, Inc., Nutley, N. J. The original pro¬ 
longed-action neostigmine bromide tablets were supplied by 
A. H. Robins Co., Inc., Richmond, Va., and a subsequent lonii 
of this material was supplied by Ho£Fmann-La Roche, Inc. 
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The Ostcoartliritic Joint.-In 1948 we were surprised to note that tlie temperature inside tlie 
osteoarthritic joint was not normal or slightly subnormal as we had supposed, but ratlier was 
increased. The normal knee joint temperature is about 33 degrees C., die active rheumatoid 
arthritic knee temperature is about 37 degrees C., and the osteoarthritic knee about 35 5 de¬ 
grees C. An asv'mptomatic knee, even showing extensive degeneration on x-ray, usually had 
normal joint temporature. AFter weiglil-bearing exercise the temperatare of » 
knee rose much more than the normal or rheumatoid artlmtic joint, often to 40 
degrees C, Further, the rate of cooling of such a joint on rest after “f®®f 
thair in either the normal or rheumatoid joint, often reqmrmg >’7, 

temperature was reached. From these ob®®'!''®';”” 
grade inflammation or congestion does exist m the “X 

possibly a result of frequent irrihation of the synovium by the tl"e nrem- 

The slower rate of cooling would also indicate a decrease of prolonged 

tone. Since the ostecarthritie 

use, we may have a logical explanation of his p delayed dispersion of this heat, 
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frequency of defects in infants whose mothers 

HAD RUBELLA DURING PREGNANCY 


Morris Greenberg, M.D., Ottavio Pellitteri, M.D. 
and 


Jerome Barton, B.A., New York 


The association behveen rubella in a pregnant 
woman and the birth of a malformed infant, which 
was first indicated by Gregg,* has been stressed so 
strongly and advertised so widely that many physi¬ 
cians and pregnant women assume that one is neces¬ 
sarily followed by the other. As a result, tlierapeutic 
abortions are adrised by physicians and demanded 
by pregnant women. In New York City, from 1949 
to 1955, 45 therapeutic abortions were performed in 
104 women who had rubella during the first tliree 
months of pregnancy. In 1943 Swan and associates' 
published the results of an investigation of congeni¬ 
tally malformed infants. The investigation was retro¬ 
spective in design. It started by obsersdng infants srith 

• malformations and then questioning their mothers on 
the occurrence of rubella during their pregnancies. 

: The authors concluded that, if a woman had rubella 
: during the first ttvo montlrs of pregnancy, the chance 
of ghing hirth to a congenitally defective child was 
lOOTo and, if she contracted rubella during the third 
month, the chance was about 50%. Numerous case 
reports soon appeared, and several retrospective stud¬ 
ies were initiated. In an investigation conducted by 
.. Miller “ for die American Academy of Pediatrics, out 

• of 132 infants whose mothers had rubella during preg¬ 
nancy, 86% had congenital defects. Wesselhoeft,'* in 

' 1949, summarized die reports in the literature, most 
; of them retrospective in nature. Of 780 infants whose 
' mothers had rubella in pregnancy, 656 or 80% were 
- malformed. Such astounding percentages have been 
' accepted by many physicians as authentic rates of in¬ 
cidence, and pregnant women have been urged to 
have therapeutic abortions performed if they had 
nibella. 


- .4 little thought will show the inaccuracy of the 

c cited percentages. In the retrospective studies cited, 
the start was made with the defective child, and the 
; path was retraced to discover what happened to the 
' er during her pregnancy. Frequently the diag¬ 
nosis of rubella was inaccurate because it was not 
., made by a physician. Often it was unreliable because 
e mother had to remember an event which occurred 
n jear or more before. The feeling of guilt that pos- 
sKsed a woman for having given birth to a deformed 
i'' c undoubtedly motivated her sometimes to re- 
' some rash or other eruption that she had 

nar j in pregnancy and identify it as rubella. The 
mmn objection to tliis tj'pe of study, however, is sta- 
' ca. No consideration is given to the children 


*' ^ Preventable Diseases, New York City Depaitmer 

'5 ** Junior Public Health Intern, New York Stat 


The authors report the results of actual ex¬ 
amination of infants born to mothers in whom 
rubella during pregnancy was diagnosed by a 
physician. Of 7 04 women who had rubella dur¬ 
ing the first trimester, 28 delivered normal in¬ 
fants. Congenital defects were found in 3 in¬ 
fants,- there were 3 stillbirths, 12 other fetal 
deaths, 48 therapeutic abortions, and 10 cases 
lost from study. The incidence of congenital 
deformities among the live-born babies of 
women with rubella during the first trimester of 
pregnancy was 97Va. No controls were used, 
so that a comparison with women who had no 
rubella could not be made. Rubella appears to 
increase the likelihood of malformations, but 
the high rates of incidence set by early authors 
are exaggerated. The recommendation of thera¬ 
peutic abortion because of rubella should not 
become routine, but should lake into occounf 
all known factors in the situation, such as the 
age and fertility of the mother. Until more in¬ 
formation is obtained on relative risks, physi¬ 
cians owe it to their patients and to society to 
advise parents to expose their susceptible young 
daughters to rubella. 


who were bom normal and who therefore escaped 
from the study. If 100 pregnant women give birth to 
100 infants, of whom 10 are deformed, the incidence 
is 10%. If the inquiry starts with the 10 deformed in¬ 
fants and works back, the finding will be that all their 
mothers had rubella during pregnancy. One can 
thoughtlessly consider this a 100% incidence. 

A few prospective studies have been reported. 
These are summarized by Ingalls and Purshottam,® 
who point out that the criteria for including them 
were based on certain principles. These were (1) 
selection of cases before the childrens births, (2) 
diagnosis of mbella by a physician, and (3) record 
of the outcome of conception. In a paper presented 
at the annual meeting of the American Pubhc Health 
Association in 1956, Ingalls added a few more cases 
from the hterature and some from personal reports. 
He thus obtained a record of 63 births to women who 
had mbella during the first trimester of pregnancy. 
Five of these births were stillbirths, and in nine cases 
there were congenital deformities. 
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defects in infants 


suffer 

from tile fact that no controls were used. Fox and 

.En rf] ""Tc although there is doubt 

about the deformlt}^ The infant was cyanotic at birtli 
a d is said to have had hydrocephalus at birth “which 
receded spontaneously, the child being perfectly nor¬ 
mal at present.” 

Comment 


The uncommon occurrence of rubella in young 
adulls makes it difficult to collect a large enough 
series of cases in pregnant n^omen, unless an epidemic 
of the disease occurs. Thus, in New York City 125 
cases of rubella in pregnant women were found in 
1935, w-lien there was an epidemic of the disease, 
w’hereas only 108 cases were gathered in the six pre¬ 
ceding years. To obtain sufficient data, investigation 
should be undertaken by sei'eral groups cooperative!}', 
preferably in communities where rubella is a report- 
able disease. Such an investigation should start with 
the pregnant woman with rubella, diagnosed by a 
plu'sician. Supen'ision should be continued through 
pregnancy until term or miscarriage. If a live-boni 
infant results, its aindition should be determined; it 
should be followed for about a }'ear, and an evalua¬ 
tion then made by a ph}'sician. Proper controls should 
be included in order to obtain comparative rates. 

From the results of the present study and other 
reported prospective studies one can conclude tliat 
the incidences of congenital malformations reported 
by early workers are fantasticall}' high and incorrect. 
The recommendation of therapeutic abortion based on 
those rates is not medically justified. While an asso¬ 
ciation between rubella early in pregnancy and the 
occurrence of congenital deformities in the offspring 
appears to exist, the degree of association has not been 
determined. Present data indicate a rate of approxi¬ 
mately 12% of total births. This is a far cry from 
rates of 90 to 100% reported in retrospective studies. 
A controlled prospective stud}'’ is still needed to ob¬ 
tain comparative rates and to fill other gaps in our 
knowledge. 

It is true that it matters little to the individual woman 
whether the over-all rate of deformity is great or small 
if her child is affected. However, there is quite a dif¬ 
ference between informing her that she has a 90% 
chance of gi'vdng birth to a normal baby and telling 
her that there are 90 chances out of 100 that her baby 
will be deformed. If the woman is young, has a child 
or two, and does not find it difficult to conceive, she 
may not want to take the extra risk, even if it is not 
large. On the other hand, an older primipara, par¬ 
ticularly one who has found it difficult to conceive, 
will be willing to take the risk. At any rate it is sci¬ 
entifically unsound and medically unjustified to state 
that a risk is higher than the facts warrant. 

Until more information is obtained on relative risks, 
physicians owe it to their patients and to society to 
advise parents to expose their susceptible young 
daughters to cases of rubella. This is a mild disease 
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in childhood and rarely causes complications Ii rv, 
fers a pemanent immunity and later will obiilT 
anxiety of pregnant women who may be esposeS 

Summary and Conclusions 

A prospective study of pregnant women wift m- 

IQW nfinf New York Cit,. from 19,9„ 

1955. Of 104 women who had rubella during the 8rst 
trimester of pregnancy, 27% gave birth to normal 
congenitally malformed babies, 37^ to 
stillbirths, and 12% to other nonviable fetuses. Thera 
peutic abortions were performed on 46%, and the Civc 
of 10% were lost from the study. 

The incidence of congenital deformities among tin 
live-born babies of women with rubella during thi 
first trimester of pregnancy was 9.7%. In a simik 
study elsewhere in New York City of pregnant womci 
who did not have rubella, reported recently, the inci 
dence of congenital malformations was 7%. If onl 
defects of tlie brain, eyes, ears, and heart are con 
sidered in the latter study, the incidence was 1.97r. 

Large-scale prospective studies with controls ai 
needed to ascertain comparative rates of incidenK 
The available data indicate a rate of about 12% c 
total births. The fantastically high rates set by earl 
authors were based on retrospective studies of roal 
formed infants, which did not account for babies whi 
were bom normal and who therefore escaped from th 
study, and hence are incorrect. Blanket advocacy o 
therapeutic abortion in pregnant women who develo] 
rubella during the early months of pregnancy is medi 
cally unjustified. E.xposure of susceptible young girl 
to cases of rubella is medically justified and is a soun( 
public-health procedure. 

125 Worth St. (13) (Dr. Greenberg). 

Miss Marcia Zimet, Statistician, New York City Departmeej 
of Health, gave statistical advice and super\'ised the search ft 
birth certificates and statistical computations. 
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CLINICAL NOTES 


HYDRAULIC DEVICE FOR REMOTE CONTROL OF INJECTION 
DURING CAROTID ANGIOGRAPHY 


Joseph A. Epstein, M.D. 
and 

Bernard S. Epstein, M.D., New Hyde Park, N. Y. 


We have long been concerned wth tlie problem of 
exposure to irradiation in the performance of cerebral 
angiography. The lead rubber drapes suggested for 
protection have proved cumbersome in our e.vperience. 



1.—Scale drawing of apparatus. 

Til 

- radiation scatter encountered xvith 

t ' hi?'ll the use of small cones still is 

tlipT Automatic injection devices are limited by 
the incurred by losing the desired “feel” of 

t'- ^Pparafe^*°” e.vpense and complexity of such 


'it Division of Neurological Surgery, 

e.* unent of Radiology, the Long Island Jeudsh Hospital. 


Up to the present time we have used a combination 
of careful coning, lead rubber aprons on the operator, 
and a hastv’’ retreat from the site of the procedure im¬ 
mediately after injecting the contrast mediiun. This has 
been fairly successful because the chance of disengag¬ 
ing the Coumand needle is lessened by attaching the 



svTinge to the needle with a 12-in. length of fle.xible 
sterile plastic tubing (Venotubes, Abbott Labora¬ 
tories ). 
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CAROTID ANGIOGRAPHY-EPSTEIN AND EPSTEIN 


J.A.M.A., Oct. 12, 1937 


It occurred to us tliat a hydraulic device which 
woidd retain for the operator the “feel” of the injection 
and permit tlic injection to be made from tlie safe 
recesses of tlic control booth would advance our safety. 
If this were constructed with easily available material 
at nominal cost, and would work repeatedly and ade¬ 
quately, a contribution worth mentioning might result. 
We believe that the device described here meets these 
qualifications. 



-1 • 

Fig. 3.-Ccrc])ral angiogram using conventional 
direct injection tlirov.gli short lengtli of plastic tnbmg. (Ccrcbra 
aSgram of sanie patient made fonr months later nsmg pre.sent 
apparatus gave .same picture.) 


the Cournand needle after this has been successfullv 
introduced and threaded into the common carotid 
artery. The impeller syringe is connected by means of 
a 12-ft. length of stiff plastic tubing to a 20-cc. syringe. 

This tubing was obtained from a pet shop which 
carries equipment for aquariums. For hydraulic fluid 
we use light mineral oil, filling the system so as to 
include 15 cc. in the actuating 20-cc. s)'ringe. Tliis 
serves to compensate for any stretch in the plastic hose 
during the injection (fig. 2). 

^^d^en the plunger on the 20-cc. master syringe in 
the operator’s hand is pushed forcibly, the fluid enters 
the impeller syringe, ejecting its piston. This pushes 
on the piston of the syringe containing the contrast 
medium, ejecting the contrast medium througli the 
Cournand needle wdth as much force as if the injection 
had been made with the syringe immediately at¬ 


tached (fig. 3). 

Once assembled, with the tubing wired to the adap¬ 
tors, the hydraulic system can be kept full constantly. 
The syringe with the contrast medium can he re¬ 
placed after each use. This is suggested inasmuch as 
repeated use of syringes with diatrizoate (Hypaque) 
or iodopvracet (Diodrast) concentrated is undesirable 
because of the possibilit>' of the pistons sticking. The 
entire apparatus is kept in readiness and, after le 
needle has been introduced, is fixed to the patients 
chest bv means of a strap encircling the body. Between 
injections the plastic tube connecting the syringe with 
contrast medium to the indwelling needle can be 
clamped off, or an infusion of saline solution may be 
introduced through a tv'O-way stopcock « desired 
___j m,iv 1-.P disconnected and asnlel 


The apparatus is constructed from a length of 1-im 
3 ft wood upon which two additional 1-in widths aie 
^weTto permit the placement of two 20-cc. 
ok sxTinges. These are kept in position by cutti g 
.ok sx^ing ,, , ciooves into which the uppei 

. distance between *«e 

TOOves is so'set that with one syringe empty 


introduced to keep it patent. 

We have used this .apparatus repeatedly mlh s* 

faction It provides a stife, reliable, and inexpe 
M for the rapid injection of contr.,st ma end 
enabling the operator to control the piocediue ■ 
dltancf Tire apparatus can be used e<pud y w fa 
angiocardiography in infants, and we are ™ 8 

a larger one for angiocardiography and aoitog 1 . 

in adults. 

270 - 0.5 76 th Ave. (Dr. B. S. Epstein). 


S“:“" ol tusands o^f million of years, ance-potasj 

S'topes. In addition to percent of its disintegrations and has a ''“’'j 
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stone of geophysics.-• 


Vo!. 165, No. 6 


€81 


PROLONGED TELE\^SION VIEV\1NG AS CAUSE OF \TENOUS 
AND ARTERIAL THROMBOSIS IN LEGS 

Meyer Naide, M.D., Philadelphia 


It has been recognized tliat prolonged sitting in one 
position while driwng an automobile for long distances 
raav result in venous thrombosis in tlie legs. The occur¬ 
rence of thrombosis of major vessels in tire legs of three 
patients who had been watching tele\’ision for pro¬ 
longed periods while sitting in awkward positions 
drew attention to anotlier cause for tlie development 
of thromhophlebitis and arterial occlusion. Tele^nsion 
lends itself peculiarly to prolonged sitting during 
which the legs may not be moved mucb or at all, since 
the \iewer must face the screen to watch the program, 
in contrast to hstening to the radio where the listener 
may move about at unll. In two of the patients de¬ 
scribed below venous thrombosis occurred in the legs, 
with pulmonary’ embolism. In the third patient throm¬ 
bosis of the femoral artery' occurred as the result of 
prolonged sitting while the patient was watching tele- 
sision with her legs tucked under her, which was her 
fasonle way of sitting during teles'ision programs. 

Report of Cases 

CcsE l.-A 79-year-old physician was seen on Sept. 10, 1956, 
with a histow of pain and swelling of the left leg which had 
been present for one week. The sjmptoins had appeared after 
is had been sitting still for one and one-half hours watching 
itieslsion. The left leg had been in an awkward position with 
frcsure against the popliteal space during this period. Severe 
-piin appeared behind the left knee immediately after the pro- 
•' nred sitting. When he was seen there was edema of the left 
rt, and the left calf was 2 cm. greater in circumference than 
, i-s right. The left popliteal space was very tender and so was 
calf. Homans sign was negative. A diagnosis was made of 
*,™^*^™”''bophlebitis of the left leg. He was hospitalized and 
therapy with heparin and bishydroxycoumarin 
,, '^^ujI). The heparin was ssithdrawn three days after 
^^sion but therapy with bishydroxycoumarin was main- 
, days after stopping the heparin therapy, the pa- 

c'eloped sudden pain in the right side of the chest. Two 
^ .i ter the development of chest pain tliere was x-ray e\'i- 
effusion and thickening, with increased density’ 
! phrenocardiac angle. The diagnosis was that of a 
onaiy infarct. Heparin was given in addition to bishy- 
‘ gradual clearing of signs in the chest and 

' the symptoms in the legs. He has done well since 

^ cgc in October, 1956, with no postphlebitic sy'mptoms. 

^ " witli a 

’'bl" sitf 'vatched telesrision four w’eeks previously' 

bd f'p throw’n over the side of a sofa chair 

_ ^ s^sleep. He awo ke about an hour later with dis- 

'■ij, isi Medicine, Woman’s Medical CoUege of Pennsyl- 

epartmenl of Medicine, Albert Einstein Medical Center. 


comfort in the right leg and development of swelling and in¬ 
creased pain in the leg the following day. He had been treated 
with bed rest and penicillin for four weeks before being seen. 
On examination, the right calf was tender and w'as 2 cm. greater 
in circumference than the left. Homans’ sign w’as negative. The 
right foot was warmer than the left. There was no pallor, 
cy'anosis, or rubor of the extremities. Blood pressure was 
140/190 mm. Hg. Rales were heard at both bases. Heart and 
abdomen appeared normal. A diagnosis was made of thrombo¬ 
phlebitis of the right leg with findings suggestive of pulmonary 
emboli. He was hospitalized and placed on heparin and 
bishydroxycoumarin therapy. X-ray of the chest disclosed evi¬ 
dence of pulmonary infarction at the right base. His sy’mptoms 
subsided gradually with anticoagulant therapy’, and he was 
discharged at the end of three weeks in the hospital with shght 
residual edema. 

Case 3.—A 39-year-old woman came in on April 21, 1952, 
with a history’ that on April 15th she had been sitting with 
the left leg tucked under her off and on for at least two hours 
while watching telexision. When the patient stood, the foot then 
the leg seemed numb, dead, white, and cold. She massaged 
the leg, but soreness and numbness as well as pallor persisted. 
She stated that her favorite position while watching telexision 
xx'as to hax’e her legs tucked under her. On examination, no 
pulses were palpable in the left leg, ex'en in the femoral artery. 
Osdllometric readings xx’ere almost zero in the left leg and 
loxx’er thigh and xx’ere normal in the right leg. The left foot and 
leg xx'ere distinctly colder than the right. Color changes on 
elevating the legs disclosed rapid blanching of the left foot. On 
dependency’ the left foot flushed sloxx’ly, xxith final discoloration 
of the first toe. Blood pressure xx’as 132/184 mm. Hg. Heart, 
lungs, and abdomen appeared normal. This patient’s condition 
gradually improx’ed xxith x'asodilator drugs, although she still 
has intermittent claudication on xx-alking about a block and a 
half. The left femoral pulse is still absent. 

Comment 

MTiile watching television programs a v’iewer may 
sit for hours at a time in a relatively static position, per¬ 
haps mox’ing only occasionally. Homans * has empha¬ 
sized the frequency of thrombosis of the deep leg veins 
as the result of prolonged sitting, particularly in auto¬ 
mobiles. Tall men are pecuharly susceptible to venous 
thrombosis after long automobile trips." Simpson ^ re¬ 
ported 21 sudden deaths from pulmonarj’ embolism in 
persons in or leax'ing air-raid shelters in World War II. 
The cause was found to be venous thrombosis in legs, 
resulting from long periods of sitting on chairs or 
benches xvith the edges compressing the veins. Wright ■* 
has pointed out the importance of moving frequently 
and remoxong girdles and other clothing that bind in 
the fold of the groin during travel that requires pro¬ 
longed sitting. 
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One need not belabor the point that stasis is a 
contributory factor in the development of venous 
thrombosis. Television viewing, which requires 
that the individual face the screen for long periods, 
ma\' create a favorable situation for the develop¬ 
ment of thrombosis of veins and also of arteries, 
particularly if the legs are not moved frequently 
or if there is compression of the popliteal vein as 
the result of awlavard sitting with pressure on the 
poplilteal space. Television viewers should get up 
and move about at least once an hour in addition 
to moving the legs frequently. Girdles and other 
tight garments should be removed before pro¬ 
longed television viewing. It is of possible signifi¬ 
cance that the t\\'o patients who developed venous 
thrombosis were elderly. 

Summary 

Three patients developed major tlirombosis in 
the legs, turn in the veins, witli pulmonary embo¬ 
lism, and one in the femoral artery, following pro¬ 


longed sitting in awkward positions while view¬ 
ing television programs. Prolonged television riew- 
ing without moving the legs, particularly by elderly 
individuals, may cause sufficient stasis to'produce 
venous and arterial thrombosis. Television viewers 
should get up and move about at least once an hour 
in addition to moving the legs frequently. Girdles 
and other tiglit garments should be removed be¬ 
fore prolonged television viewing. 

2034 Spruce St. (3). 
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IMPLANTATION METASTASIS AFTER NEEDLE BIOPSY OF LIVER TUMOR 


Samuel Zelman, M.D., Topeka, Kan. 


Implantation of tumor cells m the track o 
leedlc biopsy of the liver apparently occurs rardy 
t was observed in one reported instance after nee 
ispiration of a malignant hepatoma. Another m- 

itance involving hepatoma was “ J!/''’ 

mssion.’ It has not been encountered m Schiffs e_ 

;ensive experience.’ The ‘pj 

vnlv such in an experience which included 41 aspi 
mtd malignant trfmors, 34 of them from the hver. 

Report of a Case 

A 59-ye».old male W »» 

an adenocarcinoma of t lercc an Beginning in 

served regularly g.„dual weis''* I"”’ 

STenWglme,;.. and a TopsJT,hft: 

phosphatase level. Needle aspi revealed meta- 

through an anterior ^,er, 1956, a metastatic 

static adenocarcinoma. In Secern ^ 


e.xamination, both nodules were found to consM of adeno¬ 
carcinoma. The patient died in January, 1957, when 
tensive metastases were found at autopsy. 

Comment 

This is the third known instance of implantation 
metastasis after aspiration of liver tumor and th 
first involving metastatic 1 ver tumor. ^ 
such an occurrence, as well as the ^ Xh 

prognosis of malignant tiunors rn fte J™ • * 
relieve concern regarding the possi ® ^ 

of metastases along the track of needle b.op) 

the liver. 

Dr. Phyllis J. Burden of the Medical Serwee gave P« 
mission to report the case. 
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SOCIAL SECURITY FOR PHYSICIANS 

1. THE OLD AGE, SURVB'ORS AND DISABDLITY INSURANCE PROGRAM (OASDI) 


The United States Social Security Act, passed in 
193-5, contains several different programs under the 
general heading of “Social Security.” We are con¬ 
cerned here only with tliat portion of tire act orig¬ 
inally knowTi as the Federal Old Age Benefit System, 
later the Old Age and Siu^nvors Insurance program, 
and now, after many amendments, the Old Age, 
SiiiA-ivors and Disability Insurance Program. The 
original objective sought was twofold in character: 
(1) to remove older workers from tlie labor force 
and (2) to proWde a federal basic rhinimum retire¬ 
ment benefit to such workers. 

The act originally contemplated and prowded for 
a close relationship between tire amount of Social 
Security ta.xes paid and tire benefits received by 
retired workers. The plan was relatively simple. 
Only retired workers over 65 were to receive bene¬ 
fits. A contributory system was established based 
on special ta.xes paid by workers and employers. 
The proceeds were invested in government securi¬ 
ties which were maintained in a special fund. 

Since 1935 tire program has been changed in 
many fundamental respects: 

1. Coverage has been broadened so that sub¬ 
stantially tire entire working population is now cov¬ 
ered, plus their dependents and surrdvors. Only' self- 
employ'ed physicians, certain government employ'ees, 
and a few other small groups are e.xcluded. 

2. Existing benefits have been increased, new 
benefits and beneficiaries added, and Social Security 
tax schedules changed. The original objective of in¬ 
come maintenance for retired workers, later for their 
sunivors ^d dependents, was broadened signifi¬ 
cantly in 1954 and 1956 when special income main¬ 
tenance provisions were included for the disabled. 

In broad outline tire act, as presently constituted, 
includes die following provisions which are of par- 
icular interest to self-employ'ed phy'sicians. 

Social Security Taxes 

The self-employed pay Social Security taxes an- 
nua y on the first 84,200 of income. The tax is paid 
le time of filing the indix'idual income tax re- 
th™- regardless of age and whether or not 

TVi” t receiving Social Security benefits, 

tav table shows current Social Security 

and presently scheduled increases for the 
selt-employed: 

Tax (VoX?4.?CO) 

■ $ 141.75 
173.23 

204.75 
236.25 

267.75 


The taxes computed in this table xx'iU, of course, 
be appreciably' higher if the tax rate or the base 
earnings taxed are increased by' any' future Congress. 
Several bills now in Congress include increased 
ta.xes and higher base earnings subject to tax. 

Eligibility for Benefits 

Old Age Retirement Benefit.—You are eligible for 
retirement benefits at age 65 if y'ou are (a) “fuUy 
insured,” (bj have retired, and ( c) have apphed for 
pay'ments. You are “fuUy' insured” at retirement age 
if y'ou have a “quarter of coverage” for each txx'O 
calendar quarters after 1950. A “quarter of coverage” 
corresponds to a calendar quarter, and is considered 
a “covered” quarter if self-employ'ed earnings dur¬ 
ing that y'ear are at least 8400. To reach “fuUy in¬ 
sured” status one must have at least six quarters of 
coverage. The attainment of 40 quarters of coverage 
entitles one to a “fuUy insured” status for life. A 
1954 prox'ision wth respect to disability permits a 
covered worker to omit quarters during which his 
earnings record was “frozen” due to disability. 

Eligibility for a retirement benefit also requires 
satisfaction of a work test. Between ages 65 and 
72 y'ou may' not earn more than 81,200 in a y'ear 
and receive benefit pay'ments for all 12 months of 
the y'ear (at age 72 the work test provision does 
not apply'). In general one months benefit is lost 
for each 880 or fraction thereof of earnings over 
81,200 in a year. However, the monthly' benefit may 
be paid no matter how much the 81,200 maximum 
is e.xceeded for any' month in which tlie self-em¬ 
ploy'ed person does not render “substantial serx'ices 
in self-employment.” The Social Security Adminis¬ 
tration has defined “substantial serx'ices” as actix'ely 
engaging in the operation of one’s trade or business. 
Decisions are made on the facts in each case. Income 
from savings, investments, pensions, and insurance 
is not included under diese prox'isions. 

The present maximum monthly' benefit payable 
to the retired xvorker is 8108.50. 

Retirement Payments to the Self-employed Work¬ 
ers Wi/e.—The xx'ife of a retired “fully' insured” 
xx'orker is eligible for retirement pay'ments if she is 
age 62 or ox'er, or has a dependent child xx'ho is 
under 18 or disabled. The xx'ife at 65 receix'es one- 
half of the monthly' pay'ment to the self-employ'ed 
retired worker. The applicable amount, for example, 
for a 65-year-old xx'ife xx'hose husband xvas receix'ing 
maximmn retirement benefits xvould be 854.30; the 
total for the couple xx'ould be 8162.80. Similarly, a 
xxife of a retired self-employ'ed xx'orker receiving 
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Mxinimn benefits who liad a dependent child under 

receive the same amount 
(5-04.30 monthly) regardless of her age. A retired 
worker s wife betxveen ages 62 and 65 receives a 
reduced benefit. A wife below the age of 62 without 
a dependent child under the age of 18 or disabled 
child receives no benefit. 

Survwors Benefits.—Monthly payments are made 
to a uddoiv age 62 or over of a self-employed worker 
wlio was fully insured” at death. Such a widow re- 
ccives a ina.virnum benefit of $81.40. A widow of any 
age (oi a dependent divorced wife) with a depend¬ 
ent child under 18 or disabled of a self-employed 
worker who at death was covered under the act 
(not necessarily “fully” insured) is also eligible for 
a survivor payment. The maximum amount for a 
u'idow witli one child is $162.80 and for a widow 
witli tu’o children, $200. Payments cease when the 
cliildren reach 18. The widow again receives a bene¬ 
fit when she reaches 62. 

Ltwip Sum Payment at Death.—The widow of a 
self-emplo\'ed covered ^^'orker receives a maximum 
lump sum death payment of $255 for burial ex¬ 
penses. 

Disability Bene fits.—A self-employed worker at 
age 50 adjudged to be disabled as defined in the 
law who is “fully insured” and who has been cov¬ 
ered for at least 20 quarters in tlie 40 calendar 
quarters before the onset of tlie disability is eligible 
to receive the retirement benefit that he would 
have received if he had reached the age of 65 
($108.50 maximum). No reb'rement benefit is pro¬ 
vided for wives or dependent children under tire 
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Social Security Trust Fund 

Social Security taxes cannot by law be earmarked 
All taxes are transmitted to the Treasury of the 
United States Government. The fund however is 
credited by Ac Treasury with receipts equivalent 
to die Social Security taxes received. The fiscal pro¬ 
cedure is for the Treasury to transmit to the fund 
special bonds designated as “public debt obligations 
for purchase by the Trust Fund.” Interest on these 
public debt obligations is applied in tlie same wa}'. 
The fund represents the surplus of Social Securit}' 
taxes over the benefits paid out plus the accrued 
interest less administrative expenses. Its value is 
represented by the special bonds issued by tlie 
Treasury wliich become a part of the public debt. 

The Social Security taxes, plus the accrued in¬ 
terest, projected tlirough 1975 are designed to in¬ 
sure revenues adequate to meet the obligations to 
eligible beneficiaries. In years when Social Security 
tax revenues are less than that year’s benefit pay¬ 
ments tile trustees of tlie reserve fund exchange the 
special non-negodable bonds for negotiable bonds 
from the United States Treasury and sell tliose 
bonds on tlie open market. No attempt is made to 
build up a reserve fund actuarially equal to the 
total projected obligation now estimated at ap¬ 
proximately 250 billion dollars. 

The principal purpose of the reserve fund as it 
was established in 1935 is to insure the continuation 
of contributory, special taxes from workers and em¬ 
ployers, tlie proceeds of which, together with ac¬ 
crued interest, are designed to underwrite tlie total 
cost of the program. It is tlie contention of die pro- 


existing program. 

Disabilit)' under the act is defined as “any med¬ 
ically determinable physical or mental impairment 
which can be expected to be either of indefinite 
duration or result in death, and which renders an 
individual unable to engage in any substantial gain¬ 
ful activity.” 

Constitutionality 


ponents of the reserve fund mechansim that the con¬ 
tributory system could not have been established 
M-ithout a reserve fund identified as such, into 
which excess tax payments were placed as earmarked 
special bonds. The reserve fund is said to insure 
that die general revenues of the government will 
never be used to pay Social Security benefits. In 
1950, to underscore this objective of the reserve 
fund the Congress voted that general revenue shall 


In 1937 the constitutionality of die Federal Old 
Age Benefit program was argued before die Su¬ 
preme Court. In general the affirmative decision of 
die act's constitutionality was based on the argu¬ 
ment by die government that this program was not 
“insurance” but a public welfare program based on 
taxation and die payment of benefits by die govern¬ 
ment on a statutory and noncontractual basis. The 
Supreme Court construed die program to be witliin 
the spirit of the general welfare clause of the Con¬ 
stitution on the basis of this argument. Notwidi- 
standing the clear position of the Court that the 
Federal Old Age Benefit program was not insurance. 
Congress in 1939 changed the name of the program 
from Federal Old Age Benefit to Old Age and Sur¬ 
vivors Insurance. The word “insurance has been 
used routinely since that time to describe the pro¬ 


not be used in this program. 

Many students of Social Security and government 
fiscal management contend that die reserve fund is 
a fiction that serves no useful purpose. They con¬ 
tend that the fund consists only of earmarked gov¬ 
ernment obligations and diat the interest applied 
to the account is in effect a double taxation on the 
people. They point to the repeated evidence oj 
misunderstanding concerning the nature of tlie fund 
as shown by congressional attempts to add new ex¬ 
pensive programs based on the false notion a 
idle cash is available in die fund. Furthermore, 
these opponents contend the fund promotes me c 
tion of absolute “rights” to benefits based on par 
ownership of the fund. The beneficiaries of the tuna 
in a true sense, they say, are anonymous and current 
taxpayers have no statutory or other nght to an) 
portion of the bonds in the trust fund. 


gram. 
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Given a Social Security program, it can be said 
that a reser\'e fund proWdes certain practical ad¬ 
ministrative advantages but at the same time pro¬ 
motes dangerously false concepts of the nature of 
tlie program. 

Futm-e Program 

This Congress ssill consider numerous amend¬ 
ments to OASDI which increase benefits and ta.\es, 
and introduce fundamentally new concepts. To tlie 
medical profession tlie most important are those 


which for the first time authorize hospital or med¬ 
ical care in addition to cash benefits. A specific 
proposal that \vill undoubtedly receive wide sup¬ 
port is the reimbursement of hospitals by the fund 
for hospitalization of eligible retired Social Security 
beneficiaries. It is also being proposed that the pres¬ 
ent cash payment to eligible disabled beneficiaries 
at age 50 be made regardless of age and—of special 
interest to medicine—that rehabilitation of the dis¬ 
abled person be financed through OASDI funds. 


COUNCIL ON DRUGS 


Report to the Council 

The Council has authorized publication of the following report. 

H. D. Kautz, M.D., Secretary. 

The Registry, established under the direction of the Subcommittee on Blood Dyscrasias of 
the Committee on Research, has received 257 case reports from 74 cooperating physicians in 
which a dyscrasia was suspected as having been caused by drugs or chemical substances. 
A review of these reports reveals that 10 cases were apparently associated with the use of the 
new drug promazine hydrochloride. Since the Registry is intended as a system for the alert¬ 
ing of physicians, it was concluded that the possible association of these cases with the 
use of this drug was sufficiently suggestive to warrant bringing this fact to the attention of 
the medical profession. 

Noknian De Nosaquo, M.D., Secretary, 
Committee on Research. 


BLOOD DYSCRASIAS ASSOCIATED ^VtTH PROMA7TNE 
HYDROCHLORIDE THERAPY 


A reiiew of the reports received by the Registry' 
since July, 1956, revealed 10 cases of blood dyscra¬ 
sias apparently associated vdth promazine (Sparine) 
hydrochloride therapy. A search of the English- 
language medical literature to the date of the 
preparation of this statement has uncovered two 
ease reports of granulocy1:openia associated vdth 
promazine hydrochloride therapy, one of which is 
among those reported to the Registry'. Wyeth 
Laboratories has been most cooperative and has 
supplied an additional record of 8 cases not pre- 
uously reported to the Registry', bringing the total 
which promazine therapy' was sus¬ 
pected as being associated smth a case of blood 
>scrasia. It should be pointed out that in ses'en 
ances tire patients reeeived other drugs such 
rtin? (Thorazine) hydrochloride. Al- 

riifpa - 1 .°^ blood dy'scrasias asso- 

nrnb 1 promazine hydrochloride 
^ reported, it has been sug- 

is relati M incidence of a dyscrasia 


Although depression of granulocytes was prom¬ 
inent in every' case reported, the bone marrow 
studies in some cases indicated a depression of 
other cellular elements as well. Of the 18 knosm 
cases, we have information that 4 ended fatally. In 
cases that were identified early', cessation of use of 
the drug and institution of appropriate measures 
were usually' followed by' fairly' prompt recovery. 
Phy'sicians who prescribe promazine hy'drochloride 
should instruct attendants, nurses, and patients to 
discontinue use of the drug and to report imme¬ 
diately if there is any sudden occurrence of symp¬ 
toms such as sore throat, fever, or malaise. These 
instructions must be stressed. The interim blood 
cell cmmts alone cannot be relied upon because 
the condition could develop suddenly' between 
routine examinations. 

Wyeth Laboratories has included a forceful 
warning and has placed it prominently in the leaf¬ 
let available to the medical profession. The firm 
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CSC 


should be commended for its diligence and willing- 
to ^“b^rantitteein ibS 

SnL f.e d *“ of PVicians: 

tlie drug may possess potential for some 


Oct. 12, 1957 

harm, the subcommittee suggests that 
hmit its use to ftose conditi^fs fa 

w arranted and avoid its use in the treatment of 
trivial or minor complaints. 




Report to the Council 

The Council has authorized publication of the following report. 

H. D. Kautt;, M.D., Secretary. 

The following recommendations on first-aid measures for poisoning have been adopted hu 
the Conmutlee on Toxicology These recommendations are made in response to nmnerot/s 
requests to the American Medical Association for general instructions for poisoning emergen¬ 
cies. They are intended for use in educating the public in what to do when poisoning occurs. 

Bernabd E. Conley, Ph.D., Secretary, 
Committee on Toxicology. 


RECOMMENDATIONS OF COMMITTEE ON TOXICOLOGY 
ON FIRST-AID MEASURES FOR POISONING 


Emergency Telephone ’Numbers: 

PHYSICIAN .FIRE DEPT. 

HOSPITAL . (resuscitator) 

PHARMACIST.POLICE. 

RESCUE SQUADS . 

Tlie aim of first-aid measures is to help prevent 
absorption of tlie poison. SPEED is essential. First- 
aid measures must be started at once. If possible, 
one person should begin treatment while another 
calls a physician. When this is not possible, the 
nature of the poison w'ill determine w'hether to call 
a physician first or begin first-aid measures and 
then notify a physician. Save the poison container 
and material itself if any remains. If the poison is 
not knowm, save a sample of the vomitus. 

Measures To Be Taken Before Arrival of Physician 

I. Stoallowed Poisons 

Many products used in and around the home, 
although not labeled “Poison,” may be dangerous 
if taken inteniaily. For example, some medications 
which are beneficial when used correctly may en¬ 
danger life if used improperly or in excessive 
amounts. 

In all cases, except those indicated below, RE¬ 
MOVE POISON FROM PATIENT’S STOMACH 
IMMEDIATELY by inducing vomiting. This can 
not be overemphasized, for it is the essence of the 
treatment and is often a lifesaving procedure. Pre¬ 
vent chilling by wrapping patient in blankets if 
necessary. Do not give alcohol in any form. 


A. Do Not Induce Vomiting If; 

1. Patient is in coma or unconscious. 

2. Patient is in convulsions. 

3. Patient has swallowed petroleum products 
(i. e., kerosene, gasoline, lighter fluid). 

4. Patient has swallowed a corrosive poison 
(s 3 ^mptoms: severe pain, burning sensation 
in mouth and throat, vomiting). 

CALL PHYSICIAN IMMEDIATELY 

(a) Acid and acid-like corrosives: sodium 
acid sulfate (toilet bowl cleaners), 
acetic acid (glacial), sulfuric acid, 
nitric acid, oxalic acid, hydrofluoric 
acid (rust removers), iodine, silver ni¬ 
trate (st>'ptic pencil). 

(b) Alkali corrosives: sodium hydroxide- 
lye (drain cleaners), sodium carbonate 
(washing soda), ammonia water, so¬ 
dium hi^ochlorite (household bleach). 

If tlie patient can swallow after ingesting a cor- 
rosive poison, tlie following substances (and 
amounts) may be given: 

For acids; milk, water, or milk of magnesia 
(1 tablespoon to 1 cup of water). 

For alkalis; milk, water, any fruit juice, or 
vinegar. 

For patient 1-5 years old—1 to 2 cups. 

For patient 5 years and older-up to 1 quail. 

B. Induce Vomiting When Non-corrosive Sub¬ 
stances Have Been Swallowed; 

1. Give milk or water (for patient 1-5 years 
old-1 to 2 cups; for patient over 5 years- 
up to 1 quart). 
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2. Induce vomiting by placing the blunt end 
of a spoon or your finger at the back of the 
patient’s throat, or by use of this emetic— 
2 tablespoons of salt in a glass of warm 
water. 

iVlien retching and vomiting begin, place patient 
face do\\'n with head lower than hips. This pre¬ 
vents vomitus from entering the lungs and causing 
furllier damage. 

II. Inlmlccl Poisons 

1. Cany' patient (do not let him walk) to 
fresh air immediately. 

2. Open all doors and windows. 

3. Loosen all tight clothing. 

4. Apply artificial respiration if breathing has 
stopped or is irregular. 

5. Prevent chilling (w-rap patient in blankets). 

6. Keep patient as quiet as possible. 

7. If patient is cons'ulsing, keep him in bed in 
a semidark room; avoid jarring or noise. 

8. Do not give alcohol in any form. 

III. Skin Contamination 

1. Drench skin w'ith water (shower, hose, 
faucet). 

2. Apply stream of water on skin while remov¬ 
ing clothing. 

3. Cleanse skin thoroughly with w'ater; rapidity 
in washing is most important in reducing 
extent of injury’. 

IV. Eye Confnminflfion 

1. Hold ey'elids open, wash eyes with gentle 
stream of running water immediately. Delay 
of few seconds greatly increases extent of 
injury'. 

2. Continue washing until phy'sician arrives. 

3. Do not use chemicals; they may increase 
e.xtent of injury’. 

V. Injected Poisons (scorpion and snake bites): 

1. Make patient lie down as soon as possible. 

2. Do not give alcohol in anv form. 


3. Apply tourniquet above injection site (e. g., 
between arm or leg and heart). The pulse 
in vessels below the tourniquet should not 
disappear, nor should the tourniquet pro¬ 
duce a throbbing sensation. Tourniquet 
should be loosened for 1 minute every’ 15 
minutes. 

4. Apply ice-pack to tlie site of the bite. 

5. Carry’ patient to phy’sician or hospital; DO 
NOT LET HIM m4lK. 

VI. Chemical Burns 

1. M^ash with large quantities of running water 
(except those caused by phosphorus). 

2. Immediately’ cox'er with loosely’ applied 
clean cloth. 

3. Avoid use of ointments, greases, powders, 
and otlier drugs in first-aid treatment of 
bums. 

4. Treat shock by keeping patient flat, keeping 
him warm, and reassuring him until arrival 
of phy’sician. 

Measures to Prevent Poisoning Accidents 

A. Keep all drugs, poisonous substances, and house¬ 
hold chemicals out of the reach of children. 

B. Do not store nonedible products on shelves used 
for storing food. 

C. Keep all poisonous substances in their original 
containers; do not transfer to unlabeled con¬ 
tainers. 

D. WTien medicines are discarded, destroy them. 
Do not throw them where tliey might be 
reached by children or pets. 

E. MTien gixlng flavored and/or brightly colored 
medicine to children, always refer to it as medi¬ 
cine—neuer as candy'. 

F. Do not take or give medicine in the dark. 

G. READ LABELS before using chemical prod¬ 
ucts. 


CHEMICAL LABORATORY 


The Chemical Laboratory has authorized publication of the following statement. 

Walter Wolman, Ph.D., Director. 


• lonographs of tests and assays for new and non- 
0 cial dnigs adopted by the Chemical Laboratory’ 
0 tie American Aledical Association represent an 
egression of opinion as to what might constitute 
equate tests and assay’s to serv’e as a reference 
gpi e to those interested in the identity’ and quality’ 
0 a neu’ and nonofficial dmg. 

ini monographs are published in Uie 

Standards for tliose interested in the 
s of the procedures. Monographs on the 


following drugs have appeared in the July-August, 
19o/, issue of that journal. The cooperation of the 
listed pharmaceutical firms that furnished samples 
and data is acknowledged. 

Cyclizine.(Bunroughs Wellcome & Co., Inc.) 

Cyclizine hydrochloride.!Burroughs Wellcome & Co., Inc.) 

Cyclizine lactate.(Burroughs Wellcome & Co., Inc.) 

Meclizine hydrochloride (Pfizer Laboratories) 

Mephentermine.(Wyeth Laboratories) 

Aylidrin hydrochIoTide...(ArIington-Funk Laboratories) 
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X answered by unanimous agreement of all health 
.^loups lather than incidental opinions, and it is 
up to loca medical leaders to coordinate such in- 
01 mation before, not after, announcement is made 
to (lie public. 


Tiic second Special Committee on Influenza re¬ 
port attempts to prevent duplication of health ef- 
oifs, as well as to prevent conflicting information 
horn reacliing the public. In disseminating health 
mfonnation. c.xpcriencc has proi^ed that successful 
lesults are more easily achieved when the audience 
icspects the reliability of the source. Integrated 
knowledge can not only prevent confusion but, 
inoreovc'r, can reduce morbidity. 


THE PHILADELPHIA MEETING 

The forthcoming meeting of (he American Medi¬ 
cal Association in Philadelphia will provide an 
opportunity for all members to learn first hand what 
their Association is doing on their behalf. It also 
offers an opportunity for others to observe how the 
medical profession through organized efforts is 
serving the pulilic. Reports covering all phases of 
.Association acti\’ily will be presented to the House 
of Delegates, and any member is welcome to attend 
the meetings of the House. In fact, all members are 
urged to attend. 

Philadelphia as a convention city has much to 
offer. For those interested in sightseeing, for those 
with an interest in medical schools and hospitals, 
and for those with an eye for history, this city is 
well know'll. But, in addition, there will be todays 
modern medical concepts as revealed by leaders in 
all branches of medical life. And also there will be 
the occasion to review W'hat the American Medical 
Association has done during 1957 and what are 
some of its plans for the future. 

Time and time again people are heard to criticize 
something of w'hich they haA'e little personal knowl¬ 
edge. Or they are heard to complain about an action 
taken by their medical socieh' but on questioning ad¬ 
mit they have made no attempt to express their view’s 
to the society. The purpose of organizing into so¬ 
cieties is to permit an exchange of ideas and to 
encourage cooperatively that which is good. All phy¬ 
sicians should be members of their county, state, 
and national medical associations to share and 
benefit from a program for the exchanging of ideas. 
And they should not hesitate to express their views 
no matter how' divergent thej' may seem to be. 
The view's may not be in accordance w'ith the 
expressed w'ishes of the majority, but at least they 
w'ill have been aired and shared. But if a dissenting 
doctor does not even attend the meetings of his 
society, he cannot expect to exert an influential 
voice. Nor should his views be expected to weigh 
heavily with others if he seems to be so little in¬ 
terested in his colleagues that he does not wish to 
associate with them at medical meetings. 


There are so many problems confronting medicine 
today that any meeting is certain to provide dis¬ 
cussion on some topic of interest for all members 
ot the profession regardless of their field of ach^’ih^ 
Medical education, retirement plans, malpractice 
medical care for the public and for die armed 
forces, civil defense crises, new’ treatments and diag¬ 
nostic measures, visual aids, corporate practice of 
medicine, medical ethics, and other subjects too 
numerous to mention are discussed and discussed 
again and again at medical meetings. And diey are 
now’ a part of the everyday life of die doctor, 
W'hether he be practitioner, administrator, teacher* 
01 researcher, as they have never been prei'iously. 
The doctor as an individual mxist be informed on 
W’hat is new’ for him and his patient. And for his 
ow’n good and for his patients’ w’elfare he must 
know' what problems are facing his profession as a 
W’hole. Wbth such information he can better meet 
bis obligations. IVithout it he may find himself in 
some embarrassing situations from time to time. 
The Philadelphia meeting is designed to focus atten¬ 
tion on such areas of interest and to permit die 
Association as an organization to report to its mem¬ 
bers. Now' it is up to the members to learn first hand 
some of the things they are receiving for their dues. 


SOCIAL SECURITY FOR PHl'SICIANS 


The House of Delegates of the American Medical 
Association at the June, 1957, meeting reaflSrmed 
its long-standing opposition to the compulsory 
coverage of physicians under the Old Age and 
Sur\’i\’ors Insurance provisions of the Social Se¬ 
curity Act. The House also recommended a stepped- 
up informational program w’liich w'ould e.vplain 
to every Association member the reasons underlring 
the policy on this issue. 

To help carry out that directive, The Journal 
this w'eek begins publication of a series of three 
ayticles on “Social Securit)’ for Physicians,” w'hich 
W’ill be appearing in the Special Article section. 
This week’s article, “The Old Age, Survivors and 


Disability Insurance Program (OASDI), is on page 
683. Part 2 of the series, entitled ‘Tosition of the 
Medical Profession Concerning the Coverage of 
Physicians Under the Social Security Act, w'ill be in 
the October 19 issue. Tlie October 26 issue w’ill car¬ 
ry part 3, called “Survivorship Benefits-die Bait 
Although there are differences of opinion vridiin 
the profession on this question, all evidence to date 
indicates that a majority of physicians agree w’ith 
the Association's policy. However, during the past 
year or so the picture has been somew’hat confused 
by tire vigorous drum-beating efforts of the lefhs 
Physicians Forum. It is hoped, therefore, t at 
series of articles-and subsequent material to he 
published by The Journal-wiU help clarify tn 
issue and enable ph)’sicians to reach a c ear 
decision based on facts rather than propaganda. 
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ASIAN INFLUENZA-A SPECIAL REPORT TO MEDICAL SOCIETIES 

The following report, prepared by a subcommittee consisting of Drs. Charles W. Steele, Chair¬ 
man, Lewiston, Maine; Dadd Henry Poer, Atlanta, Ga.; and Roscoe L. Sensenich, South Bend, 
is presented for the guidance of the medical profession by the A. M. A. Special Committee on 
Influenza and has been authorized for publication in The Jourxal. 

Frank W. Barton, Secretary. 


Tlie success of any program designed to minimize 
tlie medical and health problems arising from an 
Asian influenza epidemic, should it materialize, will 
depend on die leadership and extent of participation 
of the medical profession. The public looks to the 
medical profession for this leadership in these emer¬ 
gency situations and American medicine wants a 
sound medical plan and an effective organization to 
meet the medical aspects of any epidemic. Experi¬ 
ence has shown tlie infecting virus of Asian influenza 
to he highly contagious, accompanied by a rapid 
onset and high incidence or attack rate. For these 
reasons, tlie A. M. A. Special Committee on Influen¬ 
za points to the fact tliat tlie ability of tlie medical 
profession to discharge its responsibilities in tlie 
event of an epidemic of tliis nature will depend 
largely on how promptly they have taken steps to 
plan ahead. 

To assist medical societies in organizing the health 
resources of tlie community to meet the emergency 
requirements of an Asian influenza epidemic, the 
Committee feels that a resdew of some of the factors 
to be considered, togedier with suggested operation¬ 
al guides, might be helpful. In considering the prob¬ 
lem in broad terms, the twofold objective of this 
report is (1) to assist in the formulation of medical 
and health plans that can be put into operation in 
the event an epidemic occurs and (2) to assist state 
and local medical societies in cooperation with offi- 
eid health agencies to plan a program tliat will 
achieve the highest level of vaccination possible, in 
accord with local priority' plans, with the amount of 
vaccine available. 

Many of the state and county medical societies 
a\e already prepared excellent plans and are other- 
v^ise actively engaged with preparedness programs. 

G Committee suggests tliat an exchange of pro- 

" plans among states, as well as between 

ons ituent medical societies, might be of practical 

a ue in the coordination of activities, as well as in 

rei ormity of action in special phases of the pro¬ 
gram. i r- e 


consists of Drs. Harold C. LneU 
Hugh H Hu" “ , APP'‘'-,Co"ea F. Enloe Jr., Carroll P. Hungat. 


For tlie past two months, special articles have 
been published in The Journal on Asian influenza, 
and these articles will be continued. Promotional 
materials and guides are available through tlie U. S. 
Public Health Service to assist state and community' 
groups in developing vaccination programs and 
operational plans. 

Because the local health department is the link 
between tlie private physician and the state-federal- 
international reporting system, it is essential that 
this communication be immediate in order to provide 
rapid epidemiologic investigation, including labora¬ 
tory confirmation, where influenza of any ty'pe is the 
tentative diagnosis. Equally as important as the sup- 
ply'ing of information to the local health oflficer is 
the reciprocal opportunity' of receiving up-to-the- 
minute data from the epidemic intelligence sen'ice, 
which is part of the public health make-up. All pub¬ 
lic health officials receive regular reports from state 
and federal sources, and these reports include the 
locations of individual cases, outbreaks, and most 
important tlie exact diagnosis, if and whenever con- 
finned. A unique part of this service is tlie notify'ing 
of local health officials whenever persons, usually 
returning from overseas and known to have been 
exposed to Asian influenza, are returning to tlieir 
community'. 

The Committee recommends that each state, 
county’, and local medical society give consideration 
to: 

1. The formation of plans for comiilete mobiliza¬ 
tion of all health resources at community' level to 
cope with the impact of influenza epidemics on 
normal professional sen'ices and healtli facilities. In 
general, it will be an augmentation of e.xisting sen’- 
ices to meet the anticipated epidemic. 

2. An estimate of anticipated morbidity', duration 
of the epidemic, and number of persons ill at the 
same time, using available e.xperiences and indexes. 

3. A forecast of the number of patients that could 
be treated at home and those requiring hospitaliza¬ 
tion. 

4. A plan for expanded professional care through 
the utilization of all medical personnel, regardless 
of ty’pe of practice. Action to make full use of hospi- 
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tal facilities, likewise, should be explored, such 
curtailment of elective surgery, diagnostic studies, 

5. A determination of effective mobilization plans 
tlirough the use of surveys of hospital resources, 
p ij sici.ins, nurses, and other allied medical per¬ 
sonnel, and other means. 

(5. An assurance of the full utilization of other 
commnnit)' scr\'iccs and facilities, such as home 
nursing care, homemakers service, first aid and care 
to the sick, to supplement the care needed for all 
persons in tlic home and to relieve the demand on 
ho.spitals. 

7. The possible use of FCDA emergency supplies 
and ecpiipment and other civil defense planning. 

S. A system for the dissemination of epidemiolog¬ 
ic information to local physicians available from the 
Public Health Service on the total national situation 
and also on a statc-by-state basis. A program of 
epidemic reports by counties to the state and, in 
turn, reports to the Public Health Service that could 
he made available to physicians would be ideal. 

9. A means for the utilization of a diagnostic lab¬ 
oratory system for the collection of specimens of 
nose and throat washings and blood samplings to 
establish the epidemiology of the disease. Technical 
information on securing, preparing, and forwarding 
of specimens to the laboratory should be dissemin¬ 
ated through state health department channels to 
insure reliable tests and uniformity of laboratory 
data that would indicate the presence or spread of 
the disease. This phase of the program is of tre¬ 
mendous value early in an epidemic. Once an ejii- 
demic has started, further laboratory tests are no 
longer essential. 

10. The closest coordination of state and local 
medical i^rograms with public health agencies and 
state and local health officials is of utmost iiniJor- 
tance. There should also be effectix'e cooperation 
between the health and medical groups and all 
other related community activity. 

11. The admission to hospitals of those persons 
with influenza with complications or those that con¬ 
stitute a special medical problem or risk. The Com¬ 
mittee feels that maximum reliance should be 
placed upon home care of uncomplicated influenza 
cases. 

12. An informational and educational program to 
acquaint the public with factual information as to 
what to do and what to expect. The public should 
be reassured that there is no cause for alarm con¬ 
cerning an influenza outbreak in view of the fact 
the illness is of short duration, it is generally mild 
and with few complications, and it has a very low 
mortality rate. Emphasis should be made concerning 
the close cooperation among national, state, and 
local healdi and medical groups in the formulation 
and operational plans to cope ivith the problem. 


J.A.M.A., Oct. 12, 1957 


Local groups working togetlier can evolve an 
ettective action program, operationally and infor¬ 
mationally. The Committee feels that the possible 
rnagnitude of the problem warrants serious attention 
of local medical societies well in advance of am- 
epidemic outbreak. Too little or too late could be 
disastrous, even though it is recognized that some 
portions of the program may never be used. Local 
medical societies must give the type of leadersliip 
in this matter that the public expects. Even if the 
Asian influenza epidemic should never strike, the 
public and tlie profession would gain by this type 
of organization: first, in health education; second, 
in drawing people in the health groups together to 
form an effective action group which could meet 
special emergency health problems; and, third, it 
could serve as an actual working experience in med¬ 
ical disaster situations, due to either natural or war 
conditions. 

Realizing that some misunderstanding has prob¬ 
ably resulted in the widespread dissemination of 
information with reference to the vaccine program, 
the Committee takes this opportunify to briefly re¬ 
view the achievements in the manufacture, produc¬ 
tion, and distribution of Asian influenza vaccine. 

The progress which has been made in the devel¬ 
opment of a vaccine containing the Asian strain has 
been significant and noteworthy, if not phenomenal. 
The first strains were provided to the manufacturers 
on May 22; the first vaccine was released for general 
use on Aug. 12, and each succeeding week since 
that date increasing lots of the vaccine have become 
steadily available. It is anticipated tliat some time 
in October a maximum weekly production rate of 
5 to 7 million cubic centimeters vdll be reached by 
the six manufacturers who have been licensed to 
produce the vaccine. 

According to Public Healtli Service reports, a pro¬ 
duction goal of 85 million cubic centimeters by Jan- 
imry, 1958, is the present estimate of supply poten¬ 
tial. As of Oct. 1, a total of 13,502,947 cubic 
centimeters of the vaccine had been released for 
civilian and military use. Of this amount, the mili¬ 
tary departments received 4,015,700 cubic centi¬ 
meters, and it is anticipated that by the end of 
October most of the members of tire armed forces 
will have received tlie first of bvo scheduled inocu¬ 
lations. The remaining 9,487,247 cubic centimeters 
has been released tlirough die usual commercial 
drug channels for civilian use. When maximum pro¬ 
duction goals are reached in October, it is esbma e 
that approximately 20 million cubic centoeters or 
more per month will be available for distribution. 

A polyvalent preparation containing an Asian ana 
other stLins of vires, no doubt, would be te 
vaccine' however, die monovalent Asian s 
has been accepted in order to 
and to provide as large a volume as possible for 
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munization. Present requirements call for an anti¬ 
genic vims mass of 200 CCA (chick-cell-egg agglu- 
dnation) units per cubic centimeter. Past e.\peri- 
ence, according to the Public Health Service, has 
indicated tliat a single injection of influenza vaccine 
is about 70^<^ effective. The actual effectiveness of the 
.4sian influenza vaccine cannot, of course, be estab¬ 
lished as yet. Protection develops in 10 to 14 days 
and lasts approximately one year. 

The Public Health Service has undertaken a vig¬ 
orous campaign to urge maximum public use of 
the vaccine just as rapidly as supphes become avail¬ 
able. Dr. Leroy E. Burney, Surgeon General, U. S. 
Public Healtlr Service, noted, “there will not be 
enough time, of course, to produce and administer 
sufficient vaccine to immunize a majoritj' of tlie 
population before the influenza season. However, 
the vaccine is the only known preventive and we 
want to make the best use of it we can.” 

The Public Healtli Serxdce, in cooperation with 
the American Medical Association, is encouraging 
a nationwide voluntarj’ program of vaccination 
against the prevalent strain of influenza. The Public 
Healtli Seri'ice will not request federal funds for 
the purchase or administration of the vaccine, ex¬ 
cept for its own legal beneficiaries. Community' re¬ 
sources, both public and private, should be en¬ 
couraged to provide for persons who are unable to 
pay for such protection. 

At the suggestion of the Public Health Service, 
a voluntary' interstate allocation sy'stem for the dis¬ 
tribution of the vaccine has been worked out by the 
manufacturers to assure an equitable availability' of 
vaccine supplies throughout all parts of the country. 
The voluntary system is patterned along the follow¬ 
ing lines; 

1. Each state would be entitled to shipments of a 
percentage of vaccine produced by' each manufac¬ 
turer equal to the percentage which that state’s 
population bears to the total population of the 
United States. 

2. Out of each week’s vaccine production, manu¬ 
facturers would establish for each state a quota of 
'areine equal to the state’s percentage entitlement. 

3. Vaccine manufacturers would limit their sale 
of vaccine in each state to the quota established for 
that state. 

4. Nlanufacturers would report weekly' to the Pub- 
c Health Serx'ice the net amount of vaccine re¬ 
cased for sale that week and, on a state-by'-state 
^•s, tile amount shipped into each state in terms 

0 amounts sliipped to public agencies and to other 
purchasers. 

j Public Healtli Service would maintain 

a u states regarding the adequacy of 

wn*u ^ supplies under this system and 

a ° modifications in the quotas if it 

Ppeared that supplies were exceeding demand in 
some states. 


Dr. Burney' reported tliat under this system the 
Public Health Service would not contemplate any 
allocation between public agency' purchasers and 
commercial sales. 

Whenever a vaccine is in short supply and the 
demand is great, it automatically creates problems 
of allocation and priority'. How each state’s share 
of its vaccine xvill be distributed is another aspect 
of tlie problem. The State and Territorial Health 
Officers, in a meeting on Aug. 28, recommended 
that priority be given to: 

1. Those individuals whose services are necessary 
to maintain the health of the community. 

2. Those individuals necessary' to maintain other 
basic community serx'ices. 

3. Persons with tuberculosis and others who in tlie 
opinion of tlie phy'sician constitute a special medical 
risk. 

In endorsing this priority' recommendation, the 
A.M.A. Special Committee on Influenza suggests 
that state and local medical societies should consid¬ 
er the application of these recommendations on the 
basis of local conditions and situations. Local 
county' medical societies should take the initiative 
in the organization of local advisory committees, 
composed of physicians, health officials, and repre¬ 
sentatives of other health groups, voluntary' agen¬ 
cies, and civic organizations. Such local advisory com¬ 
mittees would depend upon the local organizational 
plan adopted for their membership. They should be 
established to determine and recommend how the 
distribution should be made and in what order 
groups-should receive it. Additional groups and cate¬ 
gories should be added to the priority listing as the 
quantity' of the vaccine is increased. It is highly' de¬ 
sirable for individual physicians to adhere to locally' 
established priorities under free and voluntary co¬ 
operative arrangements. Local advisory committees 
should publicize among the medical profession the 
priority' system adopted and the basis for such 
determination. Industrial concerns, schools, and 
other special groups will also be guided by the 
recommendations established by local priorities. At 
the same time, an intensive public educational pro¬ 
gram should be instituted concerning the state vac¬ 
cine allocation and priority program. Tliis alone 
should relieve some of the pressure and clamor from 
individuals to their physicians for the vaccine. 

In suggesting factors for consideration in the 
formulation of operational plans in the event an epi¬ 
demic occurs, the Committee realizes that each 
state and each community will have to develop its 
own program within the framework of local prac¬ 
tices, conditions, and resources and the particular 
difficulties confronting the community. The Com¬ 
mittee visuahzes the problem as basically a local 
one w'hich can be met only by a carefully designed 
program tailored to local requirements with local 
health and medical groups working together in a 
team approach. 
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COUNCIL O N MEDICAL SERVICE 
the senior citizen and his community 


Frederick C. Swartz, M.D., Lansing, Mich. 




In e\'ery community, wliether large or small, there 
i.s an increasing number of people being looked 
upon as .senior citizens. A generation or tn'o ago 
this group was not so large. The small community 
odd jobs and farming actii'ities took care of many of 
those who could work. The family philosophy of 
being responsible for their own took care of a large 
part of the remainder. 

.As a problem the oldster did not present the 
urgency that is thought to be there today. In a 
community which throbs along at the relentless 
rate set by an atomic age, there is little sympathy 
or feeling for one ivho allegedly cannot keep die 
pace. We who have conquered the atom have not 
solved the challenge of being able to live one Midi 
the odier. We are adept at recognizing differences 
that permit us to set groups apart and at dis¬ 
cussing their special needs as problems; but what 
about those similarities which make us all brothers 
under the skin whether we are young or old, white 
or colored, religious or nonreligious. 

The \'er)' title of the paper imph'es an ideal that 
the Committee on Aging might well strive to solve. 
The term “senior,” besides indicating advanced age, 
carries with it the connotation of being advanced 
in accomplishments, dignit)', rank, and office as 
well. It will be the responsibility of the aged of the 
future to possess these attributes. A citizen is a 
member of a free community and, in return for his 
loyalty and allegiance, is accorded protection of 
life, libert}', and property as well as the right to 
N'ote and speak regarding the affairs of government. 
The comunity then, for our purpose, is a number of 
citizens with a common organization and/or interest 
who live adjacently. 

The real content of this paper, however, has to 
do with the people who are over 65 years of age 
and their relationship to tlie community in which 
they live. It does not take too much of a study to 
bring out the fact that far too many of the senior 
citizens have but one characteristic in common, and 
that is their age. The advanced accomplishments, 
dignity, rank, and office seem to have been lost 
somewhere. The interest in environment, motive for 
living, and the sense of belonging seem to be hardly 


Member of the Committee on Aging of the American Mescal 
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worth the effort. Neglect of personal appearance, 
chronic complaining, and failure to keep mentally 
alert limit the horizons of personal association. Any 
exaggeration of these defects changes sjTnpatliy and 
understanding to neglect and disgust and proiides 
motives for tlie segregation of aged in homes and 
institutions. 

Allegiance and loyalty are still expected of tlie 
senior citizen by the community. The protection of 
life, liberty^ and property become a mockery' to 
many' in the face of enforced compulsory' retirement 
which denies the oldster that right which gave his 
whole life meaning prior to tlie age of 65-and that 
is tlie right to work. 

In any labor market tliere is a sizable number of 
workers who have, for various reasons, never stayed 
long enough in one place to take root. These consti¬ 
tute the bulk of those who find it more and more 
difficult to get jobs as they approach 65 years of age. 
If tlie trutli were known, tliey are largely the ones 
who would have difficulty getting employ'ment 
on a tight labor market irrespective of their age. 
These should not constitute a part of the so-called 
problems of the senior citizens. 

In this latter area, we have a totally different 
challenge. The rising cost of supporting the aged 
in retirement; the recognized value of the older 
worker from tlie standpoint of efficiency', spoilage, 
absenteeism, and loyalty; and the recognized waste¬ 
fulness occurring when human resources are squan¬ 
dered at the age of 65 make us view with grave 
doubts the present concept of compulsory' rehre- 
ment. It is tlie responsibility of the community and 
of industry to provide work for those who are inll- 
ing and able. This concept is so very ably expressed 
by' President John Erik Jonsson of Texas Instruments 
Incoiporated when he say's, “Never hire anybody 
you don’t expect to keep the rest of his working 
life.” It is the responsibility of tlie aging worker 
to realize that he has been and will continue to 
be a member of a society that wants and needs 
what he has learned through his years of effort. 
An adequate earned income is certainly the ngn 
of every member of a community. Even in me aged 
group tliis should be commensurate wtli liis con¬ 
tribution and certainly' should be larger lan la 
provided by the usual retirement allowances plu 

social security. 
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Much is made of tlie concept of tliere being no 
place for tlie oldster because of his failure to keep 
pace in the production line. But what good is a 
production line witliout the consumer! Henn' Ford 
must have realized tliis a number of years ago when 
the automotive industrv' was in its infancy. He 
emisioned tlie great productive lines of tire future 
as the inewtable result of progress. His contribution 
to tlie industrial problems of the day was not to 
find more leisure for tlie indhidual who is not 
trained to use it in tlie first place but to prowde 
more units of his product at a cost nutliin the 
reach of all. When this did not quite occur, he 
raised die daily wage of evein" member of his fac¬ 
tor)’ to S5 a day, an unheard of figure in tliose days. 
Instead of causing an economic collapse, it pro- 
\ided improvement in living standards of his em¬ 
ployees as well as a greath’ increased market for 
his automobiles. The great army of the retired 
which will grow larger nidi each advancing year 
is lost to the market because of inadequate income 
at the present time. Continued employnnent permits 
incomes above die usual retirement le\'el and pro- 
Mdes consumers \nth adequate funds to stimulate 
production. 

Communit)' planning and grontli should take 
into consideration the needs of its older citizens. 
Some groups cling to the idea that these should 
take the form of a community' for the aged wthin 
a community'. Large multiple dwellings make it 
possible for similar needs to be met in group fash¬ 
ion. This is largely' the approach obsen'ed in the 
so-called welfare state. There are several estabhsh- 
ments of this variety' being tried in the United 
States but with a somewhat different atmosphere. 
Fraternal, labor, or refigious ties form die basis for 
this ty’pe of housing care. As nonsegregation be¬ 
comes more prevalent, it is hoped that discrimina¬ 
tion against the aged u'ill become less articulate 
and the oldster wull be able to take his place as a 
senior citizen and live and work in any' part of the 
community' he wishes. This priwlege should con¬ 
tinue until, because of either health or u'ill, retire¬ 
ment becomes the course of choice. The future may' 
still prove tliat a closer association of youth and 
age can be extremely' beneficial to both. 

Because of the decrease in infant mortality', 
^d because many' epidemic and endemic infections 
have practically disappeared from the scene, an 
increasing number of people are liwng to advanced 
Wars, and the profile of medicine has accordingly 
changed greatly. More opportunity' e.xists for the ap- 
phcation of theories of preventive medicine in an 
effort to furtlier eliminate man’s illnesses. More long- 
also exist, especially’ among the aged, 
"hich make us rex-iew all our present methods of 
caring for the sick. Adequate medical care must be 
proWded to keep tlie well oldster well; to keep the 
marginal oldster from becoming sick; and, when 

e oldster gets sick, to promde for his acute ill¬ 
nesses. The facilities of hospitals should be available 


as long as necessary in cases of acute illness, but 
then hospitals for chronic cases, rehabilitation cen¬ 
ters, and convalescent nursing or old age homes are 
needed to complete the total care of the patient. 

In summary', it seems that we are merely' asking 
that the citizen who is entitled to vote and speak 
in his community' be more advanced in dignity' and 
standing and attainments and that his community’ 
recognize anew that the rights of citizenship be not 
abridged because of age. 
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BIMINI FUfi DESCUBIERTO!! 

IS “PEGA PALO" THE ANSWER? 

According to the natives (and M’ebster, inci¬ 
dentally), Bimini was a fabulous island said to 
belong to tire Bahama group, on which was located 
the Fountain of Youth. 

WTien “el conquistador” Juan Ponce de Leon 
heard tliis, being a man of action, he took his com¬ 
pany' of Spanish adventurers and started out in 
earnest to claim it for tlie glory' of Spain, and possi¬ 
bly to take a drink or txvo himself. Instead, the poor 
man discovered Florida. But there he found such 
an inliospitable group of natives that neither did he 
locate the Fountain nor did he get to build any 
fabulous hotels. Instead, he' withdrew, mortally 
w'ounded, to Cuba. 

This, of course, happened quite a few’ y’ears ago. 
But legends such as this are e.xtremely difficult to 
suppress, particularly when they' have such an ap¬ 
peal, especially' to the male of the species. This 
phenomenon w’as noted in The Journal in a report 
w'herein Hess and liis associates ’ obserx’ed, “The 
middle-aged man deplores his w'aning manhood 
and w'ants something done about it. He accepts the 
fact that he can no longer play' a set of tennis or 
stay' up aU night at a party', but he will not grace¬ 
fully' accept his diminishing se.xual xigor.” 

The verity' of this observation is widely known, 
apparently'. .A lay' publication w'hich frequently' de¬ 
votes its columns to tilings se.xual, and occasionally 
to things medical, published an article in a recent 
issue on the subject of “Pega Palo,” a “xine that 
makes you xirile.” It xvas stated therein that the 
xine is native to the Dominican Republic and found 
only there, tliat the natives had used it for centuries, 
and tliat men of 80 acted like men of 30. 

Aldiough the island of Hispaniola (containing 
Haiti and the Dominican Republic) is not one of 
the Bahamas, it is near enough to prox'ide a xx’orthy 
locale for the discovery' of such an important com¬ 
modity'. It goes xxithout saying that the magazine 
enjoy's xxide circulation. A good many readers 
started casting about for a means to acquire the 
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imswer to their individual problem. A number of 
mese persons, and perhaps others, wrote to this 
jjurcau for information. 

Pega Palo lias been described to tliis Bureau 
vnriously, from a botanical standpoint. The Chicago 
distributors funiisljed the name Bhynchosia ser¬ 
pentine and later Paullinia sorbih's or cupana. An¬ 
other source furnished indication that the vine is 
Bh}7]cho.sia pyrumichihs. So far as is Jenown, no 
active plant principle under anj' of these designa¬ 
tions has been isolated or identified or been deinon- 
.strated to have any effect whatever as a drug. 

It has been reported in the daily press diat visitors 
to the Dominican Republic could obtain the mate¬ 
rial in hotels and gift shops and that Pega Palo had 
been processed into a concentrated liquid form, 
obtainable in very small bottles, for $3.50 to $5.00. 
Enterprising Americans, however, obtained quanti¬ 
ties of the vine itself, and tliese were soon on the 
market, sold by mail for $15 for a cut of the vine 
approximately 8 in. long. In lots of eight, the bar¬ 
gain rate was $75. Purchasers of tlie vine were 
instructed to immerse it in a bottle of liquor—rum, 
bourbon, or whatever the purchaser had liandy. 
After allou'ing tlie vine to “steep” for approximate))' 
eight days, the user .should start with a 2-oz. ‘'shot,” 
and then continue according to his needs. 

For obvious reasons, iwth the Federal Food and 
Drug Administration and the Post Office Depart¬ 
ment fraud d^^'ision took umbrage, and each pro¬ 
ceeded according to the laws it is obliged to enforce. 
Tlic FDA has caused federal seizures of no less 
than nine lots of Pega Palo ^’ines, charging mis¬ 
branding by claims that tlie product is an aphro¬ 
disiac and that the labeling failed to bear adequate 
directions for use, and, further, that the sellers had 
failed to file a New Drug application. Such actions 
took place in federal court in Albuquerque, N. 
Me.v.; Brooklyn, N. Y.; Cljamberlain, S. D.; Chicago; 
Elyria, Ohio; Salt Lake City; and Yakima, Wash. 
Five of these cases have been closed on default 
decrees of condemnation and destruction. The four 
other cases are still pending. 

The Post Office Department has announced tire 
issuance of fraud orders against the Pega Palo Im¬ 
porters, Inc., the Roberts Company, the Lavergne 
Sales Company and Lavergne Sales, tlie Herbert 
Sales and the Herbert Sales Company, and the 
David Sales Company, all at Chicago, These fraud 
orders were dated June 19, 1957. Anotlier, dated 
July 1,1957, was issued against the B & E Distribut¬ 
ing Company, at (of all places!) Bountiful, Utah. 
There is indication in the trade press that other 

fraud orders are in process. 

Not so, however, with “Tintura de Pega Palo 
Fortidom," apparently now available on prescrip¬ 
tion as an experimental drug! The Bureau recenwy 
had occasion to confess its lack of knowledge on the 
subject of the Tintura (which appears to be a 
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liquid extract), particularly as to the manner in 
which it is offered to physicians under an experi¬ 
mental program. 

Recently, however, one physician quoted from a 
letter that he had received from a firm in Texas 
in part as follows: ’ 

... Tintura de Pega Palo Fortidom will not be available 
tor personal use e.xcepl through physicians until we have 
coinpieted the investigational stages which we anticipate 
will be from eight to twelve months. 

It is preferred that the Tintura be mixed ivith a beverage 
of low alcoholic content such as wine. However, it may 
be mi,ved with soft drinks, milk, fruit juices, etc. It is in¬ 
tended that six tablespoons of the one to five mixture he 
taken three times daily for the Rrst two days, resulting in 
the patient absorbing one and one-half tablespoons of Tega 
Palo the first day and one-half tablespoon the second day. 
Thereafter he should take a total of six teaspoons three 
times daily of the one to five mixture, resulting in his ab- 
•xorbing a total of tliree teaspoons of Pega Palo daily. 

IVe sincerely appreciate your interest and hope that you 
will decide to assist us in this project, as we have had a 
number of inquiries in G-. 

Tintura de Pega Palo Fortidom can be furnished to you 
nt $192.00 per gallon, which is $1.50 per ounce, or $50.00 
a quart. It has been suggested that the patient be charged 
$3.00 per ounce, plus the tegular charge for an office call, 
and that the patient be furnished from six to eight ounces 
at a time. However, tins is entirely behveen the doctor 
and his patient. 


From the abot'e, it tt'ould not appear that the 
chief concern of the distributor is the obtaining of 
persuasive data to establish safety for use, the sole 
reason why new drugs are subject to testing under 
the federal act. This looks more like a sure-fire 
business proposition! A doctor ndio would partici¬ 
pate in such a program would be obliged to tell his 
patients tliat their role as guinea pigs is in a rather 
nebulous field; tliey would be taking a product 
without identified drug properties! 

Obviously, serious medical investigators would 
feel a lack of challenge in the premises, particularly 
when they are dealing with a preparation described 
by the “Tintura” promoters as “a product of ISIature 
compounded writh exacting care to enhance the 
mtmal zest for living.” (It appears reasonable to 
assume that the Tintura de Pega Palo Fortidom is 
essentially the same as tiie Pega Palo vine now con¬ 
traband in interstate commerce.) 

But, assuming that there is reason to doubt the 
power of this alleged member of tlie Rhynchosui 
family to accomplish its Biminian purpose, there is, 
in a more recent issue of a magazine of similar 
character (identity unknown), an “exclusive' from 
Peru. This one is “Chuchiwasi,” “tlie drink that can 
increase your idrility ” Again the reliance is on an 
alcoholic vehiele-wliich may account for the whole 
promotion. 

Reference 
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AUTOPSY 

This is ihe last in a series of six articles dealing with the necessity for and proper format of 
certain medicolegal forms. The subjects to be covered are (1) consent to operations and other 
medical procedures: (2) patient's right to privacy; (3) confidential eommunications and records; 
(4) artificial insemination; (5) the physician-patient relationship; and (6) autopsy. 

This material has been prepared and will be published in booh form by the Law Department 
of the American Medical Association under the title “Medicolegal Forms with Legal Analysis.” 
The book will include extensive legal citations and a substantial number of additional forms 
which have not been included in this series of articles.—En. 


.\fter tlie death of a patient, his right to freedom 
from interference automatically passes in a modified 
form to his spouse or to his next of kin, and any 
unauthorized interference with his dead body ex¬ 
poses the offender to a suit for damages by the 
person entitled to its custody. One who participates 
in an autopsy to which the surs'isung spouse or next 
of kin has not consented and which is not autlrorized 
by law is also subject to criminal prosecution. 

Generally, the person entitled to possession of a 
body for purposes of burial is entitled to authorize 
an autopsy upon it to determine the cause of death. 
The right to the body, and tlie attendant right to 
give or withlrold consent to an autopsy, does not 
vest in the executor. The right vests in tlie suri'iNung 
spouse, proiiding he or she was living \ritli the de¬ 
ceased at the time of death in the normal relations 
of marriage. If the surviving spouse is not living 
Hith the deceased at the time of death in the normal 
relations of marriage, or if the sun'iving spouse 
waives the right, it will vest in the next of kin. So 
long as the suixuring spouse asserts her rights to 
the body and does not abuse it, tlie next of kin have 
no rights until respect to the body and have no 
cause of action for the performance of an unauthor¬ 
ized autopsy on it. If there is no sunnving spouse, 
tile right vests in tlie next of kin, in order of Idnsliip. 
Under such circumstances, a child of the deceased 
has rights superior to those of anyone else, unless 
it be the coroner or medical examiner. If the de¬ 
ceased is not sun’ived by a child or children, au¬ 
thority over the dead body normally vests in the 
parents. It is not clear in tliose cases where the 
deceased child is a minor whether tlie consent of 
the father only is sufficient or whetlier the consent 
of the mother is also necessary'. If the parents of the 
deceased minor cliild are divorced or separated, 
consent to the autopsy should be obtained from the 
parent who has custody of the child. In tlie absence 
of a child, children, or parents, autliority' oi'er the 
cad body normally vests in brotliers and sisters and 
fhirough various degrees of consanguinity. 

There are statutes in some states which proside 


for the order of the right to control of a dead body. 
The law has not undertaken to fix the relative rights 
of persons of equal degree of kinship, that is, the 
relative rights of several children, or of several 
brothers and sisters, and so on. Generally, it wall be 
found that some one of a given group of children 
or brothers and sisters udll be at the place of death 
and wall assume charge of the body and it is to 
such a one that application should be made for per¬ 
mission to perform an autopsy. 

In Wisconsin, there is a statute which provides 
that whoever of the near kin assumes custody of the 
body for burial purposes may give permission for 
autopsy. A Kentuck\' court has held that a physician 
is not liable where, without the consent of the rela¬ 
tives of the deceased, he performs an autopsy to 
determine the cause of death in order to comply 
with a statute which requires the physician’s certifi¬ 
cation as to tlie cause of death. How’ever, this does 
not appear to be the general rule. 

The deceased may have left directions that an 
autopsy should be performed on his body. The 
trend of the American cases is to honor the de¬ 
ceased’s directions as to the disposition of his body. 
There are statutes in a number of states pro%iding 
that a person may, in his lifetime, direct what is 
to be done witli his body after deatli. With the ex¬ 
ception of the California statute, these promde that 
the authorization must be in wwiting; imder the 
California statute, the direction must be in writing 
only if it directs that the remains are to be given 
to a teaching institution or hospital. In some states 
the workmen’s compensation commission is per¬ 
mitted to order an autopsy when it is claimed that 
death resulted from an occupational cause. Some¬ 
times an insurance policy will permit an autopsy 
and, in states recognizing such consents, tlie physi¬ 
cian acting under such authority' will be protected. 

Authority of Coroner 

In all jurisdictions, a public official, knowm either 
as the coroner or medical e.xaminer, has legal au¬ 
thority to perform autopsies with respect to deaths 
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due to other than natural causes. When death is due 
to ^noIcnce or casualty or tliere is reasonable around 
for belie^^ng that it has been caused in that way, 
the right to custody of a dead body vests immedi¬ 
ately m the coroner or the medical examiner. When 
Inc coroner or medical examiner has legal control 
of a dead body his authority is supreme. He is 
entitled to the body in the condition in which it was 
at the moment of death. In general, he is authorized 
to perform or procure an autopsy on an\' body com¬ 
ing into his lawful custody. 


It is, theicfoic, important that a physician should 
not undertake to perform an autopsy without the 
consent of the coroner or medical examiner in any 
case in which the body is properly within jurisdic¬ 
tion of such officer, even though tlie surviving 
spouse or next of kin may have consented. If the 
coroner or medical examiner authorizes the per¬ 
formance of an autopsy on a body which is not 
M'ithin his jurisdiction, he and those who perform 
the autopsy at his direction are liable to the surviv¬ 
ing spouse or next of kin. Therefore, it is equally 
important for the physician that he undertake to 
perform no autopsy on the basis of authority from 
the coroner or medical examiner unless he is sure 
that the officer has jurisdiction over the body and 
power to authorize the autopsy. Where the jurisdic¬ 
tion of the coroner or medical examiner is doubtful, 
consent should also be obtained from the surviving 
spouse or next of kin. 


Limitations on Autopsy 

All autopsies must be performed in a manner 
which shows decent respect for the body. In the 
absence of a specific restriction, consent to an au¬ 
topsy by imj^lication authorizes the physician to 
conduct it in the usual and approved manner prac¬ 
ticed by the profession and to remove for examina¬ 
tion and study such parts as must be examined and 
studied in order to accomplish the purpose of the 
autopsy. Howe\'er, authority to remove parts or 
organs for study and examination does not, in the 
absence of a specific agreement, include the author¬ 
ity to retain them permanently. If there is no spe¬ 
cific authorization for retention of organs or parts 
of the body, those that have been removed must 
be replaced in the body cavity before interment. 
Tlie person who has the right to authorize an au¬ 
topsy has the right to state the limits within which 
it shall be performed, and the autopsy must be per¬ 
formed strictly within those limits. 

Form of Consent 

A number of states have statutes which provide 
that consent to an autopsy must be in writing. Al¬ 
though a nonwritten consent may be legally sutli- 
cient in some states, a physician should not perform 
an autopsy without having first obtained a speeme 
written consent or authorization which he can pro¬ 
duce as proof in the event of a subsequent challenge 


J.A.M.A., Oct. 12, 1957 

to his authority. As with consents to surgical opera 
hons, the consent to autopsy should be specific 
rather than general. If it is necessary or desirable 
to remove and retain parts of the body for furtlier 
study and examination, even tliough they be but 
minute sections for microscopic study, specific con¬ 
sent should be obtained. Although it has been held 
that a physician may lawfully perform an autopsy 
under consent obtained in his behalf b)' some otlier 
person, tlie physician may best protect himself by 
personally obtaining the consent from tliose author¬ 
ized to give it. 


Fokm l.~Authorization for Autopsy 

Name of Deceased.Age.Se.\-. 

I^ACE.Marital status.Date of Death. 

1. I hereby authorize Dr., and 

such persons as he may designate, to perform and attend a 

complete autopsy on tlie remains of. 

for the purpose of determining the cause of death. Authority 
is also granted for the preservation and study of any and all 
tissues or parts which may be removed. This authority .shall 
be limited on)y by the following express conditions: (e. g. 

“limited to abdomen," etc.). 


2. It is understood that due care will be taken to avoid 
mutilation or disfigurement of the body. 

3. Tliis authorization is given witli the understanding that 
no charge will be made and that I will be informed of the 
results of tliis autopsy. 

Signature of 

next of kin. 

Address. 

Citj’ and 

State. 

Relationslrip to 

the deceased. 

Signature of 

Witness. 

Address. 

City and 

State. Date.. 

Note. Next of Kin: For the purpose of this form the siiroiv- 
ing spouse shall he considered the next of kin. In the absence 
of a surviving spouse, the next of kin shall he identified in 
accordance with the applicable State law. 


Form 2..—Anthorization for Tissue Donation 


To Dr.= 

1, You are hereby authorized to remove the following 


tissues artery, cartilage, skin, fascia, dura, 

.from the remains of 

nerve, tendon or eyes as desired.) 

.. for donation of th^ 

aforementioned tissues to...in grab' 

Authority is also granted to use the remm^d ti sues m g 
upon living persons, or to otherwise dispose of the.w 
in accordance with customary medical practice. 
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2. It is understood that due care will be lahen to avoid 
unnecess.ar}- disfigurement of the body. 

Signature of 

ne.\t of kin. 

Address. 

Relationship to 

the deceased. 

Signature of witness... Date. 

.Iddress. 

Cit>' and 

State. 

Sole. iVcr/ of Kin: For the purpose of this form the sureiv- 
ing spouse shall be considered the next of kin. In the absence 
of a surviving spouse, the next of kin shall he identified in 
accordance ivith the applicable State law. 


Form S.—Consent to Disposal of Dead Fetus 

Date. 

We hereby authorize and request. 

to preser\'e for scientific purposes, or to dispose of, the dead 

fetus or the body of the baby bom to. 

on.. 19., in accordance with 

customarj' medical practice. All claims to the body are here¬ 
by relinquished. 

Signed. 

Signed. 

Witness. 

Note. This consent should be e.secuted by both parents, ex¬ 
cept that in the case of an unmarried mother her consent is 
sufficient. 


MEDICAL-LEGAL PROBLEMS AND THEIR SOLUTIONS 


In any discussion of medicolegal affairs it is ad¬ 
visable to reflect initially, if only briefly, on the fact 
that witlrin tire last 30 years the practice of medi¬ 
cine has become an increasingly comple.x under¬ 
taking, and during that period there has been a 
corresponding increase in related legal problems. 
The legal aspects of the patient-physician relation¬ 
ship have been complicated by many changes, in¬ 
cluding the practice of dividing tire responsibility 
for the diagnosis, care, and treatment of patients 
with other physicians; the advent of group practice, 
of health insurance, and of contract practice; tlie 
growing number of circumstances in which the 
physician examines but does not treat, as in the 
examination of insured persons, of employees, of 
school children, of claimants of pensions, of claim¬ 
ants of damages for personal injury, and of persons 
accused of crimes; the increase in the number of 
physicians employed on a part-time or full-time 
basis; and the increase in the number of patients 
cared for through charity or by public funds. 

Medical Professional Liability 

Certainly one of the most important examples of 
legal complications in medical practice involves the 
subject of medical professional liability’. Although 
not a new’ problem, it has, through a combination 
of recent circumstances, demanded an inordinate 
amount of attention from individual physicians and 
medical organizations. Some of dre causes for diis 
increased emphasis are the tendency' of the pubhc 
io seek financial remuneration for real or imaginary 

amage; the increasing tendency of juries to award 
more frequent and higher judgments; and inflation, 
necessitating higher pay’ments for claims, judg¬ 
ments, and defense. The unfavorable articles in lay 
magazines dealing w'ith the increased costs and 
medical care in general have created antagonism 
against the physician, while the favorable articles 
on new drugs, methods of treatment, and modem 


miracle surgery' have in some instances been sufS- 
ciently' exaggerated to lead the public to believe 
that a less than perfect result must be ewdence of 
negligence. 

Wffrat exactly then does the law require of a phy¬ 
sician? It requires that when he undertakes to treat 
a patient he must possess and exercise the degree 
of knowledge, skill, and care commonly possessed 
and exercised by other reputable physicians in die 
locality'. If he holds himself out as a specialist he 
must meet tlie standards of the specialist in his 
chosen field. He must keep abreast of progress in 
his profession and utilize standard and accepted 
methods and procedures in diagnosis and treatment. 
He must act w'ith the utmost good faith toward his 
patient at all times. Of course he may' not touch— 
certainly not operate upon—the patient w’ithout 
valid authorization. Further, his legal duty is not 
affected by the fact that his professional sen’ices 
are rendered gratuitously'. 

In a comprehensive report' prepared in 1941, Dr. 
Hubert W. Smitli attempted to define the funda¬ 
mental principles on w’hich the legal status of the 
varied problems of medical professional liability' 
must be determined. In his report he has outlined 
a rationale rather tlian a mere catalog of legal de¬ 
cisions. 

In a more recent study" of the original sources 
of the law’ of professional liability', Dr. Andrew A. 
Sandor of Califomia has analy'zed all of the appel¬ 
late court cases in the United States in the field 
from 1794 through 1955 w-ith the exception of those 
resulting from counterclaims. His study shows not 
only the increased incidence of professional liability 
cases but also the areas of medical practice most 
x'ulnerable. 

As impressive as Dr. Sander’s figures are with 
respect to reported cases, it must be remembered 
that they reflect only a small fraction of the claims 
and suits filed each year against physicians. In 
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-yonal liability claims and suits and the availability 
and cost of liability insurance. Armed ^dth these 
tacts, we should be in a position to plan a lone- 
range educational program for presentation to both 
the medical and legal professions. 

The Law Department is continuing its study of 
t ns su jject in other areas. An opinion survey among 
attorneys and members of the judiciary e.xperienced 
in the handling of medical professional liability 
suits will be included. There will also be a study of 
insurance c.xperience and rates and a survey of com¬ 
parable fields of negligence actions. 

The scries of articles and reports that have ap¬ 
peared in The Jour.val betv'een Feb. 2 and Oct. 5, 

1957. will be published in booklet form and distrib¬ 
uted by the American Medical Association. 


Medical Expert Testimony 

It is wrong in considering the availability of med¬ 
ical testimony to confine one’s thinking to profes¬ 
sional liability cases alone. This is so because it 
lca\'cs the false impression that the medical pro¬ 
fession has boycotted the courtroom in such actions. 
The actual facts are that the \'ast majority of doc¬ 
tors ha\'e an aversion to appearing in court and 
testifying in an\' kind of lawsuit. Although a few 
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Anofoer reason for the doctor’s hesitancy to act 
as a witness is his failure to understand the concept 
ot examination and cross-examination. It appears 
to the average medical witness that while one attor¬ 
ney is ti-ying to establish the truth, opposing counsel 
IS trying equally hard to keep the truth from beinf^ 
brought before the jury and court. 

The physician also dislikes the time that court 
cases take from his daily activities—and it is not 
because he fears he might lose a fee. Physicians 
today are very busy people, with morning, after¬ 
noon, and sometimes all-night hours. The effect of 
stories about doctors cooling their heels in court 
for hours on end while lawyers argue seeming!)' 
obscure legal technicalities is difficult to overcome. 

However, in the interest of the profession and 
particularly the public this hesitancy on the part 
of the physicians to tekify must be overcome. The 
need for an all-out effort is obvious from the fact 
that from 65 to S0% of all cases tried today require 
medical testimony; that 7 out of 10 personal injury 
cases are decided on medical rather than legal 
considerations. During the past decade medicine 
has been making tremendous strides—amazing prog¬ 
ress u’ith surgery and \vith drugs. Doctors are now 
able to do new, unusual, and complicated proced¬ 
ures. Consequently when these procedures become 


ha\'e had unpleasant experiences as witnesses, most germane to a litigated case, an ethical and qualified 


ha\’e been frightened by the exaggerated reports 
of their colleagues of “murderous cross-examina¬ 
tion” by opposing counsel. 

In fairness to the ph)'sician, consideration must 
be given to the basic reasons behind this aversion. 
First, there is a fundamental difference in the meth¬ 
od of approach of law and medicine so far as the 
discovery of truth is concerned. The lawyer at¬ 
tempts to maintain his position b)' argument and 
contention with opposing counsel. His life is one 


physician should be available and willing to testify. 
Juries cannot and should not evaluate these matters 
without expert medical advice. 

Further, the role of the medical expert witness 
should not be played by a few. It is appalling to 
note the unprofessional and unethical actions of 
the few doctors who have become “professional 
witnesses” for plaintiffs and defense counsel. This 
new “medical specialty” is an injustice to the med¬ 
ical profession and to the public, and should be 
eliminated. In this endeavor the active assistance 


of advocacy of causes; his object is to magnify his 
own arguments and to belittle those of his oppo¬ 
nent. The physician, on the other hand, does not 
live by contention. His training is in the free and 
open atmosphere of the laboratory, hospital, sick¬ 
room, or private office. He demands full and frank 
discussion and disclosure of all phases of a case. 
Wlien all pertinent data are collected, he correlates 
them and forms a judgment. By training and prac¬ 
tice, therefore, the whole tempo and attitude of 
the day-to-day experience of the physician and 
laxvyer are totally different. 

In addition to being unfamiliar with situations 
which to a lawyer are commonplace, physicians 
sometimes complain that they are made parties to 
the case in which they testify. This practice should, 
of course, be discontinued. Medical witnesses 
should testify eoncerning a certain set of facts and 
should never be made an advocate in the proceed¬ 
ings. 


of the legal profesk’on is imperative, for v'herever 
a doctor testifies impropei'ly there is at least one 
lawyer encouraging arid misleading him. 

Related Activities of Organized Medicine 

The American Medical Association, with a mem¬ 
bership of some 160,000 physicians, is concerned 
with many problems of medicolegal, social, eco¬ 
nomic, and political nature. Medical expert testi¬ 
mony is such a problem. It is one that has been of 
interest and concern to the medical profession for 


nany years. , 

The proceedings of the House of Delegates of 
he American Medical Association, the policy-ma 
ng body of the Association, contain many references 
:o the subject. In 1914, a Committee on Expert 
festimony reported-after a-three-year compre len 
ive survey of the entire field of medical e.xpert 
estimony. The Committee’s recommendations uer^ 
o distinguish between matters of fac an 
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of opinion, to place no restrictions on tlie testimony 
of fact, and to limit the testimony on opinion to 
tliose experts called by the court. Tire Committee 
recommended tliat tlie compensation of such ex¬ 
perts should be fixed by the court and charged as 
a part of the cost of the case or against the partj’ 
requesting the testimony. Tlie Association accepted 
the report ixutli the comment that “the solution to 
this vexing problem cannot be forced; it must come 
graduallv and xxoth the cooperation of tlie American 
Bar Association and the various state bar associa¬ 
tions.” 

In 1929, tlie House of Delegates again adopted 
a resolution expressing its interest in the correction 
of the abuse of medical ex-pert opinion exddence 
and offering cooperation to the American Bar Asso¬ 
ciation and others in promoting tlie passage of 
legislation and in bringing about suitable changes 
in court procedure until reference to such eindence. 

The American Medical Association has done 
more than just adopt resolutions on tliis matter. 
As an example, in October, 1955, the American 
Medical Association sponsored a series of three 
Regional Medicolegal Sjunposiums—in Chicago, 
Omaha, and New York CiW. 

A part of the program at each meeting was de¬ 
signed to acquaint physicians unth their essentiality 
in litigation and to dispel their fears of testif>dng 
in court. 

To this end a demonstration of a mock trial was 
presented to show the xvrong way and the right 
way for a physician to act in his role as a medical 
Mtness. The demonstration was repeated before 
medical and legal groups in 15 cities last year. In 
addition the members of the staff of the A. M. A. 
Law Department have presented talks on tliis sub¬ 
ject at numerous medical or medicolegal meetings. 

About tivo years ago, the Wm. S. Merrell Com¬ 
pany, drug manufacturers in Cincinnati, and the 
D3Tiamic Film Corporation of New York saw the 
potential in the medical-legal field. They asked 
fire A. M. A. to cooperate in the preparation of a 
series of six medicolegal films. After consultation 
'rith the American Bar Association, it was agreed 
to begin the project, and our demonstration of the 
physician as a medical witness was selected as the 
first topic. The second film, which was presented 
at the A, M. A. meeting in New York in June, deals 
'ritli medical professional liability. 

•'^gain, in March of this year, the A. M. A. held 
another series of tliree regional medicolegal meet- 
^gs—in Atlanta, Denver, and Philadelphia. Over 
.000 attorneys and physicians attended these meet¬ 
ings to hear and participate in a day-and-a-half 
iscussion of tliree subjects: The Use of Chemical 
nsts for Into.xication in Court, Trauma and Can¬ 
cer, and Medical Expert Testimony. 


Committees for the Rexdew of Medicolegal 
Testimony 

Since its creation in August, 1954, the Law De¬ 
partment of the American Medical Association has 
received many inquiries from state and county 
medical societies desiring to initiate committep.s for 
the review of medicolegal testimony'. Accordingly', 
each state society has recently' been asked for in¬ 
formation concerning the activity and e.xperience 
that it or any' of its county societies has had in 
organizing and maintaining such committees or in 
working on any' other joint actirities u'ith the Bar 
Association. 

Tlie so-called Minnesota Plan was initiated in 
1940 when a committee was appointed by' the presi¬ 
dent of the Minnesota State Medical Association, 
vrith the approval of its council, to reriew those 
court cases in which medical testimony' appeared 
to the court, to the attorneys, or to phy'sicians to 
have been so contradictory' as to indicate that one 
or more of the medical xx'itnesses had consciously' 
dex’iated from the truth. 

Thereafter, the Illinois State Medical Society, the 
Kansas Medical Society, the Chicago Medical So¬ 
ciety, and the Harris County Medical Society (Te.x- 
as) established committees patterned after the 
Medical Testimony Committee in Minnesota. In 
addition to the above, tlie Louisiana, Indiana, and 
the Wisconsin Medical Societies have worked vrith 
their state bar associations in connection xx'ith the 
review of medicolegal testimony. The Medical Dis¬ 
ciplinary' Board Act of Washington proWdes for the 
review of medical testimony by' the disciplinary' 
board. 

In some states and cities, committees or panels 
have been created for the purpose of providing the 
courts xx'ith impartial medical expert xx'itnesses. 
About 15 y'ears ago, the Los Angeles County Aled- 
ical Association and the Los Angeles Bar Associa¬ 
tion jointly estabhshed a panel of physicians and 
surgeons to assist the courts in obtaining impartial 
medical testimony'. Today', there are at least txx'O 
phy'sicians on the panel for selected specialties, or 
betxx'een 20 and 24 members. The panel physicians 
are selected by' the joint committee of physicians 
and attorneys after each has indicated his xx'illing- 
ness to examine the patient and testify'. The court 
makes all the arrangements, including the estab¬ 
lishment of time and plaee of examination and the 
compensation the physician is to receix'e. This cost 
is generally borne by the party' xx'ho requests the 
appointment of tire independent examiner. An im¬ 
partial medical xx'itness program is now in opera¬ 
tion in Nexx' York County. A similar plan has been 
initiated by' tire Baltimore City Bar Association, the 
Mary'Iand State Bar Association, and the Medical 
and Chirurgical Faculty of the State of Mary'Iand. 

In addition to the xx'ork of the medical societies, 
the American Bar Association, the state bar associ¬ 
ations, the National Conference of Commissioners 
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on Uniform State Laws, and many individuals vAih- 
m the legal profession-have devoted their talents 
liberally in an effort to eliminate some of the prob¬ 
lems associated with the use of expert witnesses. 
And, as I understand it, tlie consensus is that im¬ 
partiality can best be achieved by somehow making 
the expert a neutral witness, not obligated in any 
\vay to cither party. Two means for accomplishing 
this ha\'e been suggested: one by legislation, and 
the other by voluntary agreement. 

The report and recommendations of the National 
Confeicnce of Commissioners on Uniform State 
Laws, in 1936 and 1937, adequately describe both 
legislati\'e and voluntary efforts to that date. The 
recent report” of the Special Committee of the 
Association of the Bar of the City of New York on 
its Medical Expert Testimony Project includes a 
review of voluntary programs and objectively and 
adequately describes the very excellent medical 
testimony project of the New York Bar. 

Both reports bespeak the efforts of the bar to 
improve the qualitj' of medical expert testimony. 
Yet, despite the continued and conscientious efforts 
of both professions it cannot be said that a solution 
lias been discovered. None of the suggestions yet 
offered has had wholehearted acceptance by the 
judiciary, the bar, or the public. 

Although the basic reluctance of physicians to 
testify in litigation generally is undoubtedly great¬ 
er in medical professional liability cases, the reasons 
should not be hard to understand. Further, to as¬ 
sume that the medical profession is unique among 
professional groups in this regard is false. In a 
District of Columbia case, the judge stated: “Physi¬ 
cians, like lawyers, are loathe to testify tliat a fellow 
craftsman has been negligent, especially when he 
is highly reputable in professional character.” 

Tlie professions of law and medicine are botli far 
from exact sciences. There is fortunately room for, 
and in practice there exist, in both professions, 
many different, equally valid opinions on a given 
set of facts.. Both groups deal witlr complicated 
problems, the solutions to which can var)% in an 
individual case, on the basis of the most minute 
difference in circumstances. 

In an address “ presented in Dallas in August, 
1956, Dr. Dwight H. Murray, who was then Presi¬ 
dent'of the American Medical Association, said in 
this regard: 

In medicine there has been, and I hope always will be, 
room for disagreement. Many procedures have their own 
adherents and when suggested tlierapy differs there will 
always be strong supporters for eacli approach. As an ex¬ 
ample, some doctors in setting a fracture prefer a slight 
offset of the bones on the theory that a stronger callus is 
formed. Others demand positive and complete alignment. 
Either can point out examples of his tlieory . . • 
riding, swimming or golfing. Either honestly could egress 
disagreement in private or on the witness stand, with the 
treatment given by the other. 
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These factors, when combined udth the natural 
friendship and pride existing between members of 
the same profession, are bound to result in a reluct¬ 
ance on the part of a physician or an attorney to 
condemn publicly a fellow practitioner. If the 
opposite were true, the resulting professional cli¬ 
mate would most certainly stifle legal and medical 
progress and establish a relationship between mem¬ 
bers of the professions and between the professional 
man and his patient or client which would seriously 
impede the administration of justice and imnair 
the public health. 

In areas where it is obvious that ph}'sicians or 
attorneys are neglectful of their obligations or are 
dishonest, tlien the two professions should work 
together to disfranchise tliose who make a mockery 
of justice. Licensure should be withdraum by the 
state from tlie physician who sells his testimony to 
the highest bidder or shades it to the extent that 
he is paid. And by the same token, it follows that 
lawyers who engage in and encourage such physi¬ 
cians should hkewdse be denied tlie right to practice 
their profession. 

Interprofessional Cooperation 

Although members of botli professions and med¬ 
ical and legal associations at the national, state, and 
local levels have had these matters of interprofes¬ 
sional concern under consideration for some time, it 
is only comparatively recently tliat concrete steps 
have been taken to solve them. Since 1954, the 
American Medical Association has greatly accele¬ 
rated its efforts in the field of medicolegal relations 
to meet what it considers to be a groiving desire on 
tlie part of tlie legal and medical professions to join 
in a sincere cooperati-ve effort. 

Medicolegal Conferences 

As indicated earlier, tlie Association tlirough its 
Committee on Medicolegal Problems and its Law 
Department has planned, encouraged, and partici¬ 
pated in medicolegal conferences at tlie regional, 
state, and county levels. In developing the tlieme 
of tliese conferences, it ivas recognized tliat lawsuits 
are adversary proceedings and tliat conflict is a 
major element in the medicolegal field. Discussions 
and papers presented from the viewqioint of each 
profession proved that doctors and lawyers are botli 
attempting to obtain the best results from individual 
and professional efforts. In presenting the view of 
medicine or law, every eSort was made to clarify 
misunderstandings, not for the sake of understand¬ 
ing alone, but as a means to an end-the welfare o 
the individuals served, whether identified as pa¬ 
tients, clients, or tlie public. At the regmnal meet¬ 
ings sponsored by the American Medical Ass 
ciation in 1955 and 1957, three broad areas of 
medicolegal relations were considered: medici 
contribution to the administration of justice. 
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tual medicolegal problems as \'iewed by each pro¬ 
fession; and the role of a medical expert witness 
under proper and improper courtroom conditions. 

In the area of the administration of justice there 
were provocative discussions on traumatic neurosis, 
trauma and disease, medical e.xpert testimony, and 
medical science in the administration of criminal 
justice. In tlie area of medicolegal problems tlrere 
were discussions of tlie several aspects of profes¬ 
sional liability, a consideration of tlie professional 
man as a ta.\-payer, and an e.xploration of the best 
methods to insure unbiased medical e,\-pert testi¬ 
mony. 

Medicolegal Liaison and Interprofessional Codes 

The Cincinnati Bar Association and tlie Cincin¬ 
nati Academy of Medicine were among the first 
groups to adopt formally an interprofessional code 
(“Standards of Practice Governing Laxs'^'ers and 
Doctors in Cincinnati”). Tliis agreement, which 
contains a preamble and 12 brief paragraphs, covers 
nith clarity and efficiency three of the most impor¬ 
tant problems affecting tlie two professions, namely, 
the obtaining of medical testimony, medical rec¬ 
ords, and prolusions of adequate compensation to 
the physician for his sendees in connection witli 
h'tigation. 

Many other cities and states have followed tlieir 
lead and have either adopted or are actively study¬ 
ing such a document. The codes, in general, contain 
prolusions relating to iiTitten reports to be furnished 
by the doctor; conferences between physician and 
attorney prior to trial; arrangements made in ad¬ 
vance for the physician to testifi'; tlie conduct of a 
physician while on die iiutness stand; and the com¬ 
pensation a physician should obtain for testif)ung. 
It is generally acknoivledged that these codes null 
not, in and of diemselves, eliminate interprofession¬ 
al friction, but a continuing effort must be made if 
these problems are to be resolved. 

In addition to such codes of understanding, die 
District of Columbia and 25 state medical societies 
have eidier established liaison with dieir bar asso¬ 
ciations or e.xpect to do so in die near future. 

Recently, die American Bar Association and the 
American Medical Association appointed a national 
medical-legal liaison committee. Tliis is a step that 
is long overdue and should proxude another effec¬ 
tive link between txx’o great professions. 

Conclusions 

It should be obxuous to any conscientious and un- 
iased obserx-er that an honest effort has been made 
uring die past few years to improx^e die applica- 
>on of medical science in the administration of 
)ustice. 

It is nevertheless still true drat physicians in the 
practice of their profession have made and null 
continue to make their share of human errors, that - 


physicians need to be educated to dieir responsi¬ 
bility' to testify' in court in x'arious ty’pes of cases, 
diat it is necessary' to make a closer rex'iexv of medi¬ 
cal testimony' of the ty'pe xx'hich is, unfortunately', 
solicited and presented, on occasion, for plaintiffs 
and defendants, and that a better rapport between 
the legal and medical professions is an absolute 
necessity'. It is equally' obx'ious that the mere e.xist- 
ence of these facts and die need for improvement 
falls far short of the “medical conspiracy'” xx'hich has 
been so glibly and irresponsibly' alleged. 

Persons w'ho make charges of this type do not 
xx'ant ethical, objective, and impartial medical testi¬ 
mony' ax’ailable in all litigation—they' prefer a fur- 
dier distortion of the theory' of res ipsa loquitur, 
and an extension of the legally' objectionable ty'pe 
of legislation that has been enacted in Massachu¬ 
setts and Nex'ada. True, these mechanisms produce 
“second-rate” medical ex'idence, but that appears 
preferable, to some, to the presentation of proper 
medical facts. 

The American Medical Association, the American 
Bar Association, and many' of the state and local 
medical and legal societies are just noxv becoming 
sufficiently acquainted xx'ith the mutual problems of 
medicine and the laxv to initiate concrete efforts at 
better understanding. Tire success of these efforts 
requires the assistance of all ethical and honest phx'- 
sicians and attorneys in the best interests of the 
public as well as the professions. 

References 

1. Smith, H. W.; Legal Responsibilitx’ for Medical Mal¬ 
practice: I. Legal Matrix of Medical Malpractice, J. A. M. A. 
H<?s942-947 (March 8) 1941; II. Malpractice: Something 
of Anatomy of the Law, ibid. 116:2149-2159 (May 10) 
1941; III. Forgotten Ancestors of American Law of Medical 
Malpractice, ibid. 116:2490-2494 (May 31) 1941; IV. Mal¬ 
practice Claims in United States and Proposed Formula 
for Testing Their Legal Sufficiency, 116:2670-2679 (June 
14) 1941; V. Further Information About Dut}' and Derelic¬ 
tion, ibid. 116:2753-2768 (June 21) 1941; VI, Further 
Information About Direct Causation and Damage, ibid. 
117:23-33 (July 3) 1941. 

2. Sandor, A. A.: History of Professional Liabilitj- Suits 
in United States, J. A. M. A. 166:459-466 (Feb. 9) 1957. 

3. 2 H 6c C 722 (1863); 1159 Eng, Rep. 299. 

4. 41 N. E. 61 (Mass. 1895). 

5. 154 P. 2d, 687 (1944). 

6. Morris, R. C.: “Res Ipsa Loquitur”—Liabilitj- Without 
Fault, J. A. M. A. 164:1055-1071 (March 23) 19.57. 

7. Chapter 233, Section 79 C, Annotated Law of Massa¬ 
chusetts. 

8. Statutes of Nevada, 1933, Chapter 100. 

9. Impartial Medical Testimony: Report by Special Com¬ 
mittee of Association of tlie Bar of Cit>- of New York on 
Medical Expert Testimony Project, New York, the Mac¬ 
millan Company, 1956. 

10. Christie v. Callahan 124 F. (2d) 825 8'’8 (D C 
Cir„1941). 

11. Murray, D. H.: Impartial Medical Testimonv, read 

before the Judidal Section, American Bar Association, Dal- 
las, Texas, Aug. 28, 1936. ’ ' ' 



706 


Oct. 12, 1937 


MEDICAL NEWS 



ARIZONA 

Center for Heart Studies.—A center for special heart 
.studie.s lia.s been establislicd at St. Lukes Hospital, 
Plioenix, through the cooperation of the liospital 
board of directors and the Greater Arizona Heart 
Association. The center will enlarge facilities that 
lia\'c been available at the hospital for two years. 
The facilities and service function around cardiac 
cathctei ization and angiocardiography. Because of 
limitations in personnel and funds, the center is not 
intended as a general consultation service in heart 
disease; hov'ever, funds have been used to establish 
an adequate armamentarium for cardiac surgery. 

CALIFORNIA 

Society News.-The Radiological Society of South¬ 
ern Califomia has elected the following oflScers for 
the coming year: chairman, Dr. Donald Laing, 
Pasadena; vice-chairman, Dr. George Jacobson, 
Los Angeles; secretary-treasurer, Dr. Harold P. 
Tompkins, 65S S. Westlake, Los Angeles 57. 

Personal.—Dr. Francis R. Schwartz has been ap¬ 
pointed regional medical director for United Air 
Lines at San Francisco, replacing Dr. Arthur C. 
Ladd, who has taken an extended leave of absence 
for postgraduate studies at Harvard University, 
Boston. 

CONNECTICUT 

University News.-The Yale University School of 
Medicine Arthritis Study Unit will present Dr. Alex¬ 
ander B. Gutman, speaking on “Pathogenesis and 
Management of Primary and Secondary Gout” at the 
Fitkin Amplritheater, New Haven, at 3:30 p.m. Oct. 
17. All physicians are invited. 

FLORIDA 

University News.-The Miami Chapter of the Phi 
Delta Epsilon Fraternity will present a lecture at 
the University of Miami Medical School Oct. 17. 
Dr. William C, Stadie of Philadelphia will be tire 
guest lecturer and will discuss^ “Metabolic Ab¬ 
normalities in the Diabetic State.” 


ILLINOIS 

General Practice Meeting in SpringfieId.~The lOtli 
annual scientific assembly of the Illinois Academy 
of General Practice will be held Oct. 22-25 at tire 

fosSls! edTcation.^ 

iit lenst three weeks before the date of meeting. 


Hhnois State Ai-mory, Springfield. Dr. Orvan A. 
Phipps is president of the academy. The follovinr^ 
panel discussions are scheduled: immunology, ther¬ 
apy in cardio\'ascular disease, and pediatrics—emer¬ 
gencies, accidents, and behavior. The program in¬ 
cludes the following topics by out-of-state speakers: 

Lain Patterns in the Diagnosis of Certain Upper Abdominal 
Diseases, Dr. Lucian A. Smith, Rochester, Minn. 
Management oE Cardiac Decompensation, Dr. Milton W. 
Anderson, Roehester, Minn. 

The Allergic Patient—His Problems, Office Diagnosis and 
Treatment (Emphasis on Bronchial Asthma), Dr. Nathan 
Silbert, Ljmn, Mass. 

The All American Killer or National Hazard, Sgt. E. C. Paul, 
Indianapolis, Ind. 

Cerv'ical Biopsies in Office Practice, Drs. George S. Allen and 
Malcolm L. Barnes, LouisNdlle, Ky. 

Minor and Major \^ascular Accidents, Dr. C. R. Hanlon, 
St. Louis. 

Current Concepts in the Control of Urinar}' Tract Infections, 
Dr. Ian M. Thompson, Ann Arbor, Mich. 

Scientific and technical exliibits ai'e planned. Ten 
hours of categor)^ I credit vdll be given academy 
members for attendance. Entertainment includes 
tlie annual banquet Oct. 24 at the Hotel Leland. 
For information write tlie Illinois Academy of Gen¬ 
eral Practice, 14 E. Jackson Blvd., Chicago 4. 

Chicago 

Society News.-The Chicago Nem'ological Societ)’ 
has elected tlie following officers for 1957-1958: 
president. Dr. Oscar Sugar; vice-president, Dr. John 
J. Madden; councilor, Dr. Inking C. Sherman; and 
secretar)', Dr. Meyer Browm.—Tlie Chicago Ortlio- 
paedic Societ)'^ has elected the following officers: 
president, Dr. Earl S. Leimbacher; vice-president, 
Dr. Fred L. Stuttle; president-elect. Dr. Carlo S, 
Scuderi; secretary, Dr. Mfilliam A. Larmon, 700 N. 
Michigan Ave., Chicago 11; and treasurer. Dr. 
Charles V. Heck. 


)WA 

wa Journal Honors Dr. Bierring.-Tlie August 
me of tlie /oi/nial of the Iowa State Medwal So- 
etij was dedicated to the life and achievements ot 
r. Walter L. Bierring, who ser\^ed as president ot 
e American Medical Association in 193 . f- 
ierring, who also received die A. M. A. distm- 
lished service award in 1956, has had a career 
hich Dr. Joseph B. Priestley, of 
mallels in many ways the life of Sir i 
hom Dr. Bierring knew well. Besides Dr. Pne } , 
.thors of articles about Dr. Bierring were Drs- 
aniel Ji Glomset, now' of Santa Barbara, ‘ •> 
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Fred Stemagel, West Des Moines; and Lieut. Col. 
Philip G. Keil, now of San Antonio, Texas. Dr. 
Priestley said, “A great teacher and scientist. Dr. 
Bierring [who is 89 years of age] has a never-aging 
mind and an alert vision for everything that is best 
in medicine. His name is a symbol of medical prog¬ 
ress not only for us but for medical men throughout 
the United States and even in foreign countries.” 

KENTUCKY 

College of Physicians Meeting in Lexington.—The 
Kentucky regional meeting of the American College 
of Physicians will be held at tlie Central Baptist 
Hospital, Lexington, Dec. 7. Dr. Dwight L. Wilbur, 
president-elect of the college, will present “The 
Third Person in Medicine” at the dinner meeting. 
Insurance will be discussed by Mr. Ralph O. Clay- 
poole Sr., Philadelphia. The program includes the 
following papers: 

Pulmonau' Abscess—A Rewew of 70 Cases, Drs. Daniel N. 

Picker and William Ruoff, Louisville. 

.Migration of Potassium in Periodic Paralysis, Dr. Matthew C. 
Darnell, Lexington. 

.Multiple Myeloma in Siblings, Drs. Wallace E. Harrell and 
]. Douglas Ruff, Le.xington. 

Disability Evaluation in Chronic Pulmonary Disease, Drs. 
IVilliam H. Anderson, Harlan, and William F. Scbmidt, 
Norton, Va. 

Oral H>-poglycemic Agents: Current Status, Dr. Franklin B. 
Moosnick, Lexington. 

For information write the American College of 
Physicians, 4200 Pine St., Philadelphia 4. 

MASSACHUSETTS 

Research Grants.—Boston Universih' School of Med¬ 
icine has recently received a total of $275,045 in 
grants for specialized research projects. Of this 
total, $150,099 represents a series of renewal grants 
from the National Institutes of Health for projects 
currently being carried on in the school’s depart¬ 
ments of dermatolog)', surgery', physiology', anat¬ 
omy, biochemist^', and medicine. In addition, the 
school has received seven new awards totaling 
from the National Institutes of Health 
and tlie United Cerebral Palsy' Association for 
special studies in pediatrics, pharmacology', and 
physiology'. Largest of the new research grants was 
^ award of $38,880 by the National Institutes of 
Health for a study of potential cancer chemothera¬ 
peutic agents. Another new award will be used to 
carry' on a study' of the development of cerebral 
paralysis in infants and children under the direction 
Or the department of pediatrics. 

MINNESOTA 

Society News.—At a recent meeting of the Minne- 
^0 a Radiological Society', tlie following officers 
^ere elected for the coming year: Dr. DaWd G. 

’’Dr. Leo A. Nash, vice-president; 
R^^UrP ®oggenstoss, 1953 Medical Arts 

01 ding, Minneapolis 2, secretary'-treasurer. 


Dr. Slater Honored.—Dr. Sidney A. Slater, a mem¬ 
ber of the board of the National Tuberculosis 
Association and superintendent of the Southwestern 
Tuberculosis Sanatorium in Minnesota, recently' 
received two honors. The University of Richmond 
awarded him a Golden Legion Certificate of Merit 
“in recognition of 50 years of service to the univer¬ 
sity' since his graduation in 1907,” and the Minnesota 
Medical Association presented him with a citation 
of appreciation for “pioneer serv'ice in tuberculosis 
control.” 

MISSOURI 

Personal.—Dr. John Earl Smith, commissioner. 
Division of Health, St. Louis Department, has re¬ 
ceived tlie 1957 W. Scott Johnson Award of the 
Missouri Public Health Association for “distin¬ 
guished service in public health” in the state.- 

The following are members of the new State Men¬ 
tal Health Commission: Dr. Edmond F. Sassin, 
St. Louis; and Dr. Emerson D. Chaisson, Columbia. 
-Dr. Armand E. Brodeur has been named as¬ 
sistant dean of the St. Louis University School of 
Medicine. His duties will be in the area of student 
admissions and curriculum scheduling. Dr. Brodeur 
received a master’s degree in radiology from the 
university in 1952. 

General Practice Meeting.—The ninth annual scien¬ 
tific assembly of the Missouri Academy of General 
Practice will be held Oct. 30-31 at the Governor 
Hotel, Jefferson City'. Symposiums on endocrinology, 
gastroenterology, and chest diseases are planned. 
Topics by out-of-state speakers include the follow¬ 
ing: 

Newer Concepts of Achalasia (Cardiospasm) of the Esopha¬ 
gus, Dr. Nicholas Hightower, Temple, Texas. 

Diagnosis and Treatment Relative to Carcinoma of the 
Esophagus, Dr. H. M. Pollard, Ann Arbor, Mich. 
Hemoptysis in Older Men, Dr. Katharine Boucot, Phila¬ 
delphia. 

Bronchoscopy in Diagnosis of Diseases of the Chest, Dr. 

Herman J. Moersch, Rochester, Minn. 

Present Place of Surgery in Heart Disease, Dr. Charles P. 
Bailey, Philadelphia. 

Treatment of the Arr^-thmias, Dr. William A. Sodeman, 
Philadelphia. 

Panel discussions wiU follow the formal presenta¬ 
tions. Ten hours of category' I postgraduate credit 
will be given academy members for attendance. 

NEW YORK 

Society News.—Officers of the Northeastern New 
Y’'ork Radiological Society for the 1957-1958 year 
are as follows: president. Dr. Richard Batt, Glens 
Falls; vice-president. Dr. Kencil Mitton, Sche¬ 
nectady; secretary'-treasurer, Dr. Irving Van Woert 
Jr., Albany'. 

Personal,—Dr. Sarah H. Hardw'icke, former assistant 
director of Strong Memorial Hospital, Rochester, 
has been appointed by' the United Mine Workers of 
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America to be associate clinical director for 10 
memorial hospitals in Kentucky, West Virginia, and 
\ irgima. She will take olEce Nov. 1 in Washington. 

Di. Hardwieke also has been an instructor and 
assistant attending pediatrician at the University of 
Rochester, Strong Memorial Hospital, Cornell 
Umb'orsity, and New York Hospital. 

Name President of Medical Center.-Appointment 
of Dr. Carlyle Jacobsen as president of the State 
University of New York Upstate Medical Center. 
Syracuse, has been announced. The title of presi¬ 
dent at the center is a new one, and both medical 
centers of the state university will have presidents 
wliose duties will be commensurate with the estab¬ 
lished titles. Since 1950 Dr. Jacobsen has been 
e.xeculive dean for medical education at the uni¬ 
versity offices in Albany. Formerly he was on the 
faculty of the Washington University School of 
Medicine, St. Louis, and later was appointed dean 
of the Graduate College at the State University of 
Iowa. He is chairman of the Committee on Disaster 
Studies of the iNational Research Council, and also 
serves on the Committee on Educational Research 
and Services rf the A.ssociation of .American Medical 
Colleges. 

Appoint Preventive Medicine Department Chair¬ 
man.—The appointment of Dr. Harry A. Feldman 
as chairman, department of preventive medicine of 
New York State University College of Medicine, 
Syracuse, has been announced. A member of the 
College of Medicine faculty since 1949, Dr. Feldman 
has been professor of preventive medicine since 
1956. Under his direction, the department has under¬ 
taken studies on the control of streptococcal infec¬ 
tions in persons who have had rheumatic fever. Dr. 
Feldman also initiated a research program on the 
epidemiology of to.voplasmosis. He is a member of 
the board of directors of the Syracuse Rheumatic 
Fever Foundation, and Onondaca Health Associa¬ 
tion. a diplomate of the American Board of Internal 
Medicine and an associate member of the Commis¬ 
sion on Respiratory Diseases of the Armed Forces 
Epidemiological Board. 

New York City 

University News.—The Gamma Ghapter of the Phi 
Delta Epsilon Fraternity at The Columbia Univer¬ 
sity College of Physicians and Surgeons will present 
the annual Clay Rae Murray Memorial Leeture 
Oct. 14, 8 p. m., at Bard Hall. Dr. George Crile Jr., 
of Cleveland, Ohio will discuss “Some Problems in 
the Treatment of Cancer.’ 

PENNSYLVANIA 

Personal.-Dr. Leo H. Criep, conducted a course on 
clinical allergy at the Hospital dos Servidores do 
Estado in Rio de Janeiro Aug. 19-23 as the invited 
guest of the Brazilian Government. This was in 
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celeDration of the 10th anniversary of the opening 
of this federally controlled hospital. He addressed 
the Brazilian Allergy Society and the Argentinian 
Allergy Society. 


Philadelphia 

Discussion of Asian Influenza.-A panel discussion 
‘The Asian Influenza of 1957.” the first of a series 
on “Current Problems in Preventive Medicine,” will 
be held at the Hall of the College of Physicians of 
Philadelphia at 4:30 p.m. Oct. 15. Participants in¬ 
clude Dr. John J. Hanlon, chairman, department of 
preventive medicine and public health. Temple Uni¬ 
versity School of Medicine, and Dr. Tom F. Whajne, 
professor of preventive medicine and public health^ 
University of Pennsylvania School of Medicine. 

Cancer Research at Woman’s College.—Cancer of 
the cer\'i,\- will be the subject of a new $300,000 re¬ 
search study at The \Voman’s Medical College of 
Pennsylvania. The study, conducted by the college 
in cooperation with the National Cancer Institute 
of the U. S. Public Health Service, will involve the 
e.\aminations of some 50,000 women employed in 
industry each year over a three-year period. A mod¬ 
ification of the Papanicolaou technique will be used. 
Approved by the Philadelphia County Medical So¬ 
ciety, the Uterine Cancer Cytology Research project, 
as it is officially titled, will serv^e for case identifica¬ 
tion and research study only. A report on each ex¬ 
amination will be forwarded to tlie woman’s private 
physician, and any further diagnosis or treatment 
will be carried out by him. 


WISCONSIN 

Grant for Leukemia Research.—An initial $32,987 
grant from tlie National Institutes of Health to sup¬ 
port the first year of a five-year research program on 
leukemia by Prof. Harry A. V^aisman of tire Uni¬ 
versity of Vfisconsin Medical School, Madison, has 
been anounced. The grant is the first of five totaling 
$165,000 to be e.xpended in the program. Dr. Wais- 
man will study the chants in body chemistry 
which occur in human beings and animals u’hen 
they develop leukemia, and will conduct research 
on the use of existing anti-leukemic drugs and new 
drugs as they become armilable. 


CNERAL 

linologic Society Meeting.-The third annua 
leting of the American Rhinologic Society wiU 
held Oct. 18-19 at the Palmer House, Chicago, 
be followed bv a three-day clinical session in the 
nois Masonic Hospital, Chicago. A total of 14 
Ders are scheduled and will be followed by panel 
3 open discussions. Papers will be presented b 
, guests of honor: Dr. Francis L, Lederer head, 

jartinentof otolaryngology, 

ilege of Medicine, who will speak on Otolar> 
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aological Heritage,” and Dr. John E. Bordley, head, 
depa'rtnient of otolaryngology, Johns Hoplans Med¬ 
ical School, Baltimore, who will speak on “Respira- 
torv’ Mucous Membrane.” The annual dinner will 
be held Oct. 19 at which Dr. Walter E. Loch, presi¬ 
dent of the socieW, will be toastmaster. There is 
no registration fee! Members of the profession are 
welcome. For information write Mrs. Mabel Camp¬ 
bell, 8-30 Wellington .4ve., Chicago 14. 

Gastroenterology Meeting in Boston.—The 22d an¬ 
nual convention of the American College of Gastro¬ 
enterology will be held Oct. 21-2.3 at The Somerset. 
Boston. Drs. Carlos J. Sanz and Lino Boudet, Ha¬ 
vana, Cuba, will present “Incidence of Esophageal 
trances in Cirrhosis” the evening of Oct. 23. The 
program includes the following panel discussions 
and moderators: 

Ulcerative Colitis, Dr. Everett D. Kiefer, Boston. 

Diseases of the Esophagus, Dr. Franz J. Ingelfinger, Boston. 
Peptic Ulcer, Dr. Seymour J. Gray, Boston. 

.Management of Massive Gastrointestinal Hemorrhage in 
Patients with Li\er Disease, Dr. Norman Zamcheck, 
Boston. 

A motion picture program and scientific and tech¬ 
nical e.xhibits are planned. Entertainment includes 
the 2oth annual banquet Oct. 22. A ladies’ program 
has been arranged. For information wite Mr. Daniel 
Weiss, executive director. American College of 
Gastroenterology, 33 W. 60th St., New York City. 

Dietetic Association Meeting in Miami.—The Amer¬ 
ican Dietetic Association will hold its 40tli annual 
meeting in Miami. Fla., Oct. 22-23. Daytime sessions 
will take place at the Dinner Key Auditorium, where 
the e.vhibits of food and equipment companies will 
be on display. Speakers include Dr. Robert E. 
Shank, St. Louis; Dr. Rachmiel Levine, Chicago; 
Dr. Robert E. Olson, Pittsburgh; Dr. Walter M. 
Hamburger, New York Citjq Dr. Theodore B. Van 
Itallie, Boston; Miss Jane C. Ebbs,' Washington, 
D. C.; Mr. Keith A. Fitch, Atlanta, Ga.; Walter O. 
Walker, Ph.D., Coral Gables, Fla.; J. P. Lesperance, 
Ph.D., Coral Gables; Warren Guthrie, Ph.D., Cleve¬ 
land; and James M. Godard, Ph.D., Miami. Major 
topics to be discussed include dietary allowances, 
treatment of diabetes, obesity, current research, 
food administration, refrigeration, communications 
and human relations, community nutrition, and edu¬ 
cation. For information write the American Dietetic 
.Association, 620 N. Michigan Ave., Chicago 11. 

Safety Congress in Chicago.—The 45th national 
^feU' congress, sponsored bv the National Safety 
Council, will be held Oct. 21-23 at the Conrad 
H'koii, Sheraton-Blackstone, Congress, Hamilton, 
a Salle, and Morrison hotels, Chicago. Major Gen¬ 
eral B. K. Young, director-general, of The Royal So- 
deh' for the Prevention of Accidents, London, 
ngland, will present an address Oct. 21. A panel 
•scussion to be held Oct. 23 will include the follow¬ 


ing subjects: engineering and statistical consulta¬ 
tion, National Safety' Council awards, superv-isor de¬ 
velopment, programming of employee materials, and 
section activities. Safety' films ayvards yvlll be pre¬ 
sented Oct. 22. The 12th annual federal safety con¬ 
ference. sponsored by the Federal Safety Council, 
yvill be held Oct. 21-22, as part of the national con¬ 
gress. Entertainment includes a banquet Oct. 2-3. 
Registration fee is S5. For information yvrite the Na¬ 
tional Safety Council, 425 N. Michigan Ave., Chi¬ 
cago 11. 

Angiology Meeting in Atlantic City.—The third in¬ 
ternational congress of the International Society of 
-Angiology yvill be held at the Ambassador Hotel, 
Atlantic City, N. J., Oct. 18-21. Dr. Leroy Burney, 
surgeon general, U. S. Public Health Sery'ice, yvill 
present an address on Oct. 19. The presidential ad¬ 
dress yynll be Oct. 20 by Dr. A. Mario Dogliotti, 
Turin, Italy. The program includes the folloyy’ing 
symposiums: management of coronary' artery' dis¬ 
ease, management of aneury'sms of the aorta and 
major arteries of the extremities, management of 
arteriosclerotic occlusions of the aorta and major 
arteries of the extremities, and arterial replacements. 
Speakers from Belgium, France, Canada, Rumania, 
England, Germany, Brazil, Italy, Cuba, Uruguay, 
Poland, Syveden, Greece, and the U. S. are sched¬ 
uled. Simultaneous translations in French, Spanish, 
and English yy'ill be available at all sessions. Motion 
pictures yvill be shoyy'n each morning and afternoon, 
running concurrently yy'ith the scientific sessions. 
Scientific and technical e.xhibits are planned. For 
information yvrite Dr. Henry Haimovici, Secretary'- 
General, International Society of Angiology', 105 E. 
90th St., Neyv York 28, N. Y. 

Gulf Coast Clinical Meeting.—The 17th annual 
meeting of the Gulf Coast Clinical Society yy'ill be 
held Oct. 17-18 at the Buena Vista Hotel, Bilo.xi, 
Miss. The program includes the folloyving topics 
and speakers: 

Application of Radioactive Isotopes to Certain Problems of 
Interest to Practitioners of Medicine, Dr. Arthur L. 
Kretchmar, research clinician. Oak Ridge, Tenn. 
Autonomic Nervous System and SsTuptomatology, Dr. Eu¬ 
gene Stead, professor of medidne, Duke University’, 
Durham, N. C. 

What’s New in Obstetrics and Gynecology, Dr. J. P. Green- 
hill, senior attending obstretician. Cook County Hospital, 
Chicago. 

Common Behas-ior Problems in Children and What to Do 
.About Them, Dr. Richard E, Wolf, Children’s Hospital, 
Cincinnati, Ohio. 

Pathogenesis of tile Postgastrectomy Syndrome, Dr. George 
H. Peddie, clinical instructor in .surgery, Baylor Univer¬ 
sity College of yiedicine, Houston, Te\as. 

Early Management of Tendon Injuries of the Eytremities, 
Dr. Robert A. Knight, assistant professor of orthopedic 
surgery, Campbell’s Clinic, Memphis, Tenn. 

A clinicopatliological conference yy'ill be con¬ 
ducted Oct. 18, by' Dr. AValter Sheldon. Emory' 



710 


MEDICAL NEWS 


Universily, Atlanta, Ga. A banquet will be held 
Uct 1/. bor information write tlie Gulf Goast Clin¬ 
ical Society, 200 West Jackson St, Biloxi, Miss. 

Meeting of Life Insuranee Medieal Direetors.—The 
66th annual meeting of the Assoeiation of Life In¬ 
surance Medical Directors of America will be held 
Oct. 23-25 at the Hotel Statler, New York Git)'. On 
Oct. 25 a discussion will be conducted on “Profes¬ 
sional and Puijlic Relations” by the following per¬ 
sons; Dr. /Vlbert L. Larson, Travelers Insurance 
Company; Dr. Frank A. Warner, John Hancock 
-Mutual Life Insurance Company; Dr. William O. 
Purdy. Equitable Life Insurance Company of Iowa; 
Dr. Frank J. .McGurl, Prudential Insurance Com- 
pan\’; and Dr. Charles D. Gossage. Confederation 
Life Association. The program includes the follow¬ 
ing topics and speakers: 

Status of Radiation Safety in 1957, Dr. Reynold F. Brown, 
San Franciseo. 

Ileinatologic Disorders; Their Disabilities and Prognosis, Dr. 

Paul Reznilcoff, New York City. 

Diagnosis. Prognosis, and Treatment of Hypertensive Cardio- 
vaseular Disease. Dr. Robert W. Wilkins, Boston. 
Hyijertension in Substandard Insurance, Dr. Albert A. 
Pollack, New York City. 

•Mortality Study in Hypertension, Drs. William Bolt, Jack 
R. Harnes, and Murray F. Bell, New York City. 

Effect of Myocardial Disease and Dysfunction on the Form 
of the Electrocardiogram, Dr. Charles E. Kossmann, New 
York City. 

Recent Advances in Surgical Correction of Congenital 
Heart Le.sions, Dr. Charles P. Bailey, Philadelphia. 
Economies of Health Care, Dr. Howard L. Hauge, Mr. 
Albert V. Whitcball, and Dr. Percy E. Hopkins. 

A reception U'ill be held at 6 p. m., Oct. 23, to 
\\'hich ladie.s are invited. For information write Dr. 
Royal S. Schaaf, Secretary, the Association of Life 
Insurance Medical Directors, P. O. Box 594, 
Newark 1, N. J. 


Fcllowsliip in Dermal Pathology.—The Earl D. Os¬ 
borne fellowship in dermal pathology, sponsored 
by the American Academy of Dermatolog}'^ and 
Syphilology, provides annually the opportunity for 
study and training in dermal pathology to a post¬ 
graduate student who has completed satisfactorily 
at least one year or preferably two years of training 
in dermatology. Tlie stipend is $4,000 a year, di¬ 
vided into four quarterly payments during the 
year’s fellowship. The period of training will be 
spent at the Armed Forces Institute of Pathology, 
Washington, D. C., die appointment being subject 
to approval by the director of the institute. A stu¬ 
dent must complete one year of graduate training, 
either before or after completion of the Osborne 
fellowship, in an institution approved by the board 
for three years of training. Application blanks may 
be obtained from Dr. Hamilton Montgomery, Chair¬ 
man, Committee on Pathology, American Academy 
of Dermatology and Syphilology, 200 First St. S. M., 


J.A.M.A., Oct. 12, 1957 


begins July 1, 1958. Early application is urged and 
as a rule applications ivill not be considered after 
Sept. 1. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following number 
of reported cases of pohomyelitis occurred in the 
United States, its territories and possessions in the 
weeks ended as indicated: 


.\reii 

N»w England States 

Maine . 

Sew Hampshire . 

Vermont . 

Massachusetts . 

Rhode Island . 

Connecticut . 

-Middle -Atlantic States 

Xew York . 

Xcw Jersey . 

Pennsylvania . 

East North Central States 

Ohio . 

Indiana . 

Illinois . 

Michigan . 

Wisconsin . 

West North Central States 

Minnesota . 

loivn . 

Missouri . 

North Dakota . 

South Dakota . 

Nebraska . 

Kansas .. 

.South Atlantic States 

Delaware . 

Maryland . 

District of Columbia ..... 

Virginia . 

West Virginia . 

North Carolina . 

South Carolina .. 

Georgia .. 

Florida .. 

East South Central States 

Kentucky . 

Tennessee .. 

-Alabama ... 

Mississippi . 

West South Central States 

-Arkansas . 

Louisiana . 

Oklahoma . 

Texas ... 

-Alountain States 

Montana . 

Idaho . 

AVyomlng . 

Colorado . 

New Mexico . 

-Arizona . 

Utah . 

Nevada . 

Pacific States 

AVashIngton . 

Oregon . 

Calilornia . 

Territories and Possessions 

Alaska . 

Hawaii . 

Puerto Rico . 

Total . 


Sept. U, 1957 Sept. 15, 

C :— 7 ^' -' 1936 

Paralytic 

Tj-pe Total Total 


1 


2 6 6 

.. .. 1 

1 2 10 

8 14 64 

1 4 23 

10 

4 13 55 

15 26 27 

5 25 107 

7 43 71 

1 12 60 

2 2 23 

4 10 69 

1 1 54 

2 6 3 

1 3 11 

.. 2 21 

.. .. 4 

1 1 1 

5 6 1 

8 4 17 

1 4 8 

6 27 

2 5 6 

1 2 8 

1 e 17 

4 4 

1 4 6 

1 1 3 

1 IS 

1 1 9 

2 6 27 

2 14 

5 17 42 

1 

" 3 15 


1 ■ 
1 
9 


13 

10 

il 34 95 


6 

2S2 
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CORRECTIONS 

Dr. Rosenblum Goes to North Carolina.-Concem- 
ing tlie news item under this heading in The Joun- 
XAL Aug. 17, page 1827, Dr. Bernard F. Rosenblum 
has written that the following part of the item was 
erroneous: “He will also serve as assoeiate professor 
of public health administration in the School of 
Hygiene and Publie Health at the University of 
North Carolina. Chapel Hill, and as associate pro¬ 
fessor of medicine at Duke University, Durham.’’ 

Recurring Infectious Thrombophlebitis.—In the 
Query and Minor Note “Recurring Infectious Throm- 
bopliiebitis,” The Joubkal, Aug. 17,19.57, page 1857, 
in the third paragraph, “either Parenzyme or Chy- 
mar, 5 Cm. daily for a serie.s of 10 treatment.s" should 
have read, “eitlier Parenzyme or Chymar, 5 mg. 
daily for a series of 10 treatments.’’ This may be 
given as one dose daily or may be divided into two 
doses of 2.5 mg. each. In some e.xtreme cases, it may 
be given in doses of 2.5 mg., four times a da\', but. 
in the average case, 5 mg. daily should be effective. 

EXAMINATIONS 

AND 

LICENSURE 



BOARDS OF MEDICAL EXA^aNERS 

Alabama: Examination. Montgomery, June 17-19. Sec., Dr. 

D. G. Gill, State OfiBce Building, Montgomery 4. 

Arizona:* Examination and Reciprocitij. PlioenLs, Oct. 16-18. 
Exec. Sec., Mr. Robert Carpenter, 826 Securitx’ Bldg., 
Phoenix. 

Ark.xns.xs:'’ Examination and Reciprocity. Little Rock, Nov. 

7. Sec., Dr. Joe Verser, Harrisburg. 

Calitorma: Written Examination. Sacramento, Oct. 21-24. 
Oral Examination. San Francisco, No\. 16. Oral and 
Clinical for Foreign Craduales. San Francisco, Nov. 17. 
Sec., Dr. Louis E. Jones, 1020 N Si., Sacramento 14. 
Colorado:* Examination. Denver, Dec. 3-4. Exec. Sec., Mrs. 

Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 
Connecticut:* Examination. Hartford, Nov. 12-14. Sec., 
Dr. Creighton Barker, 160 St. Ronan St., New Haven. 
Delaware: Examination. Dover. Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel. Professional 
Bldg., Dover. 

District of Columbi.x:* Examination. Washington, Nov. 
12-13. Deputy Director, Mr. Paul Foley, 1740 Massaclui- 
setts Ax’e., N.M'., Washington, D. C. 

Florida;* Examination. Miami, Nov. 24-26. Sec., Dr. 

Homer L. Pearson, 901 N.M’. 17th St., -Miami 36. 

Idaho: Examination and Reciprocity. Boise, Jan, 13-15. Ex. 

^Ir. Annand L. Bird, 364 Sonna Bldg., Boise. 

0"A: Examination. Des Moines, Dec. 2-4. Exec. Sec., 
-Mr. Donald V. Saf, State Office Building, Des Moines 19. 

C.ramina(ion. Louisville, Dec. 9-11. Sec., Dr. 
Russell E. Teague, 620 South Third St., Louissille 2. 
aln’e: Examination. Portland, Nov. 12-14. Reciprocity. 
Portland, Nov. 12. Sec., Dr. Adam P. Leighton, 142 High 
ht.. Room 514, Portland. 

AnYL.\ND: Reciprocity. Baltimore, September. Examina- 
hon. BalHmore, Dec. 10-13. Sec., Dr. Frank K. Morris, 
l 11 Cathedral St., Baltimore. 


Massachusetts: Examination. Boston, Jan. 14-17. Sec., Dr. 

Robert C. Cochrane, 37 State House, Boston. 
Mjnxesota:* Examination and Reciprocity. Minneapolis, 
Oct. 15-17. Sec., Dr. F. H. Magney, 230 Lowry Medical 
Arts Bldg., St. Paul 2. 

Mississippi: Reciprocity. Jackson, December. Examination. 
Jackson, June. Asst. Sec., Dr. R. N. Wbitfield, Old Capi¬ 
tol, Jackson 113. 

Nebraska:® Examination. Omaha, June. Sec., Mr. Husted 
K. Watson, Room 1009, State Capitol Bldg., Lincoln 9. 
New Jersey: Examination. Trenton, Oct. 15-18. Sec,, Dr. 

Patrick H. Corrigan, 28 W. State St., Trenton. 

Nexv Mexico;® Examination and Reciprocity. Santa Fe, 
Nov. 18-19. Sec., Dr. R. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York; Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 10-13. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany 7. 

North D.akota; Examination. Grand Forks, Jan. 9-12. Reci¬ 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Ohio: Examination. Columbus, Dee. 17-19. Dr. H. M. 

Platter, 21 W. Broad St., Columbus 3. 

Oklahoma: Examination. Oklahoma City, Dec. 14-15. Sec., 
Dr. E. L. Lester, 813 Braniff Bldg., Oklahoma City. 
Oregon:* Examination. Portland, January. Exec. Sec., Mr. 

Howard I. Bobbitt, 609 Failing Bldg., Portland. 

South Carolina: Examination. Columbia, Dec. 10. Sec., 
Dr. H. E. Jarx’ey, Jr., 1329 Blanding St., Columbia. 
South Dakota:* Examination. Sioux Falls, Jan. 21-22. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Te.kas:° Examination and Reciprocity. Fort Worth, Dec. 
5-7. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., 
Fort Worth 2. 

Utah: Examination. Salt Lake City, July 9-11. Director, Mr. 

Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 
Virginla: Reciprocity. Richmond, Dec. 4. Examination. 
Richmond, Dec. 5-7. Address: Office of the Secretary, 
631 First St., S.W., Roanoke. 

Washington:* Examination. Seattle, Jan. 13-15. Sec., Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

West Virginia: Examination. Charleston, January’. Sec., Dr. 

Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 
Wisconsin:* Reciprocity. Madison, Oct. 18. Examination. 
Madison, January’. Sec., Dr. Tliomas W. Toimey’, Jr., 1140 
State Office Bldg., Madison. 

Alaska:® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Guam; Subject to Call. Act. Sec., Dr. S. F. Provencher, 
Agana. 

Haxvau; Examination. Honolulu, Jan. 13-14. Sec.. Dr. l. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

ViBciN Islands: Examination. St. Thomas, Nov. 13. Sec., 
Dr. Earle M. Rice, Charlotte Amalie, St. Thomas. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Disnucr of Columblx: Examination. Wasliington, Oct. 21- 
22. Deputy Director, Mr. Paul Foley, 1740 Massachusetts 
Ave., N. W., Washington, D. C. 

Florid.a; Examination. Gainesx-ille, Nov. 9. Sec., Mr. M. W. 

Emmel, Box 340, University of Florida, Gainesville. 

New Mexico: Examination. Santa Fe, Oct. 20. Sec., Mrs. 

Marguerite Cantrell, Box 1522, Santa Fe. 

South Dakota: Examination. Vermillion, Dec. 6-7. Sec., 
Dr. Gregg M. Evans, 310 E. 15th St., Yankton. 

Texas: Examination. Austin, Oct. 18-19. Chief Clerk, Miss 
Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin. 
Wisconsin: Examination. Milwaukee, Dec. 7. Sec., Mr. 
William H. Barber, 621 Ransom St., Ripon. 


“Basic Science Certificate required. 
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^^ETERANS ADMINISTRATION 

for Veterans.-Public Law 
b5-16S authorizes for more than 2 million disabled 
veterans higher compensation checks for service- 
connected disabilities, starting natli checks mailed 
out at the end of October, 1957, the Veterans Ad¬ 
ministration said on Aug. 27. 

Veterans already on the VA’s compensation rolls 
need take no action to get the raise. It will be paid 
automatically. Also increased will be the special 
allov'ances for dependents of paid veterans whose 


T .uu.i; I,—Old and New Wariime Compensallon Rates 


IViirtiiiie Kntc* 


SVr\-I(v-c(iiiiu'Cli‘(l Dl-iililllty. Old. S Xew. 

. 17 l.o 

. :« 3fi 

M an . 

('!> . 73 

. ill 100 

ffl d'l. IW 120 

<<-') 70. i-jj 14(1 

(l>) . 14:. 1«0 

(I) l«t. l(i:t 179 

0) Totiil ISl 22.'i 

(k) .Iniitoiiifc Io>-<, or Io-< of u-o, of ii crciifivc oiniin, 
or 1 foot, or 1 liiitid, or l.otli Imtiooki.. or hlincl- 
ii('-s of I pye, iKivltK,' only lij'lil |ic'rco|itlon. riitos 

(II) to (J) locroii-od nioiitlily t.y . 47 47 


.Mintoiiilr lo-«. or lo's of u^o, of ii crpiitivp ori’iiii, 
or 1 foot, or 1 liiiiid, or both liuttoeks, or blind- 
III-!'! of 1 cyp, havlnit only llkht percciitlon. In ad¬ 
dition to rcqulrcincnt for any ra1o« in (1) to (n), 
rate Iricren-pd monthly for each lo.s«, or Iocs of 
tf-e of, by. 47f 47J 

tl) .Vnatonilc lo'—•, or lo.-< of u«p, o: botli hand<, or 
both feet, or 1 hand and 1 foot, or blind both eyc< 
with .'i/2(Kl visual aeidty or less, or Is jicrina- 
npntly bedridden or so helpless as to be In need 
of reKular aid and attendanee, monthly compen¬ 
sation. 279 309 


(III) .liiatoiiile loss, or loss of iise, of 2 e.Mreiiiltles at a 
level, or with poniplicatlons, preventlm,' natural 
elbow or knee aetlon with prosthesis [n place, or 
siilTered blindness in both eyes, lenderltiK him so 
helpless as to be in need of reitiilar aid and at¬ 
tendance. monthly compensation. -329 

(n) .Inatoiiilc loss of 2 e.ytreinitie.s so neai shoulder or 

hip us to prevent u»e of prosthetic appliance, or 
suirered anatomic loss of both eye®, monthly 
eompensatlon. '171 

(o) .Stiffered illsablllty under conditions which would 

entitle him to 2 or more rates In (1) to (n), no 
condition behifteoiisidored twice, or .sulTcrcd total 
deafness In eoiiiblnatlon with total blindness with 
.V2(KJ \ isual acuity or less, monthly compensation 42o 

(p) In event disabled person's servieo-lneurrcd disabil¬ 

ities exceed rcquironients for any of rates pre¬ 
scribed, .Idminlstrator, In Ids discretion, may al¬ 
low next hlfthor rate, or Intermediate rate, but In 
no event in excess of. ■l-b 

(q) Jlinhmmi rate for arrested fiiborciilosis. C7 


.3.-.9 


401 


4.'i0 


4o0 

07 


• Compensation for disabilities inciiricd under non-extriihazardous 
conditions diirliiK peacetime arc 00% of the wartime rate. 

4 Hut In no event to exceed s420 in combination with other applicable 

"*! UuMn no event to exceed sl-'.q in couiliination with other applicable 
ratimts. 


service-connected disabilities are rated at 50% or 
more Witli a few exceptions, the increase 
■iboiit 10% across the board, except for totally dis- 
;,bled veterans rated at 100%, whose boost from 
.$181 to $225 per month amounts to 24.J /o. 


J.A.M.A., Oct. 12, 1957 


Unchanged are Aree statutory rates, two of them 
at $47 each, involving tlie anatomic loss, or loss 
of use, of one part of the body, and the tliird at 
$67 as the minimum rate for arrested tuberculosis. 
These rates may be payable in addition to the per¬ 
centage ratings for service-connected disabilities 
Compensation rates payable to veterans whose 
service-connected disabilities were suffered during 
peacetime service under non-extrahazardous con¬ 
ditions are 80% of the new wartime rate. 
Peacetime service disabilities suffered under extra- 
hazardous conditions may be payable at the 
wartime rates. 


Not affected by the increase are the compensa¬ 
tion rates paid survivors of veterans whose deaths 
were service-connected, nor pensions paid wartime 
veterans or their xridows or children for non- 
service-connected disability or deatli. 

Both old and new wartime rates of compensation 
paid to veterans for service-connected disabilities 
are shoum in table 1. 

Allowances for Dependents.—Veterans whose 
serxuce-connected disabilities are rated at 507o or 
more are entitled to additional compensation for 
dependents. 


Table 2.—Additional Disabilittj Compensation for Dependents 


Wartime Rate* 

Depencli'iiey 

o' 

New, 

Wife tiiKl 

.N’o cliildrcD. 


23 

I child. 


39 

2 children. 


.10 

3 or more childien. 


02 

No wife nnd 

. 14 

13 


. 24..jO 

27 


. S-'i 

SO 

Dependent parents 

.. 17..j0 

19 

.) . . ..... 

. a.3 

33 


♦ If the di.snbility was incurred under non-extrnhu/nrdous condition' 
during pencetIme, ndditioniil compensntion for dependents is of 
the wartime rate. 


Both the old and new wartime rates are listed in 
able 2; they are based on 100% disability. The 
ates for 507o or more are payable at the same 
latio that the degi'ee of disabilitj' bears to 100%. 

ersonal.-Dr. Frank J. Schaffer, chief, physical 
ledicine and rehabilitation serxuce, VA Medical 
caching Group Hospital, Memphis, Tenn., has 
een appointed chief of program development 
1 the same service at Washington, D. C. Schat- 
2 r is certified by die American Board of Physical 
ledicine and Rehabilitation. He joined the ^A m 
eptember, 1946, and has served at VA Hospitals m 
ort Lyon, Colo., Fort Thomas, Ky., Columbia, 

. C., and at the VA regional oflSce m ’ 

f. Mex. Among his responsibilities m V ashi g 
dll be the further development of 
ency program in physieal medicine and r ; 

on, which is the second largest career residenc) 

rogram in die VA. 
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Hassett, Florence Sullivan ® Elmira, N. Y.; bom in 
Elmira, Sept. 28, 1903; University’ of Rochester 
School of Medicine and Dentistry’, Rochester, N. Y., 
1939; certified by the National Board of Medical 
Exarniners; specialist certified by the American 
Board of Internal Medicine; fellow of the American 
College of Physicians; past-president of the Chem¬ 
ung County’ Medical Society’; past-president of the 
medical conference of Rochester Regional Hospitals 
Council; clinical instructor in medicine at his alma 
mater; attending physician and physician in charge 
of electrocardiographic laboratory. Amot-Ogden 
Memorial Hospital; consulting physician, past-presi¬ 
dent of staff, and director of postgraduate educa¬ 
tion program, St. Joseph’s Hospital; consulting 
physician and member of medical adx’isory’ board. 
Veterans Administration Hospital in Bath; past 
medical director and president of board of manag¬ 
ers, Chemung County’ Sanatorium; died suddenly’, 
July 6, aged 53, of dissecting aneury’sm of the aorta. 

Alter, Robert Leonhardt * Toledo, Ohio; bom in 
Toledo March 8, 1913; Duke University School of 
Medicine, Durham, N. C., 1937; certified by the 
National Board of Medical Examiners; specialist 
certified by the American Board of Obstetrics and 
Gynecology; interned at the Johns Hopldns Hos¬ 
pital in Baltimore, where he served a residency at 
the Baltimore City’ Hospital; formerly a resident in 
obstetrics and gy’necology’ at the Duke Hospital in 
Durham, N. C., and instmctor in obstetrics and 
gy’necology at his alma mater, where he was later 
assistant professor of obstetrics and gy'necology; 
formerly professor and head of the department of 
obstetrics and gy’necology at the American Univer¬ 
sity’ of Beimt School of Medicine in Lebanon; fel¬ 
low of the International College of Surgeons and 
the American College of Surgeons; died in Modesto, 
Calif., Aug. 7, aged 44. 

Hawley, Sydney James ® Seattle; bom in Seattle 
Sept. 28, 1899; University’ of Pennsylvania School 
of bledicine, "Philadelphia, 1924; formerly clinical 
assistant professor of Radiology’, University’ of 
Washington School of Medicine; certified by the 
National Board of Medical Examiners; specialist 
certified by’ the American Board of Radiology; 
member of the American Roentgen Ray’ Society’, 
Radiological Society’ of North America, of which 
he was president-elect and member of the board 
of chancellors of the American CoUege of Radi- 
ology'; past-president of the Pacific Northwest 
Radiological Society’; formerly vice president of the 

% Indicates Member of the American Medical Association. 


American Registry’ of X-Ray Technicians; serx’ed 
on the staff of the Geisinger Memorial Hospital in 
DanmUe, Pa.; died in the Swedish Hospital July’ 29, 
aged 57, of coronary’ occlusion. 

Breitstein, Moses Lew-is, Baltimore; bom in Rich¬ 
mond, Va., Nov. 18,1894; Johns Hopkins University’ 
School of Medicine, Baltimore, 1919; specialist 
certified by’ the American Board of Otolaryngology; 
an associate member of the American Medical 
Association; fellow of the American College of 
Surgeons; an otologist for the city health department; 
consultant in otology’ for the Mary’land State De¬ 
partment of Education; president of the Baltimore 
Hearing Society’; associated xMlh the Hospital for 
Women of Mary’land, the Baltimore Ey’e, Ear and 
Throat Hospital, and the Union Memorial Hospital, 
where he died July’ 20, aged 62, of coronary heart 
disease. 

Card, Daniel Parker, Colonel. U. S. Army, retired. 
Washington, D. C.; bom in Smy’ma, N. Y’’., July 29. 
1878; University’ and Bellex’ue Hospital Medical 
College, New York City’, 1904; fellow of the Ameri¬ 
can College of Surgeons; service member of the 
American Medical Association; veteran of World 
War I; entered the medical corps of the U. S. Army 
in 1909 and retired July 1942; held the Legion of 
Merit; a Chevalier of the French Legion of Honor; 
decorated by Poland, Italy’, and Serbia; for three 
y’ears chief phy’sician at Virginia Military Institute. 
Le.xington, Va.; died in the Walter Reed Army 
Hospital July 24, aged 78, of cancer. 

Ryan, Frank Kevan, Plattsburgh, N. Y.; bom in 
Plattsburgh Dec. 12,1890; George 4Vashington Uni¬ 
versity' School of Medicine, Washington. D. C., 
1916; member of the Medical Society’ of the State 
of New Y'ork; fellow of the American College of 
Surgeons; past president of the Clinton County’ 
Medical Society’; during World War I a surgeon 
with the British Expeditionary’ Forces and later 
sers'ed u’idi the U. S. Army’ Medical Corps over¬ 
seas for 16 months; a member of the staff of the 
Physicians Hospital; ser\’ed on the staff of the 
Champlain VaUey’ Hospital, where he died July' 
18, aged 66. 

Carr, Charles Crain, Le.xington, Ky.; Hospital 
CoUege of Medicine, Louisville, 1907; specialist 
certified by the American Board of Orthopedic 
Surgery’; member of the Clinical Orthopaedic So¬ 
ciety’ and the American Academy of Orthopaedic 
Surgeons; an associate member of the American 
Medical Association; fellow of the American Col- 



714 


DEATHS 


lege of Surgeons; veteran of World War I; formerly 
cliief surgeon for the Chesapeake and Ohio Rail- 
w'ay; on the staff of the Good Samaritan Hospital 
and Sj:. Joseph Hospital, where he died July 28, 
aged 72, of acute gangrenous cholecystitis. 

Bing, Fled Allan ^ Sanger, Calif.; Universitj' of 
Oklahoma School of Medicine, Oklahoma City, 
1939; served an internship and residency at the 
Geneial Hospital of Fresno County in Fresno; for 
three years on the board of governors of the Fresno 
County Medical Society; formerly member of the 
city council; served on the staffs of the Fresno Com- 
munit)' and Valley Children’s hospitals in Fresno 
and the Sanger Hospital; died Aug. 8, aged 41, of 
coronal’}' occlusion. 

•Arndt, Oscar H., Detroit; Detroit College of Medi¬ 
cine, 1906; died July 11, aged 78, of coronary throm¬ 
bosis and arteriosclerotic heart disease. 

Bayliss, George William, Martinsburg, \V. Va.; 
College of Physicians and Surgeons, Boston, 1906; 
died in the CiW Hospital May 28, aged 83, of acute 
coronary disease. 

Bentz, George Henry, Saugerties, N. Y.; Columbia 
Uni\’ersity College of Physicians and Surgeons, 
New York City, 1903; died May 6, aged 75, of carci¬ 
noma of the mouth with metastases. 

Berg, Albert Page ® Philadelphia; Medico-Chirurgi- 
cal College of Philadelphia, 1901; served in France 
during World War I; died July 20, aged 78, of ab¬ 
dominal carcinomatosis. 

Biggs, Ray Hoyt * Sanatorium, Miss.; Emory Uni¬ 
versity School of Medicine, Atlanta, 1933; member 
of the American Tnideau Society; at one time 
health officer of Madison County; formerly assist¬ 
ant superintendent and medical director of tlie 
Mississippi State Tuberculosis Sanatorium; died 
July 12, aged 50, of emphysema and cor pulmonale. 

Blackburn, Arthur Dale ® Circleville, Ohio; Miami 
Medical College, Cincinnati, 1902; retired July 1, 
1936 as Pickaway County health commissioner; 
died July 17, aged 77, of acute pulmonary edema. 

Blumstein, David Barnett, Miami Beach, Fla.; Col¬ 
lege of Physicians and Surgeons of Chicago, School 
of Medicine of the University of Illinois, 1904; 
formerly practiced in New York City; died in the 
Mount Sinai Hospital July 21, aged 74, of acute 
m}'Ocardial infarction. 

Bresky, Hillard, Rego Park, N. Y.; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1924; member of the Medical Society of 
the State of New York; died Aug. 2, aged 58, of 
cancer. 

Bussell, Benjamin Randolph ® Waycross, Ga.; 
Atlanta College of Physicians and Surgeons, 1911; 
past president of the Ware County Medical Society; 


J.A.M.A., Oct. 12, 1957 


ror many years chief anesthetist at Ware County 
Hospital; died m the Memorial Hospital July 14 
aged 72, of cerebral thrombosis. ’ 


\ f ^ r,- luwa; names 

Medical College, St. Louis, 1902; chief of staff 

Booth Memorial Hospital; on the staffs of the 
Iowa Lutheran and Mercy hospitals, and the Iowa 
Methodist Hospital, where he died July 20, aged 76. 


Cohen, David, Louisville, Ky.; Kentucky University 
Medical Department, Louisville, 1903; an associate 
member of the American Medical Association, 
served in France during World War I; on the court- 
esy staffs of Kentucky Baptist Hospital, St. Joseph 
Infirmary, Jewish Hospital, and Norton Memorial 
Infirmai-y, where he died July 27, aged 74, of hyper¬ 
tensive cardiovascular disease. 


Corrington, Dale Donatus, Tallassee, Ala.; Rush 
Medical College, Chicago, 1924; member of the 
Medical Association of Alabama; veteran of World 
War I; on tlie staff of die Community Hospital in 
East Tallassee, where he died July 21, aged 59, of 
chronic nephritis and uremia. 


Crispo, Pierre Timothy ® Fall River, Mass.; Laval 
University' Faculty of Medicine, Quebec, Quebec, 
Canada, 1893; formerly school physician; for 12 
years served on die board of health, die last six 
years as chairman; on die staff of St. Anne’s Hos¬ 
pital; died in die Truesdale Hospital July 22, aged 
85, of cerebral thrombosis. 

Delagoa, Arthur Clark, San Antonio, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1932; died July 21, aged 47, of peritonitis and 
enterocolitis. 


Denham, Thomas William, Visalia, Calif.; Kentucky 
University Medical Department, Louisville, 1905; 
died in Tulare July 1, aged 74, of myocardial in¬ 
farction. 


Donker, Adrian Edward, Carrington, N. D.; Grand 
Rapids (Mich.) Medical College, 1907; died in die 
Carrington Hospital July 29, aged 75, of gastro¬ 
intestinal hemorrhage. 


lerson, William Joseph ® Laredo, Texas; George 
ishington University School of Medicine, Wash- 
;ton, D. C., 1944; certified by die National Board 
Meffical Examiners; chief of staff and director of 
thology at Mercy Hospital; died July 5, aged 40. 

glish, Kinsey Ourant ® Chicago; Rush Medical 
liege, Chicago, 1930; member of tlie Airi^ican 
ademy of General Practice; veteran of R oriel 
IT I- on die executive medical staff, West Surban 
spital, Oak Park, Ilk, where he died Aug. b, 
id 62, of acute coronary disease. 

eleth, George S., Newport, N. H.; Believe Hos- 
al Medical College, New City, 188^ meim 
- of die Medical Society of the State of be 
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York; an associate member of the American Medi¬ 
cal Association; formerly practiced in Little Falls, 
N. Y., where he was on the staff of the Little Falls 
Hospital; died July 22, aged 92. 

Fuller, Martin Lutlier, Abilene, Texas; Baylor Uni¬ 
versity’ College of Medicine, Dallas, 1908; formerly 
director of the Laredo-Webb County Health De¬ 
partment; died July 19, aged 79, of cerebral hemor¬ 
rhage. 

Furby, Robert LudvHck, Vancouver, Wash.; 
University of Illinois College of Medicine, Chicago, 
1913; died July 24, aged 72, of coronary occlusion 
and hy'pertensive cardiovascular disease. 

Fuson, Carl Campbell ® Milliken, Colo.; Denver 
and Gross College of Medicine, 1910; serv'ed in 
France during World War I; on the staff of tire 
Weld County’ General Hospital, where he died 
July 16, aged 7S. 

Galloway, Fletcher Wilson ® Florala, Ala.; Mem¬ 
phis (Tenn.) Hospital Medical College, 1903; died 
July 10, aged 84, of a heart attack. 

Gilliland, Alvin Orrin, Cameron, Mo.; Kansas City 
(Mo.) hledical College, 1903; died July 17, aged 78, 
of coronary dirombosis. 

Gottschalk, Clara Grace ® Chicago; University of 
Illinois College of Medicine, Chicago, 1915; died 
July 21, aged 74, of acute pulmonary edema and 
arteriosclerotic heart disease. 

Gmndset, Ole J, ® Montrose, Minn.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1927; died June 30, aged 70. 

Halbrook, John Franklin, Morrilton, Ark.; Memphis 
(Tenn.) Hospital Medical College, 1902; past-presi¬ 
dent of the Conway County Medical Society; 
veteran of World War I; died in Veterans Adminis¬ 
tration Hospital, North Little Rock, June 18, aged 
83, of cerebral thrombosis and arteriosclerosis. 

Hopkins, Richard Thomas ® Orofino, Idaho; Cornell 
University Medical College, New York City, 1909; 
served on the staff of the Orofino Hospital; died in 
Portland, Ore., July 29, aged 74, of cancer. 

Hopson, George ® De Soto, Mo.; University of 
Tennessee College of Medicine, Memphis, 1931; 
member of the American Academy of General 
Practice; formerly associated with the Indian 
Service; veteran of World War II; died July 4, 
aged 53. 

Infield, Gerald Lee ® Northfield, N. J.; Hahnemann 
Medical College and Hospital, Philadelphia, 1933; 
health officer; since 1948 mayor; veteran of World 
^^ar II; medical director of the Atlantic County 
Hospital for Mental Diseases; died in Atlantic City’ 
July 31, aged 51, of congestive heart failure. 


Ivanov, Christine Jan, Milwaukee; Marquette Uni¬ 
versity School of Medicine, Milvvaukee, 195.3; 
served a residency at the Milwaukee County’ Hos¬ 
pital for Mental Diseases at Wauwatosa; died July 
31, aged 43, of pulmonary' embolism follow’ing 
thrombophlebitis of left lower extremity’. 

Keenan, Maurice Edward, Circle, Mont.; Univer¬ 
sity’ of Colorado School of Medicine, Denver, 1942; 
veteran of World War 11; died July’ 16, aged 41, of 
coronary’ thrombosis. 

Klar, Jacob Joseph ® Springfield, Mass.; College of 
Physicians and Surgeons, Boston, 1935; died in the 
Wesson Memorial Hospital Aug. 3, aged 55, of 
coronary’ thrombosis. 

Kroener, William Frederick Sr., Pebble Beach, 
Calif.; Rush Medical College, Chicago, 1925; certi¬ 
fied by the National Board of Medical Examiners; 
an associate member of the American Medical As¬ 
sociation; veteran of World War I; past president 
of the Whittier Kiwanis Club and the hi^ school 
board of Whittier; died in the Peninsula Commu¬ 
nity’ Hospital, Carmel, July 16, aged 66, of arterio¬ 
sclerosis. 

Lieberman, Louis James ® Cleveland; Western Re¬ 
serve University School of Medicine, Cleveland, 
1922; veteran of World War II; associated with 
Mount Sinai, Polyclinic and Woman’s hospitals; 
died July 26, aged 59, of a heart attack. 

Lipldn, Harry ® New York City; College of Phy¬ 
sicians and Wgeons, Baltimore, 1914; died July 
20, aged 66, of carcinoma of the left superior 
maxillary antrum. 

Lurting, Clarence Wilbur ® Pittsburgh; College of 
Phy'sicians and Surgeons, Baltimore, 1903; on the 
staff of St. John’s General Hospital; died in the 
Allegheny General Hospital July’ 22, aged 82, of 
coronary occlusion. 

Lynch, Daniel Webster, Miami, Fla.; Northwestern 
University Medical School, Chicago, 1905; veteran 
of World War 1; died June 6, aged 78, of pulmonary 
embolism. 

McCurdey, Neil Augustus, Norfolk, Va.; University 
of Virginia Department of Medicine, Charlottes¬ 
ville, 1896; died May 17, aged 85, of acute coronary 
insufficiency. 

McMann, William Henry ® Boston; Harvard Medi¬ 
cal School, Boston, 1900; died in the Carney Hos¬ 
pital May’ 21, aged 84, of cerebral hemorrhage. 

McNulty, John Benjamin ® Memphis, Tenn.; Wash¬ 
ington University School of Medicine, St. Louis, 
1909; served on the staff of St. Joseph Hospital; 
died July 18, aged 78. 

Macldn, M. Charles ® Des Moines, Iowa; Baltimore 
Medical College, 1891; Chicago Homeopathic Med¬ 
ical College, 1893; serv’ed as superintendent of the 
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Mount Pleasant (Iowa) State Hospital; died in St. 
Bernard’s Hospital, Council Bluff, July 18, aged 91, 
of cerebral hemorrhage. 

Malloy, Hcmy Darius, Winston-Salem, N. C.; 
Leonard Medical School, Raleigh, 1910; honorary 
staff member of Kate Bitting Reynolds Memorial 
Hospital; died July 28, aged 72. 

Marble, Pcrlcy Leonidas ® Liscomb, Iowa; State 
University of Iowa College of Homeopatliic Medi¬ 
cine, Iowa Cit^^ 1899; Hahnemann Medical College 
and Hospital of Philadelphia, 1906; on the staff of 
the Evangelical Hospital, Marshalltown, where he 
died June 19, aged 85, of coronary disease. 

Marcus, Samuel Jerome, Pittsburgh; University of 
Pittsburgh School of Medicine, 1909; an associate 
member of the American Medical Association; died 
in the Mercy Hospital July 25, aged 70. 

Mayer, Benjamin Harrison ® Ellsworth, Kan.; 
Kansas Medical College, Medical Department of 
Washburn College, Topeka, 1911; member of tlie 
American Society of Anesthesiologists; veteran of 
World War I; died July 17, aged 69. 

Messer, George Frederiek, Milwaukee; Kansas CRy 
(Mo.) Medical College, 1892; died July 2, aged 8 . 

Mikesch, William Henry * South ^^^nd, Ind.; St. 
Louis University School of Medicine, 1913; for six 
vears deputv county coroner; veteran of 
War I; dfed'in St. Joseph’s Hospital June 25, aged 
74, of cerebral vascular thrombosis, 

Mitchell, rm\ Hayne. Ahoskie C ' 

College of Medicine, Richmond, 190/; on the staii 
ol tlJ Ranoke-Chowan Hospital, where he died 
July 24, aged 71, of cerebral hemorrhage. 

Moore, George W. * Bay City, Mch; 

Medical College. 1898; past-president of the Baj 

Grera^ZspSisrdierjrily 15. aged 89. of cerebral 
thrombosis. 

xif o Tp«e McGough, Princeton, Ky.; Hospital 
if Medicine, Louisville, 1901; ™ 

^ ^ the American Medical Association; past- 

member Caldwell County Medical Society; 

Sfe of the Caldwell County 

myocarditis and arteriosclerosis. 

Moore Joseph Leslie,Jrooktym^^^^^ 

190“ - " :ron the ftu"" 
Medical A“0“Uta“". fO^edicine; ^orld 

(^“®^“world war 11 a Selective Serv.ee 


examiner; consultanl in medicine at the Brooklyn 
Hospital, where he died July 18, aged 80, of gastric 
ulcer and peritonitis. 

Mueller, Clive Paul, Lieut. Col., U. S. Army, re¬ 
tired, San Antonio, Texas; Northwestern University 
Medical School, Chicago, 1916; service member of 
the American Medical Association; veteran of 
World War I; entered the medical corps of the 
U. S. Army in 1918 and retired July 1937; died 
May 30, aged 68, of fracture of the hip and Parkin¬ 
son’s disease. 

Myers, Henry F. ® Lancaster, Pa.; University of 
Pennsylvania Department of Medicine, Philadel¬ 
phia, 1893; formerly member of the city board of 
education; for many years on tlie staff of the Ross- 
mere Sanatorium; died July 20, aged 87, of cerebral 
arteriosclerosis. 

Nark, John Aloysius, Philadelphia; Temple Univer¬ 
sity School of Medicine, Philadelphia, 1927; staft 
member, St. Mary’s Hospital; died July 27, aged 55. 
of carcinoma of the liver. 

Newbury, Nelson Edwards, Atlantic City, N. J.; 
New York University Medical College, N^'v York 
City 1897; died in Atlantic City Hospital July 20, 
aged 82, of uremia and arteriosclerotic heart dis¬ 
ease. 

Niederwimer, John Stevens, St. Louis; St. Louis 
University School of Medicine, 1943; interned at 
St. LouL County Hospital i^Cla>’ton jHiere he 
served a residency; served a residency at the Robert 

Koch Hospital in Koch, Mo.; died July 14, aged 

Nolkins, Louis Adolph, New Have.., tom.-; » 
University School of Medicine, New Haven, 190 , 
served on the faculty of his 

World War I; neurologist consultaiit for t 
erans Administration; died in the Gayloid Fa , 
Wallingford, July 21, aged 81. 

Niilton Ida May ® Lancaster, Mo.; Keokuk (Imva) 
SalCollegl 1898;diedinSt.Joseph^^^^^^^^^ 
pital, Centerville, Iowa, July 13, aged 91, ot urem 

n’Rar Oliver Fort Lauderdale, Fla.; 

W Uuiversi^ 

Orleans. 1899 ; for man,. Vf 

Louis; died July 25, aged 82, ot cerema 

O’Neill, Edward CoheS^^lQOS; vet- 

Md Hospital 

Uom. Alfred «er * “ 

July 7, aged 45. 
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Pennington, Henrj' Z., Eldorado, Texas (licensed 
in Texas, under tlie Act of 1907); died in Memorial 
Hospital, San Angelo, July 23, aged 90, of car¬ 
cinoma of the prostate and arteriosclerotic heart 
disease. 

Porterfield, William LoxxTie ® McClure, Ill.; Rush 
Medical College, Chicago, 1902; for many years 
practiced in Chicago, where he was on the faculty 
of Loyola University School of Medicine and on the 
staff of St. Bernard Hospital; died in Baltimore 
July 20, aged 77, of bronchopneumonia and pros¬ 
tatic adenocarcinoma unth metastases. 

Price, Alfred Stirgus ® Des Moines, Iowa; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1904; veteran 
of the Spanish-American War and World War I; 
serx’ed as chairman of the Polk County Sanitary^ 
Commission and county physician; on the staffs of 
Mercy Hospital and Iowa Methodist Hospital where 
he died July 18, aged 77. 

Price, William Harrison, Shelter Island Heights, 
N. Y.; Pulte Medical College, Homeopathic, Cin¬ 
cinnati, 1903; for many years practiced in Brooklym, 
where he was on the staffs of the Prospect Heights 
and Peck Memorial hospitals; died July 19, aged 
80, of uremia. 

Ramage, Chesney Macauley, Fairmont, W. Va.; 
Johns Hopkins University School of Medicine, Bal¬ 
timore, 1910; an associate member of the American 
Medical Association; fellow of the American Col¬ 
lege of Surgeons; during World War I medical 
member of the Fairmont draft board; formerly 
superintendent of the Fairmont Emergency Hos¬ 
pital; on the staff of the Fairmont General Hospital; 
died July 12, aged 73, of coronary' thrombosis. 

Rathman, Omer Charles ® Billings, Mont.; Univer¬ 
sity of Michigan Medical School, Ann Arbor, 1926; 
fellow of the American College of Surgeons; vet¬ 
eran of World War II; on the staffs of the Billings 
Deaconess and St. Vincent’s hospitals; died July' 12, 
aged 55, of coronary occlusion. 

Raynolds, Elmer L. ® Lincoln, Neb.; Eclectic Med- 
mal University, Kansas City, Mo., 1901; Kansas 
City (Mo.) College of Medicine and Surgery, 1916; 
mso a pharmacist, member of the Kansas Medical 
Society; for many years practiced in Mankato, Kan.; 
ser\’ed as health ofiBcer of Jewell County, Kan.; 
died July 28, aged 88, of cerebral hemorrhage. 

Rees, Kendall Brooks, Coldwater, Mich.; Detroit 
College of Medicine, 1912; on the staff of the Cold- 
water State Home and Training School; died in the 
_- Utter\vorth Hospital, Grand Rapids, Jime 20, aged 
of carcinoma. 

Remillard, Joseph Laury, Rouses Point, N. Y.; 
cnom of Medicine and Surgery' of Montreal, Que., 
anada, 1897; formerly associated with the U. S. 


Public Healtli Service and served as health officer 
for die %'illage of Rouses Point; died May 22, aged 
84, of pneumonia. 

Richman, Barash ® Chicago; Chicago Medical 
School, 1930; field health officer for the Chicago 
Board of HeMth; serx'ed on the Garfield Park Com¬ 
munity Hospital; died in South Haven, Mich., Aug. 
3, aged 68, of cerebral hemorrhage. 

Samuels, John Goodmn ® Hickman, Ky'.; University 
of Tennessee College of Medicine, Memphis, 1934; 
member of the American Academy' of General Prac¬ 
tice and the Industrial Medical Association; presi¬ 
dent of the Fulton County Medical Society; vice- 
president of the medical staff, Obion County Gen¬ 
eral Hospital, Union City, Tenn.; died July 14, aged 
47, of coronary' thrombosis. 

Savedoff, William M. ® New York City; Friedrich- 
Wilhelms-Universitat Medizinische Fakultat, Ber¬ 
lin, Prussia, Germany, 1914; associated v.'ith Morri- 
sania, and Flower and Fifth Avenue hospitals and 
the Bronx Hospital, where he died July 23, aged 70, 
of myocarditis. 

Schaefer, Otto ® Baltimore; University of Maryland 
School of Medicine, Baltimore, 1894; fellow of the 
American College of Smrgeons; died in Leesburg, 
Fla., July 1, aged 89, of heart disease. 

Scheffer, Carl Julius, West Palm Beach, Fla.; Uni¬ 
versity of Pittsbmrgh School of Medicine, 1912; died 
June 14, aged 72, of coronary thrombosis. 

Schwab, Frederick, Cedar Rapids, Iowa; Drake 
University College of Medicine, Des Moines, 1906; 
died July 7, aged 82, of congestive heart failme. 

Sharon, Isaac Paul ® Middlebury', Vt.; University of 
Vermont College of Medicine, Burlington, 1909; on 
the staff of the Porter Memorial Hospital; died July 
17, aged 77, of congestive cardiac failmre. 

Shaw, Arthm- John, Boston; Harvard Medical 
School, Boston, 1894; served on the staffs of the 
St. Elizabeth’s Hospital, Massachusetts Eye and Ear 
Infirmary', and the Children’s Medical Center; died 
in Hull, Mass., July 18, aged 85, of cancer. 

Shirley, Carl Wilson ® Houston, Texas; University 
of Texas School of Medicine, Galveston, 1925; 
served on the faculty of the Baylor University 
College of Medicine; veteran of IVorld IVar II; on 
the staffs of the Memorial and Hermann hospitals; 
died July' 25, aged 59, of coronary' occlusion. 

Sidener, Thomas Taylor ® Lima, Ohio; Eclectic 
Medical Institute, Cincinnati, 1906; died in the 
Lima Memorial Hospital May 23, aged 90. 

Sierakowski, Chester Steven, McKees Rocks, Pa.; 
University of Pittsburgh School of Medicine, 1910; 
died in the Presbyterian Hospital, Pittsburgh, Time 
29, aged 69, of cancer. 
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Smith., Jesse T., Gamaliel, Ky.; University of Ten¬ 
nessee Medical Department, Nashville, 1895- a 

w tlie count)^ board of health; veteran of 

World War I; died June 23, aged 90. 

Spengler, Frank B., Baldwinsville, N. Y.; Syracuse 
University College of Medicine, 1906; an associate 
member of the American Medical Association; 
served as school physician; died July 16, aged 75, 
of heart disease. 




and past-president of the staff, Metliodist Hospital; 

died July 9, aged 62, of arteriosclerotic heart dis¬ 
ease. 

Turner, Wylie Erasmus Jr. ® Piggott, Ark.; Univer¬ 
sity of Tennessee School of Medicine, Memphis, 
1939; member of the American Academy of Gen¬ 
eral Practice; served during World Mi'ar II- a mem¬ 
ber of the staff of Piggott Hospital; died July 9 
aged 43. 


Sprague, Buell H. ® Los Angeles; Sioux Cit)' (Iowa) 
College of Medicine, 1908; member of the Ameri¬ 
can Academy of General Practice; fellow of the 
American College of Surgeons; in 1918 member of 
the House of Delegates of the American Medical 
Association; on the staffs of St. Joseph’s Hospital in 
Burbank, Calif,, and the Holljnvood Presbyterian 
Ho.spital; died July 14, aged 71, of coronary disease. 

Stcinfuehrer, Gotthold, Chicago; Universitat Leip¬ 
zig Medizinische Fakultiit, Saxony, Germany, 1921; 
died in Vermonhnlle, Mich., June 28, aged 70, of 
pneumonia and heart disease. 


Veech, Annie S., Louisville, Ky.; IVonian’s Medical 
College of Pennsylvania, Philadelphia, 1909; in 
June, 1956, received the achievement award of tlie 
alumnae association of her alma mater; first director 
of the Bureau of Maternal and Cliild Hygiene in 
Louisville; died in die Pee IVee Valley" Hospital 
July 10, aged 86. 

M^asilewski, Joseph Thomas ® Coatesville, Pa.; 
Temple University School of Medicine, Philadel¬ 
phia, 1928; associated widi the Veterans Adminis- 
ti-ation Hospital; died in the Temple Universih' 
Hospital, Philadelphia, June 27, aged 55. 


Stone, John Boyd ® Churchville, Va.; University of 
Virginia Department of Medicine, Charlottesville. 
1912; died July 20, aged 71, of coronary occlusion. 

Swenson, Leonard Carl ^ Freeport, N. Y.; Vander¬ 
bilt University School of Medicine, Nashville, 
Tenn., 1939; died June 12, aged 42, of pulmonary 
fibrosis and lu'pertension secondary to Marie- 
StriimpeH’s arthritis. 

Thomas, George Elwin ® Minneapolis; University 
of Minnesota College of Medicine and Surgery, 
Mumeapolis, 1904; member of the American Acad¬ 
emy of General Practice; died in the Asbury Hos¬ 
pital June 10, aged 80. 

Thomas, Merrick Dowdell ^ Miami, Fla.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1904; died in the Doctors Hospital 
July 9, aged 80, of pneumonia. 

Trigg, Franklin Elem ® Guthrie, Okla.; College of 
Physicians and Surgeons, Keokuk, Iowa, 1897; died 
in the Benedictine Heights Hospital June 15, aged 
84, of cirrhosis of the liver. 

Turman, George Fugett, Missoula, Mont.; Univer¬ 
sity College of Medicine, Richmond, 1905; an asso¬ 
ciate member of the American Medical Association; 
past-president of the Montana Department of Pub¬ 
lic Health; on the staff of St. Patrick Hospital, 
where he died July 12, aged 74, of carcinoma of tlie 
prostate. 

Turner, Clifton Sherwood ® Peoria, Ill.; University 
of Cincinnati College of Medicine, 1920; past-presi¬ 
dent of the Peoria County Medical Society; member 


Webb, Enoch Palmer ® Beaver Dam, Wis.; Rush 
Medical College, Chicago, 1897; died in the Luther¬ 
an Hospital June 4, aged 86. 

Weber, William Donald ® Cleveland; Duke Uni- 
versitj' School of Medicine, Durham, N, C., 1945; 
certified by tlie National Board of Medical E.vam- 
iners; veteran of World War II; member of tlie 
American Trudeau Society; resident. University 
Hospitals; died Julj' 15, aged 37, of acute coronary 
thrombosis. 


Whitaker, William Batchelor, Chicago; Rush Medi¬ 
cal College, Chicago, 1897; once on tlie staff of tlie 
Mercy Hospital; veteran of World IVar I; died in 
the Veterans Adminishation Research Hospital July 
23, aged 82, of cerebral hemorrhage. 


Wilson, William Berrj^, Colonel, U. S. Arm}', retired, 
Redlands, Calif.; St. Louis University' School of 
Medicine, 1926; entered the medical corps of the 
U. S. Army in 1927; veteran of World Wars I and II; 
retired April 30,1946; service member of tlie Ameri¬ 
can Medical Association; died June 14. aged 59, of 
coronarj' tlirombosis. 


rley, Ivan Chaides, Newark, Ohio; Electic 
ical College, Cincinnati, 1922; veteran of IVorld 
I; served as a medical missionary in West 
a; died in tlie University Hospital, Columbus, 
5 , aged 62, of coronary infarction. 

they, Wilfiam R. ® Call, Texas; Fort Worth 
ol of ^'Iedicine, Medical Department of Texas 
stian University', 1912; past-president of tlie 
-r-Newton Counties Medical Society'; died Jui) 
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BRAZIL 

Drugs Acting on Sphincter of Oddi.—In tlie Hospital 
das Clinicas of the University of Sao Paulo, Drs. A. 
Raia and C. Horta investigated the action of the 
following drugs on the sphincter of Oddi: iodinated 
contrast mediums used in cholangiography, mor¬ 
phine, diphenylhydantoin sodium, atropine, anti- 
histaminic drugs, tliiopental sodium, curare, and 
amyl nitrite. A contrast medium in the biliary ducts 
may cause Iw'pertension in the common bile duct. 
This is not related to the amount of fluid injected. 
In some subjects, antihistaminic drugs, such as pro¬ 
methazine hydrochloride, may reverse tlie effect of 
the contrast medium. Morphine in a dose of 10 mg. 
and diphenylhydantoin in a dose of 50 mg. caused 
h\pertension in the bfliary' tree. Atropine and scopo¬ 
lamine hydrobromide given intravenously do not 
relax the sphincter of Oddi and do not change the 
pressure in tlie biliary' ducts. Amyl nitrite relaxes the 
sphincter of Oddi. Its action is quick but transient. 
Thiopental, curare, and promethazine do not 
change the pressure vithin the biliary tree and may 
be used in patients with pathological conditions of 
the biliary' tree in which we wsh to perform 
manometry and cholangiography. 

Megacolon and Megarectum.—At a meeting of the 
Brazilian College of Surgeons, Dr. Azael Leitzner 
reported a series of 20 rectosigmoidectomies (6 by' 
the abdominal route and 14 by the abdominoperi¬ 
neal route). None of the patients had had a pre- 
lious colostomy. In 18 a megasigmoid and in 2 a 
megarectum was found. The follow-up period 
ranged from 16 day's to five y'ears. Good functional 
results were obtained in 17 of the patients. A peri¬ 
rectal abscess developed in one patient, and in six 
partial disruption of the anastomosis occurred. The 
abscess was treated by a colostomy. Disruption of 
the anastomosis in one patient lead to suprapubic 
fistula, in three to vaginal fistulas (one with rectal 
stenosis), in one to perineal fistula, and in one to 
perineal and vaginal fistula. Of these seven patients 
with complications, spontaneous cure occurred in 
one, one was to have reoperation but died before 
this could be done, and in five a colostomy was per¬ 
formed. In these five the fistula closed; the colostomy 
was taken down in two patients, in tsvo a fistula 
persisted, and one died of acute peritonitis wth 
congestive heart failure. There was a late death 
(78 days after the operation) which was not related 

: in these letters are contributed by regular correspondents 

the vanous foreign countries. 


to the operation (suicide by' starv'ation in a mental 
patient). Dr. Leitzner believes that prewous or 
simultaneous colostomy' would have prevented the 
death caused by' acute peritonitis in the patient xwth 
heart failure, although a colostomy does not always 
prevent disruption of sutures. In spite of this, he 
advises colostomy' only when there are serious com¬ 
plications, and he advocates rectosigmoidectomy in 
the treatment of megasigmoid and megarectum, al¬ 
though the operation is a major one and serious 
complications may occur. 


CANADA 

Radioactive Cobalt Therapy.—The June, 1957, issue 
of the Journal of the Canadian Association of Radi¬ 
ologists is chiefly' devoted to radioactive cobalt 
(Co ). It is over five years since Co beam therapy 
units were first used in Canada. A preliminary' re¬ 
port from Saskatoon summarizes the treatment by' 
Co®“ of 942 patients with malignant disease in a 
total series of 3,957 patients treated by various 
forms of radiation therapy. Predictions made five 
years ago that the new compact powerful sources of 
Co®® would not only supplant radium beam therapy 
but also compete xvith x-ray machines in the 2 and 
3 megavolt region have come true and have even 
been surpassed. Teletherapy imits are now avail¬ 
able mth smaller sources of Co®“ of the order of 
500 to 600 curies for use at shorter treatment dis¬ 
tances, generally 50 cm. focus-sldn distance. An 
editorial draws attention to the fact that the main 
advantage of Co®“ irradiation used for teletherapy 
lies in the treatment of deep-seated lesions that 
could hardly ever be treated adequately' with con¬ 
ventional -X-ray' therapy'. It is not due to any special 
wtue of Co®° radiation but is related to the greater 
penetrating power and the scattering in a forward 
direction of such radiation. Excessive tissue reac¬ 
tions can thus be avoided. It is difficult to determine 
whether Co®“ will improve the results in treatment 
of neoplastic diseases over those obtained by con¬ 
ventional 0.2 to 0.3 megavolt radiation. It is sug¬ 
gested, however, that doses of Co®® radiation 15 to 
20% greater than those of superv'oltage .x-radiation 
wfll be required to induce the same biological 
effects. 

Heredity Counseling Service.—The faculty of medi¬ 
cine of the University of Alberta has established a 
heredity counseling service which U'iU provide con¬ 
sultation to persons referred to it by physicians. 
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IIS sei vice has been sot up as a committee com¬ 
posed of the heads of five clinical departments 
(medicine, obstetrics, pediatrics, preventive medi¬ 
cine, and psychiatry) and a consultant in genetics. 
1 ersonal consultations with patients and their fami¬ 
lies may be arranged when necessary. The object 
of the service is to give a clear picture to laymen of 
the genetic principles involved in any case of heredi¬ 
tary or familial disease. By clarifying the genetic 
pieture. the counselor will assist the patient in put¬ 
ting his total problem into perspective so that he 
may arrive at his own conclusions. It is no part of 
the duty of the service to give advice concerning 
future reproductive behavior, which involves not 
only biological but also religious, economic, and 
other factors. In addition to its value to patients 
and practitioners, the service hopes to accumulate 
some data which will advance knowledge in human 
genetics and help with the education of medical .stu¬ 
dents. The 1957 graduating class of the faculty of 
medicine of the University of Alberta is the first 
class which has had a systematic course in human 
genetics covering such topics as the physical basis of 
heredity, statistical probability, simple single-factor 
inheritance, blood group genetics, the interaction of 
heredity and environment, the effects of ionizing 
radiation, and the applications of genetic knowledge 
to man. 

Immunology and the Canadian Indian.-Although 
the increase in the Indian population of Canada is 
proceeding more rapidly than the increase in the 
non-Indian group, there is still a relatively high 
death rate, and an appreciable amount of morbidity 
is still due to communicable disea.ses. An intensive 
immunization program has been carried out for sev¬ 
eral years by tlie Indian and Northern Health Serv¬ 
ices of the Department of National Health and Wel¬ 
fare of Canada. Combined diphtheria, pertussis, and 
tetanus antigen has been supplied to every tribe; 
BCG vaccination has been encouraged and T. A. B. 
vaccine has been given when thought neces.sary. 
Nevertheless, the general immunological status of 
the nomadic Indian tribes is unsatisfactory, and fed¬ 
eral public health officials have therefore recently 
carried out a survey of 797 Indians distributed 
throughout Canada. The results (Canadian M.A. J. 
77:211 [Aug. 1] 1957) show that general immunity 
to diphtheria is good, for, of 770 serums titrated, 722 
had greater than the Schick immune level of 0.004 
unit of antito.vin per milliliter. Though protection 
against tetanus was not so prevalent, it is expected 
that with the increased use of tetanus toxoid this 
situation will improve rapidly. The effectiveness of 
protection against pertussis was difficult to judge. 
There was a low incidence of both O and H agglu¬ 
tinins of Salmonella paratyphi A and Salmonella 
paratyphi C but a high incidence of O and H agglu¬ 
tinins of Salmonella typhi and Salmonella paratyphi 
B It would seem, therefore, that typhoid and para- 
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typhoid type B are highly endemic among the 
gioups studied and that vaccination against these 
^lould be more widely applied among all Indians 
Ihe immunological study suggested that Brucella 
abortus infection is of relatively minor concern in 
Indian populations, but tularemia seems to be en- 
demic in certain areas. 


Research Prizes.-A new type of charitable founda¬ 
tion for research into rheumatic and heart disease 
has been set up by a Toronto philanthropist, Mr. 
James A. Gairdner. who has provided an initial capi¬ 
tal of $500,000 to establish the Gairdner Founda¬ 
tion which will provide prizes totaling up to $50,- 
000 a year as rewards to medical men for major 
research contributions. This is an unusual type of 
foundation in that it does not aim to give grants to 
investigators but merely to reu'ard their successes. 
Investigators will be free to use the award monev 
as they see fit. There will be two types of awards. 
A class A aw'ard of $25,000 is to be given at least 
once e\'er)- four years to an im'estigator u’hose work 
is distinguished in the field of connective tissue 
diseases or heart disease. International awards of 
tin •ee to five annual prizes of not less than $3,000 
and not more than $10,000 are to be given for out¬ 
standing accomplishments in the same fields. A 
board of tj-ustees has been created, and the physi- 
cians-in-chief of the University of Toronto teaching 
hospitals will serve as a medical advisory commit¬ 
tee. It is possible that the scope of the awards may 
be expanded later to other fields, particularly to 
degenerative diseases. 


Perphenazine, a New Tranquilizer.—In the Cana¬ 
dian Psijchiairic Association Journal (2:104, 1957) 
Calm and Lehmann report a study of ijerphenazine 
(Trilafon), an amino derivative of chlorphenothia- 
zine with ataraxic properties. They used the 
drug for 84 female patients, 26 of v'hom were un¬ 
dergoing a severe acute psychiatric disturbance and 
the remainder being mostly chronic schizophrenics. 
The drug was given inti'amuscularly and by mouth, 
the intramuscular dosage ranging from 15 to 60 mg. 
a day and the oral dosage frojn 8 to 192 mg. a day. 
Excitement, hyperactivity, talkativene-ss, and insom¬ 
nia were controlled to much the same extent as with 


ilorpromazine. The drug was not effective in pa¬ 
ints with endogenous depression. Perphenazine 
so proved a potent therapeutic agent in patients 
ith chronic psychoses. Clinical results similai to 
ose with chlorpromazine were obtained with 
)Out one-sixth of the dose of the latter. The prin- 
pal differences from chlorpromazine were that 
nphenazine is less painful on intramuscular injec- 
m and has fewer autonomic and allergic side- 
Fects but causes extrapyramidal symptoms more 
“quently and earlier than does chlorpromazine, 
ough these symptoms are well controlled by ^'an- 
is drugs given for Parkinsonism. This stud>' sug- 
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nested that perphenazine should not be combined 
with reserpine or given to obese patients. Otherwise 
it is a useful and safe tlierapeutic agent in acute and 
chronic psychiatric disorders. 

Chloroquine in Rheumatoid Disease.—The first long¬ 
term (four-year) study of continuous daily treat¬ 
ment with chloroquine by mouth for rheumatoid 
disease was reported by Bagnall {Canad. M.A.J. 
77:182 [Aug. 1] 1957). The author is enthusiastic 
about the results which were studied in 125 private 
patients, most of whom had classic rheumatoid 
arthritis although 17 had spondylitis and 10 con¬ 
comitant psoriasis. There was no difficulty in dis¬ 
tinguishing the chloroquine-treated group from tire 
placebo-treated group. In general, the results were 
considered “good” in 70% of the patients, one-half 
being in remission. Work performance increased in 
these patients, the sedimentation rate dropped, and 
the hemoglobin level rose. Most of these success¬ 
fully treated patients had received chloroquine 
therapy for more than tsvo years. All types of rheu¬ 
matoid disease appeared to respond equally well. 
Half of the 30% of failures were probably due to 
to.xic reactions that seriously affected the ability to 
take an adequate dosage. The normal dosage was 
one 2o0-mg. tablet of the diphosphate daily at bed¬ 
time. Minor toxic effects were common, drug der¬ 
matitis being the one most significantly restricting 
treatment. Hydrochloroquine is under trial as a sub¬ 
stitute to try to reduce the incidence of these reac¬ 
tions. There was no agranulocytosis, but leukopenia 
was noted on sLx occasions. Chloroquine does not 
begin to show favorable effects for from 1 to 3 
months, and ma.\imum benefit may be delayed 6 
to 12 months or even more. The author believes that 
chloroquine comes closest to the ideal for long-term 
safe control of rheumatoid disease. The mechanism 
of action is unknown. 


DENMARK 

Ultrasonic Treatment.—Dr. Hans Graudal, in 
Ugeskrift for Lseger for Aug. 1, noted that, while 
experimental work has thrown much light on the 
biological action of ultrasound, clinical tests have 
failed to show clearly which are the accepted indi¬ 
cations for such treatment. This treatment should 
be based on the fact that ultrasound can produce 
a deep heating of the tissues wdth a specific dis¬ 
tribution of the rise of temperature. The analgesic 
effects obtained may also be traced to this. In 43 
male and 10 female patients given ultrasonic treat¬ 
ment for hematomas arising in many cases from 
sport injuries, the size of the hematomas ranged 
from that of a nut to that of a clenched fist, and 
in some tliey were diffuse, extending ov'er the an¬ 
terior surface of the whole of one thigh. There was 
no -need to -extend this “treatment “beyond a week, 


and, when the patients were classified according 
to whether they were treated every’’ day or every 
otlier day', the disappearance of the hematomas was 
foimd to be about txxdcfe as rapid in the former as 
in the latter group. Undesirable side-effects were 
not observed. 

Hemorrhages from Salicy'lic Acid.—To investigate 
the rather vague impression that salicydic acid fre¬ 
quently causes gastrointestinal hemorrhages. Dr. 
Lis Mellemgaard {Ugeskrift for lseger, July 18, 
1957) reported the findings in a series of 124 pa¬ 
tients, excluding those in whom the hemorrhage 
might have been due to gastric ulcer, cancer, or 
varicose veins. Of these, 18 had taken large quan¬ 
tities of salicy'lic acid shortly' before admission to 
the hospital. Attention is draxx'n to a x'icious circle. 
Taking salicylates leads to mucosal bleeding. The 
ensuing anemia gives rise to headache which in 
its turn calls for the taking of more salicy’lates. 
Again, the anemia so often associated xwth chronic 
diseases of the joints may not alway's be due to 
them but may be the outcome of taking salicy'lates. 
Because occult gastrointestinal hemorrhages are 
such a drain on the diagnostic resources of radiolo¬ 
gists and others, awareness of the dangers of sali¬ 
cylate medication may often prove helpful. 

Driving Licenses for Drug Addicts?—In the period 
1949-1955, the health authorities had to deal wth 
15 cases in which traffic accidents or reckless driv¬ 
ing had raised the problem of drug addiction. 
These were comparatively' straightforward cases, in 
that they were not complicated by the intake of 
alcohol or by' other e.xtraneous circumstances. Drug 
addiction being so often hushed up, these few 
cases coming into the open present an incomplete 
picture of the real dimensions of the problem which 
is ventilated by Dr. Mogens Nimb in Ugeskrift for 
lseger for Aug. 1. The physician countersigning an 
application for a driving license is not required 
to ask specifically' if the applicant is dependent on 
drugs other than insulin, but he must certify' that 
the applicant is not suffering from any' disease 
calculated to impair his capacity' to drive a car. 
Most physicians interpret this clause as applicable 
to drug addiction, but some have ignored this 
particular risk. In several cases, finding some barbi¬ 
turate in the blood has determined the issue. MTien 
a driver suspected of drug addiction happens to be 
a phy'sician, the case may be complicated by the 
possible xx'ithdrawal of his right to practice medi¬ 
cine as weU as his right to drive a car. In one 
such case the legal authorities refused to withdraw 
the doctor’s drixing license on the plea that as his 
license to practice medicine had not been with- 
draxra his right to drive could hardly be challenged 
—an argument that Nimb refuses to endorse. He 
foresees that traffic regulations may' be invoked to 
help-promote “the campaign against-drug addiction. 
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from 0.01 to 0.03% of vanadium, which accumulates 
m the soot. Some oils, such as Venezuelan, deposit 
on uimng a soot containing 45% vanadium as pent- 
o.\ide, while Middle Eastern oils contain only a 
trace. W orkers enter the boilers to remove soot that 
collects on the heat exchanges and walls. This is re¬ 
moved by scraping, and, during the process, clouds 
of soot containing vanadium are inhaled. The initial 
symptoms of vanadium poisoning, which come on 
within 30 minutes of exposure to the dust, are rhin- 
orrhea, sneezing, watering of the eyes, sore throat, 
and retrosternal pain. The late symptoms, which 
occur within 6 to 24 hours, include tightness across 
the chest, wheezing, dyspnea, epigastric pain, and 
depression. There is also a dark green discolorab'on 
of the tongue. The symptoms last for a few days 
after exposure. Vanadium can be detected in the 
urine. Outbreaks occur on oil-burning ships. The 
workers develop a chronic bronchitis and emphy¬ 
sema. Vanadium poisoning is prevented bj' wearing 
dust respirators, using vacuum cleaners for remov¬ 
ing as much of the soot as possible, and washing 
down walls with water spraj's. 

Scorpion Stings.~In a letter to the British Medical 
Journal of Aug. 10, Dr. M. McA. Holmes of Sokoto, 
Nigeria, stated that 65 mg. of emetine hydrochloride 
in 1 ml. of water injected into an area stung by a 
scorpion gives immediate relief. Sometimes 0.5 ml. 
or less is sufficient. The author treated over 30 
African and European patients by this method. The 
expression of relief from pain on their faces was 
obvious and gratifying. Previously, various brands 
of local analgesics were found to be useless. The 
UTiter treated patients who had received a local 
analgesic and after hvo or three hours returned with 
the agonizing pain, which was relieved perma¬ 
nently by emetine. Scorpion venom is a neurotoxin 
and emetine a protoplasmic poison. The mechanism 
of the relief is unknown. The writer makes no claim 
to having discovered this treatment himself. 

Inhalation of Grass Spikes.-Inhalation of grass 
spikes may result in serious consequences if the 
spike is barbed, as in the case of barley grass, in 
which the spicules are firm and sharp, are set at an 
acute angle to a rigid stem, and do not soften on 
moistening. The arrangement of the spicules in 
this and some other grasses causes one-way travel 
with thoracic movement and drives the point on¬ 
wards. Godfrey {Lancet 2:273, 1957) reports the 
case of a boy of 9 years who complained of ab¬ 
dominal pain on the right side. Appendicitis was 
diagnosed and a healthy appendix removed. Short¬ 
ly afterwards rales were heard on the right side of 
the chest, and a roentgenogram revealed broncho¬ 
pneumonia in the base of the right lung, winch re¬ 
sponded to treatment. Four months later, however, 
the child was expectorating purulent sputum. After 
the boy had undergone many admissions to hospital 
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and repeated bronchoscopy and bronchography lo¬ 
bectomy on the right was done. Section of the e.x- 
cised lung showed a well-preserved inflorescence of 
barley grass 2 in. long. This had been inhaled two 
days before the onset of the original abdominal pain. 
In another case, a girl of 16 months inhaled two 
grass seeds. Owing to subsequent coughing, retch- 
ing, and cyanosis, a bronchoscopy was performed 
and a barbed grass seed removed from the right 
main bronchus. After two weeks, the radiological 
signs improved, but 17 days after the original inci¬ 
dent the cough recurred, a roentgenogram revealed 
a slight opacity in the base of the right lung, and the 
child had a remittant fever. A hot tender fluctuant 
swelling 2 in. in diameter suddenly appeared to the 
right of the fourth lumbar vertebra. When incised, 
it discharged pus containing Escherichia coli for a 
few weeks. Seven weeks after it had been inhaled, a 
spike of barley grass more than 2 in. long was re¬ 
moved from the sinus. Removal of the spike pro¬ 
duced a fit of coughing, and iodized oil injected 
into the sinus was traced as far as the diaphragm. 
The ratchet-like action drove the spike through the 
lung, diaphragm, and lumbar muscles and out 
through the skin. It is not known whether permanent 
lung damage occurred. 


Welfare Foods.—A subcommittee under Lord Cohen 
has made recommendations on the distribution of 
“welfare foods” (Report of the Joint Subcommittee 
on Welfare Foods, Her Majesty’s Stationery Office, 
1957). Orange juice and cod liver oil are free for 
young children. The subcommittee recommends that 
the scheme be continued but that orange juice 
should no longer be given to children over the age 
of 2 years, because scurvy is almost unknown in 
older children. Some children have been given 


lormous doses of vitamin D, e. g., 35,000 I.U. 
lily, by misguided mothers who give them ex- 
:ssive quantities of cod liver oil as well as foods 
id proprietary preparations fortified by vitamin 
. They thus run a risk of hypercalcemia. As rickets 
still seen, the subcommittee considers that cod liv- 
oil supplements should still be issued, but it sug- 
;sts that the amount of vitamin D be reduced. The 
;w levels for food fortification with vitamin D are. 
L) national cod liver oil, average 100 I.U. per Gm. 
ormerly 200 I.U. minimum); (2) national dried 
ilk, average 90 to 100 I.U. per ounce of powder 
ormerly 280 I.U. minimum); and (3) infant ce- 
als, average 300 I.U. per ounce of dry cereal 
bnnerly 1,000 I.U. minimum). These levels take 
to consideration the suggestion of Medical Re¬ 
arch Council Conference on Hypercalcemia, Mncli 
insidered a daily intake of 400 I.U. of vitamin D 
roughout infancy sufficient. The subcommi ee 
ipes that manufacturers of infant foods wi 1 co- 
.erate to insure that they do not upset Ae balance 
' excessive fortification of these foods wi ‘ 
in D. 
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heart blood vs. femoral \Em 

BLOOD FOR POSTMORTEM ALCOHOL 
determinations 

To the Editor:—In the paper by Turkel and Gifford, 
“Erroneous Blood Alcohol Findings at Autopsy,” 
which appeared in the July 6, 1957, issue of The 
Journal, tlie autliors reported analyses for alcohol 
conducted on heart blood and femoral vein blood 
taken from 51 alcoholic cadavers during autopsies 
performed 3 to 72 hours after death. In 16 of the 
cases the alcohol level in the femoral blood ev- 
ceeded the heart level, tire ratio being 0 95 to 0.99 
in 13, 0 85 in 2, and 0.81 in one. With the remain¬ 
ing 36 bodies, the ratio of heart blood sample to 
femoral vein blood sample exceeded 1.00 and was 
above 110 in 11 (1.11 to 1.54, average 1.23). 
Turkel and Gifford ascribe these high ratios to post¬ 
mortem diffusion of unabsorbed alcohol from the 
stomach to the region of the heart. 

Another factor, apparently overlooked by these 
authors, may have been the cause of some of the 
high alcohol ratios It is the normal lag in the al¬ 
cohol level of the venous return from a Umb during 

Summanj of Findings in Samples of Heart and Saphenous 
Vein Blood" 


Ratio of Heart to 
Sapbenou* Blood Alcobol 


No ol \nlraals Time Inten al 

Range 

Av 

10 miQ 

(1)0 9^, (12)1 22193 

(13)1 41 

ISinin 

l(m49 

120 

30 min 

0 9*-l 27 

110 

1 hr 

OOOllo 

1 01 

2 hr 

0 911 03 

099 

3 hr 

0 901 13 

1 01 


*^nioral blood «ainpIeN taken at 15 and 30 minute^ ga^e rc«ult« 
«nicn were almost identical with thO'‘e from ‘saphenou^ blood 

active absorption of orally administered alcohol. 
This lag was first reported by Haggard and Green- 
berg^ in 1934 (/. Pharmacol, ir Exper. Therap. 
52:150-166 [Oct.] 1934), on the basis of tests nith 
one dog This phenomenon was subsequently con¬ 
firmed by us in a large number of dog experiments 
(Harger, Hulpieu, and Cole: Fed. Proc. 4:123 
iklarch] 1945, Forney, Hulpieu, and Harger: ab- 
shacted, J Pharmacol. 6- Exper. Therap. 98:8 [Jan.J 
950), although our figures for the magnitude and 
uration of the lag were lower than those of Hag- 
pyd and Greenberg Our dogs received, by stomach 
ube, 1 to 4 Gm. of alcohol per kilogram in a con¬ 
centration of '247o by volume. Samples of heart blood 
‘>nd saphenous vein blood were taken simultane- 
A hwng animals at various time inter- 

tbe of our findings is represented in 


More recently Forney, Baker, and I (Quart. J. 
Stud. Alcohol 17:1-18 [Alarch] 1956) have demon¬ 
strated this Dqie of lag in the alcohol level of cubi¬ 
tal vein blood of humans, as compared ndth the 
level of their fingertip capillarj' blood. Thirty-four 
such pairs of blood were taken within 70 minutes 
after the last drink. The ratios of capillaiy- to venous 
alcohol of 13 of these ranged from 1.11 to 1.22, 
with an average of 1.15. The alcohol level of cap¬ 
illary blood is ahvays very close to that of arterial 
blood (Haggard and Greenberg, he. cit.). 

In a preiious study by Gifford and Turkel 
(J. A. M. A. 161:866-868 [June 30] 1956), they in¬ 
troduced 3 to 6 fluid oimces of straight whiskey 
into the stomachs of 11 nonalcohoh'c cadavers. Aft¬ 
er interv'als of 10.5 to 24 hours they found alcohol 
in the heart blood, ranging from less than 0.02% 
in four cases to 0.106% in one body w’here death was 
due to peritonitis. Blood from the femoral vein 
contained no alcohol, except for a faint trace in 
one case. These results are in agreement with ear¬ 
lier studies of O. Huber (Deirtsch Ztschr. ges. 
gerichtl. Med. 37:128-135, 1943) and by Boxvden 
and McCallum (M. J. Australia 2:76-81 [July 2] 
1949). However, the conditions employed in these 
three investigations are very drastic, since the con¬ 
centration of alcohol introduced into the cadaster 
stomach was much higher than one wmuld usually 
find in the stomach of a heavy drinker 10 to 15 min¬ 
utes after his last drink, because the drop in the 
alcohol level in the living stomach is exceedingly 
rapid. (On this point see The Pharmacology of Al¬ 
cohol, by Hulpieu and me in "Alcoholism” [edited 
by G. N. Thompson, Springfield, lU., Charles C 
Thomas, Publisher, 1956, chap. 2, pp. 122-127]). 

Since the alcohol lex'el of the brain always par¬ 
allels that of arterial blood, but not of that return 
blood from a limb during active absorption (Harger: 
J. Forensic Sc. 1:27-38 [April] 1956), it may be that 
the “error” in cadax^er blood is in femoral vein blood 
and not in heart blood This point can be settled 
by experiments wdth animals which are quickly 
killed after receiving alcohol orally, w^here samples 
of femoral vein and heart blood are taken immedi¬ 
ately after death and again after the lapse of 12 to 
24 hours. The same type of study should also be 
made in cases of sudden death in humans who 
have been drinking heaxoly shortly before death. 

R. N. Hargeb, Ph.D. 

Professor of Biochemistry and Toxicology 

Indiana University School of Medicine 

Indianapolis. 
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CORRESPONDENCE 


J.A.M.A., Oct. 12, 1957 


BLOOD ALCOHOL FINDINGS AT AUTOPSY 


To Ihe Echtor.—The paper “Erroneous Blood Alco¬ 
hol Findmgs at Autopsy” by Turkel and Gifford 
(/. A. M. A. 164:1077-1079 [July 6] 1957) raises sev¬ 
eral interesting medicolegal questions. 1. It points 
up a fallacy of interpretation which is commonly 
made by attorneys but which is less frequently made 
by medical scientists, that the blood alcohol level 
which indicates intoxication is 0.15%, In the court¬ 
room there is a tendency on the part of attorneys to 
believe that all persons having 0.15% or more alco¬ 
hol in their blood are drunk, whereas those having 
0.147o or less are sober. The report of the A. M. A. 
Committee to Study Problems of Motor Vehicle Ac¬ 
cidents (Organization Section, J. A. M. A. 124:1290 
[April 29] 1944) establishes a "floor” value of 0.05% 
in the blood below which it may be fairly presumed 
tliat no one is under the influence of alcohol, and a 
“ceiling” value of 0.15% above which persons may 
be presumed to be under the influence. Of the inter¬ 
mediate questionable zone they stated that in this 
“liberal wide zone: alcohol influence usually is pres¬ 
ent, but courts of law are advised to consider the be- 
ha\dor of the individual and circumstances leading 
to the arrest in making their decision” (italics add¬ 
ed). More recently the Committee on Medical As¬ 
pects of Automobile Injuries and Deaths recom¬ 
mended that, in the interest of public safety, this 
‘ceiling” value of 0.15% be reduced to 0.05% (Or¬ 
ganization Section, J. A, M. A. 163:1149-1150 [March 
30] 1957). For Turkel and Gifford to imply tliat a 
finding of 0.11% alcohol in the blood establishes 
sobriety is misleading. 

2, A second source of confusion stems from the 
unreal and meaningless use of blood analysis values 
reported to the third significant figure. To calculate 
one’s analysed to the thousandth of 1% when the ad¬ 
mitted analytical error is ±5% gives a false impres¬ 
sion of accuracy. It should be pointed out that in a 
factor such as alcohol influence which, in man, 
varies from 0.05 to 0.15% alcohol content of blood, 
variations of 0.01 or 0.02% have little clinical sig¬ 
nificance. 


3 . The generally accepted yardstick for the bio¬ 
chemical estimation of intoxication is the alcohol 
content of whole blood. The specimens of “heart 
blood” which Drs. Turkel and Gifford obtained at 
autopsy were not whole blood but rather blood 
pooled in the pericardial sac. This consisted of 
bloody serous fluid contaminated by pericardial 
fluid Since it is well established that the concentra¬ 
tion of alcohol in serum is 10 to 20% higher than 
that of whole blood, variations in the relative pro¬ 
portion of serum and cellular components in an au¬ 
topsy specimen of blood may give rise to wide varia¬ 
tions in its alcohol content. Pericardial fluid, as 
shown by Gifford and Turkel (I. A. M. A. 161:866-868 
[June 30] 1956) is highly susceptible to contamina¬ 
tion by diffusion from alcohol-rich stomach contents. 


To obtain uncontaminated heart blood at autopsy is 
comparatively easy. When one severs the large ves¬ 
sels of the heart, the bloody contents (including 
clots) may be pressed out and caught in a 4-oz. 
vvide-mouth jar. A specimen so obtained gives a 
good approximation of whole blood in the heart. 

4. The question of postmortem diffusion of alco¬ 
hol is not new (see Blutalkohol by H. Elbel and F. 
Schleyer [ed. 2, Stuttgart, Georg, Thieme Verlag, 
1956, p, 126] for a review of tire European literature 
since 1935). That the resulting errors are more ap¬ 
parent than real is borne out by an analysis of the 
75 cases reported by Turkel and Gifford. Of these, 
24 were entirely sober,* 5 had been drinking alcohol¬ 
ic liquor but could be fairly presumed not to be 
under the influence of alcohol; 17 fell into the ques¬ 
tionable zone between 0.05 and 0.15%; and 28 could 
be fairly presumed to be under the influence of in¬ 
toxicants. In no case would an erroneous diagnosis 
have been made by relying on “heart blood” values 
rather than those obtained from femoral blood. In 
the most aberrant value reported by Turkel and 
Gifford in which the heart blood concentration was 
found to be 0.09% higher tlian that of the femoral 
blood, the victim was not simply under tire influ¬ 
ence; he was drunk (0.35%). The authors’ argument 
could have been made much more convincing had 
they analyzed the stomach contents in their patients 
in order to establish a direct basis for assuming tliat 
tlie observed disparity was due to diffusion and not 
to an unduly high proportion of serum in the heart 
blood or its contamination by pericardial fluid. 

C. W. Muehlbergeb, Ph.D. 

Micliigan Department of Healtli 

Lansing, Mich. 


HYPOTHYROIDISM 

To the Editor;—As a midwestem physician witli 
an interest in metabolic disease; I am somewhat 
concerned by certain views expressed in a recent 
paper entitled “Hypothyroidism’' (/. A. ^ M. A. 
165:121-124 [Sept. 14] 1957). The author’s asser¬ 
tions that hypotliyroidism is the most frequent 
•affliction in tlie Midwest, that exophthalmic goiter 
may be induced by tlie administration of exogenous 
thyroid, and tliat the most frequent cause of daily 
headache is hj^o^yroidism seem open to question. 
While tlie insidious onset of myxedema frequently 
impedes its early diagnosis, the ill-advised use ot 
thyroid substances seems much more preinlent Uian 
the disease. There are well-defined criteria for te 
diagnosis of deficient tliyroid funcHon, and t ijW d 
therapy for vague or ill-defined syndromes should 

be discouraged. , ^ 

Austin J. McSiveeny, M-D. 

■ 500-W. Milwaukee St. 

Janesville, iVis. 
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THE LEISURE CORNER 


LET'S GO BO'V’^T.ING 

Like most pastimes, the game of bowling has 
kept pace wtli revolutionary processes. In the be¬ 
ginning, bowling was a crude recreation played 
with primitive equipment in any available open 
space. But, as die sport evolved it was transformed 
from a childish game to that of a sport with uni¬ 
versal appeal for people of all manners and ages. 
Today, man)' phi'sicians recommend bowling to 
patients, not only because of the amusement factor 
but because it is a builder of well-being, for it ex¬ 
ercises unused muscles of the body and can be 
played the year round. 

At one time or another, everyone has the urge 
to throw or roll an object. Relics of tlie Stone Age 
depict stones being rolled or throu'n at other stones; 
indeed, the ancient game known as duck-on-the- 
rock is a forerunner of bowling. History, further¬ 
more, informs us that bowling actually is an ancient 
and royal sport, engaged in at one time only by 
members of the aristocracy. During the reign of 
Henr)' IV, bowling became so popular in England 
that public alleys were built in connection with 
dining establishments. 

While skittles. Dutch-rubbers, cloish, and skayles 
have all had their part in the development of mod¬ 
em bowling, the most closely allied is the game 
nine-pins. This game originated witlr the Dutch and 
was brought by them to American shores in 1623. At 
that time, nine-pins was bowled on alley beds made 
of clay. Later on, a single board about 12 in. wide 
was used as an alley bed; pins were set up in sets 
of three and in rows of three on a board platform 36 
to 48 in. square. The game of nine-pins gained 
great popularity for many years. As a result of an 
enactment of a law against the game, a 10th pin 
was eventually added, changing the set-up from a 
diamond shape to a triangular system. 

Pins used at different periods ranged from 3 to 15 
m number and consisted of a variety of shapes, sizes, 
and arrangements. Alleys or court beds consisted of 
lawn, clay, slate, and planks 12 in. or more in width 
and ranging from 20 to 100 ft. in length. One to 
tliree balls were permitted in each frame at various 
stages in the evolution of bowling. 

It is interesting to note that Sir Francis Drake 
was an ardent bowler. One stor)' has it that in 1588, 
wliila participating in a bowling match, the famous 
nglish sea hero was notified that the Spanish 
^^wiada had arrived in tire English Channel. Not 


having vanquished his bowling opponent, he de¬ 
layed going to sea against the enemy flotilla until 
the bowling match was won. 

On Sept. 9,1895, the American Bowling Congress 
was established to promote and elevate the game. 
The congress formulated a uniform set of playing 
rules and established regulations to cover the build¬ 
ing of bowling alleys and equipment. As a result, 
bowling today is effectively regulated by tire Ameri¬ 
can Bowling Congress and the pastime is consid¬ 
ered by many to be the best organized of all sports. 
The laws of tire congress are formulated and distrib¬ 
uted at an annual convention held during the tour¬ 
nament season. 

Bowling is an intricate skiU that requires as much 
technical aptitude as any other game. The object of 
bowling is to topple the greatest number of pins 
with the least number of balls rolled. After bowhng 
a few times, the beginner discovers the fascination 
of hearing a ball crash into pins and seeing them 
fall. Bowling should not be regarded as a game of 
brute strength; it does not consist merely of throw¬ 
ing a ball with all the speed that can be mustered, 
trusting to luck that the pins will topple. When skill¬ 
ful players compete they know precisely how to 
achieve desired results. The occasions they fail can 
often be attributed to faulty footwork, to the time 
they half-drop a ball, to failure to place it properly 
on the alley, and to failure to roll tlie ball at a correct 
and proper angle. Too much speed or errors in judg¬ 
ment are disadvantages to mar a bowling score. 
Paradoxically, a bowler with a small stature often 
appears to have advantages over his heavier, more 
sturdily built competitor. 

A foremost consideration in bowling is the selec¬ 
tion of a ball. A ball should fit the hand of an indi¬ 
vidual just as comfortably as a pair of shoes should 
fit the feet. Finger holes should be spaced so that it 
is unnecessary to stretch the hand unnaturaUy. 
Neither should finger holes be so close as to make 
one strain the hand in order to hold the ball firmly 
and with ease. Unless a ball fits the hand comfort¬ 
ably, it is almost impossible to deliver it easily and 
properly. 

After a properly fitted ball has been selected, the 
ne.xt step is to perfect the stride to the foul fine. 
An experienced bowler can usually give appropriate 
instructions for the adoption of a comfortable style 
without straining. In a verj' short time, this w'ill 
become a natural part of one’s bowling habits. The 
first or strike ball is most important, and great effort 
should be made to see that if no strike is accom¬ 
plished, as large a niunber of pins as possible are 
obtained, making the remaining spare shots rela- 
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txvely simple. Tlio M'eiglit of pins can generally be 
determined by watching their action when the ball 
comes in contact with them. When they are light. 
)'oii w'ill notice that they jump or raise as tliey are 
hit. Consequently, light pins require a slower ball. 
Heavy pins, on the other hand, call for a trifle more 
speed. Pins of mixed weight are difficult to knock 
down bccau.se the action of the ball varies. 

h-ceping score is an important part of the game 
and it provides a part of the anticipation in the 
sport. When one becomes familiar with terms such 
as spare, railroad, cherry pick, tapping, and crossing 
over mean, interest in the game is enhanced. In gen- 
eral, a game consists of 10 frames. One counts only 
the actual number of pins knocked down if 10 pins 
arc not made with two balls in the same frame. If 
a spare is made, a count of 10 plus the number of 
pins knocked doum u’ith the ne.xt ball gives a 
total for a frame. The results of each succeeding 
frame are continually added until 10 frames have 
been bowled. 

Every physician who has ever taken up bowling 
knows how enjoyable it can be. While proficiency 
is common goal of all bowlers, the score is not 
nccc.ssarily related to the amount of pleasure to be 
derived. Fellow bowlers invariably laugh when you 
laugh, moan when }’ou moan, and thrill with you 
at a successful shot. Bowling makes you feel "youTe 
the tops.” You enjoy a leading role, the stage is 
yours, and all eyes rest upon you. And if there is 
the slightest bit of “ham” in a bowler, he will derive 
considerable joy in putting on a humorous act. 

Not everj'one can be an ace bonder. Most of our 
country’s 20 million bowlers average under 170. 
Whatever the score, the same full measure of pleas¬ 
ure and physical e.xhilaration from bowling can be 
had by all participants. In the final analysis, it is 
precisely tliese merits that give the sport its rich 
ffiavor. There is more to the game than just felling 
shiny hunks of maple. There are specific rules to be 
followed; to violate them is to violate good man¬ 
ners in bowling, and this is a cardinal sin in the 
sport. 

Finally, a few terse “don’ts” about bowling should 
you decide to take up the game. Do not interfere in 
any way with a bowlei' who has taken his stance on 
an adjoining lane. Do not start when he starts and 
race him to the foul line. If he is ready to deliver 
his ball, give him the go-ahead signal and stand 
completely clear. Do not let bad breaks get you 
down. As a physician, you frequently utter encour¬ 
aging advice to your patients. When you go bowl¬ 
ing, remember to apply it to yourself. So, roll out 
the ball'and have a good bowling laugh! 


J.A.M.A., Oct. 12, 1957 

MEDICAL FILM REVIEWS 


Time and Tivo Women, 16 mm., cnior, sound, sheving 
tune IS minutes. Produced in 1957 by Audio Productions, 
New York, for and procurable on loan from the Americaii 
Cancer Society, 521 W. 57th St., New York 19. 

This film alerts women to the urgency of early 
detection of uterine cancer and explains the uterine 
cancer cell examination (the “Pap” smear). It is 
narrated by Dr. Joe V. Meigs of Boston, who tells 
the stories of hvo women who had cancer of the 
uterus; one who ignored warning signals and saw 
her doctor too late, and the other whose early cervi¬ 
cal cancer was detected in tire course of a periodic 
checkup. The growth of cancer is shown by ani¬ 
mated diagrams; and a photomicrograph of a cervi¬ 
cal smear, with normal and malignant cells, identi¬ 
fies for the viewer how the pathologist can suspect 
the presence of cancer by noting cells’ sta'uctural 
abnormalities. Details of tlie routine examination 
are e.xp]ained, emphasizing tliat the patient experi¬ 
ences no discomfort during tire procedure. Since 
the second patient’s laboratory report indicated the 
presence of abnormal cells, she returned the fol¬ 
lowing day, when several small tissue specimens 
were removed from the cerA'lx. These enabled tire 
patliologist to make a positive diagnosis of cancer. 
After ti-eatment, she reported for follow-up exam¬ 
ination, including smears, for five years, during 
which she showed no further evidence of disease. 
The film is concluded with an appeal for women to 
go to tlreir family physicians once a year for a 
pelvic examination even tlrough tliey have no 
symptoms. 

This film should be considered as part of a broad 
program of professional and public education. At 
each showing, a doctor should be present to an¬ 
swer questions from the audience; slides of key 
materials in the film are supplied for projection dur¬ 
ing the discussion period. At the present time there 
are not enough trained professional assistants for 
the pathologists in analyzing specimens taken for 
cell examination; therefore, the film should be 
shown only in those areas where the county rnedi- 
cal society approves and where pathologists are pre¬ 
pared to read smears. This is an e.\'cellent film, 
clear-cut, pertinent, concise, and very illuminating. 
The participants perform tlieir parts exceptionally 
well and the photography is excellent. It is recom¬ 
mended for showing to all women in those areas 
where facilities for cancer cell examination are 
available. 
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ILLUSTRATED FILM REVIEWS 


Illustrated reviews of current films will appear when possible as a regular feature in The 
J ouKNAL. They will consist of an introduction by the author followed by a pictorial digest of 
actual frame enlargements selected as key points of the film. 

Ralph P. Cheer, Director 

Motion Pictures and Medical Television 

Council on ScienliHr Assembly. 


TIME AND TWO WOMEN 

Joe V. Meigs, M.D., Boston 

Seeking to motivate women to adopt the lifesaving habit of healtli checkups, this film was released as a part 
of a broad education program which will be undertaken in communities where technical facilities are available 
for interpreting vaginal smears, and where the count}' medical societies approve use of the film. The uterine 
cancer cell examination, tlie “Pap” smear, is explained in an effort to alert women to the urgency of early 
detection of uterine cancer. 

The film deals with diagnosis of cancer of tire uterus with special emphasis on cytology and dramatizes the 
fate of two women: one who ignored warning signals and saw her doctor too late and the other whose early 
cervical cancer was detected in tire course of a periodic checkup. The written rewew of this film appears on 
page 728 of this issue. 
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Fig. 1.—Dr. Joe V, Meigs, consulting \’isiting gynecologist, 
wncent Memorial Hospital, Massachusetts General Hospital, 
Boston, makes the point that 16,000 women die needlessly 
each) ear of uterine cancer. 


Fig. 2.—First patient confesses that she has not had a 
checkup in over 19 years. She consults the doctor after months 
of delay. First s>Tnptom was ignored. She now has bleeding, 
loss of weight, and pains in legs and back. 










Fig. 3-Aftf»r o J • C xi- 1 . , Animated sequence shows spread of cancer into 

close-up of the endocervlx accompanied by increased bleeding. It continues 

P me cervxr locates the begmnmg of patients to show classic pattern of extension into co^us uteri and 

r'>*~i. Death followed ^hortlv. 
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Fig. o.-Nonnal process of cell exfoliation is explained If 
cancer is present, among tliose cells will be found malignant 


Fig. 6.-On sagittal view is illustrated the teclinique for 
removing a sample from the vaginal pool, using suction pipet 
I Ins procedure is painless to patient. 



Fig. 7.—By noting cells’ structural abnormalities in cervical 
smear, pathologist can suspect presence of cancer months, 
or even years, before it produces symptoms. 





Fig, 9._Laboratory report indicated presence of abnormal 
cells. Small tissue specimens lemoved from cervix confirmed 
positive diagnosis of cancer. Treatment followed, after which 
patient showed no further evidence of disease. 



Fig. 8.—During yearly physical checkup of second patient, 
a cell specimen is taken for interpretation by tlie pathologist. 
Instrumentarium is shown and explained. 







CURE RATE 
OF UTERINE CANCER 
gj DISCOVERED EARLY 

IS NEARLY woz 


Fig. 10-Goal of physicians is to realize the full potentia 
of curability of uterine cancer, which can be accomphsuc 
only with the help of all women. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 

Tlie Treatment of Active Chronic Infectious He¬ 
patitis with ACTH (Corticotrophin) and Cortisone. 
P. M. Last. M. J. Australia 1:672-676 (May 18) 1937 
[Sydney]. 

The term "active chronic infectious hepatitis” 
covers a group of patients with fairly well-defined 
clinical features, a highly characteristic pattern of 
biochemical findings, and a histological picture of 
the liver indicating active chronic inflammatory' 
changes. It has been shown that corticotropin and 
cortisone are unsuccessful when used in the man¬ 
agement of hepatic failure in advanced portal cir¬ 
rhosis. This report is concerned with the effect of 
these drags in the active chronic stage of the 
disease in 9 patients, an earlier report from this 
unit haring presented obsers'ations on 34 patients 
with active chronic infectious hepatitis, of whom 
18 died. The 9 patients included 5 men and 4 
women. A detailed history' was taken in all cases, 
including the assessment of diet, a search for con¬ 
tact with infectious hepatitis, a history' of injections 
and transfusions, and possible exposure to hepato- 
toxic agents. Complete physical examination was 
repeated at interr'als, and the patients were weighed 
regularly. At regular intervals the following bio¬ 
chemical estimations were performed: serum bili¬ 
rubin content, cephalin flocculation, alkaline phos¬ 
phatase content (in King-Armstrong units), and 
serum protein fractionation. The total serum lipids 
and the blood cholesterol content were determined. 

Complete blood examination was performed in all 
patients on admission to hospital and repeated from 
time to time. Corticotropin and cortisone therapy' 
were continued for periods ranging from 1 month 
to 3 years. One patient appears to have completely' 
recovered, 2 have shown moderate improvement, 
and 3 have shown little or no benefit. Three pa¬ 
tients died, but 2 of them improved subjectively 
while having hormone therapy. With the exception 
of I patient wth severe cirrhosis, all patients 


pKiPe of publication of the periodicals appears in brackets pre- 
wdinc each abstract. 

in the Librarv- of the American Medical Association 
^ by members of the Association or its student organi- 

• individuals in continental United States or Canada who 
add to Its scientific periodicals. Requests for periodicals should be 
American Medical Association.’* Periodical files 
N'o rhei ^ nnd no photoduplication ser\nces are available, 

stimrx ^ made to members, but the fee for others is 15 cents in 
time ftem. Only three periodicals may be borrowed at one 

lish^ h • A ^ longer than five days. Periodicals pub- 

but earf ^ American Medical Association are not available for lending 
Pror)erK- on purchase order. Reprints as a rule are the 

from them* obtained for permanent possession only 


showed prompt syimptomatic improvement, which 
was not alway's sustained. No patient appears to 
have been made worse by hormone therapy. His¬ 
tological material was obtained in 7 patients before 
the institution of hormone tlierapy. in 8 patients 
subsequently' by' serial liver biopsy', and at autopsy 
in the 3 fatal cases. In one patient liver biopsy' in¬ 
dicated transient increase in activity', but in the 
rest no significant histological change could be 
attributed to hormone therapy. Sudden withdrawal 
of corh'sone may precipitate acute relapse, even 
though the drug appears to have been producing 
very' little effect. It is concluded that in the treat¬ 
ment of active chronic infective hepatitis, cortico¬ 
tropin and cortisone may produce varying subjec¬ 
tive benefit and some improvement in the biochem¬ 
ical finding relating to liver function, but no sig¬ 
nificant histological change. 

Problem of Carcinosarcoma: A Case of Gastric 
Neoplasm. J. C. Sanchez-Lucas and J. Villar-Bonet. 
Med. cUn. 28:1-5 (Jan.) 1957 (In Spanish) [Barce¬ 
lona, Spain]. 

There is a controversy among histopathologists 
as to whether a carcinosarcoma is a special ty'pe of 
tumor or only a carcinoma of aty'pical development, 
haxing large zones of anaplasia simulating sarcoma. 
The authors report histological studies of a gastric 
tumor which seem to prove that carcinosarcoma 
is not a special ty'pe of tumor. A woman 66 years 
old complained of gastric disorders of years’ 
duration. The patient lost 12 kg. (26.5 lb.). .A tumor 
could be felt on palpation. Roentgen examination 
of the stomach showed irregularities of the great 
curx'ature and a round shadow'. A large tumor oc- 
cupy'ing the great curx'ature and several metas- 
tases xvere found at laparotomy. A total gastrec¬ 
tomy with cardioduodenal anastomosis was per¬ 
formed. The stomach contained a large tumor, 
occupying the great curx'ature, and a poly'p. The 
histological study of the tumor revealed an adeno¬ 
carcinoma in one portion of the tumor and a sar¬ 
coma in the other. Both portions xvere continuous 
through a band of disintegrated epithelia] cords 
extending from the adenocarcinoma into the sar¬ 
coma portion. The poly'p showed a transformation 
into an adenocarcinoma. The metastases were ex¬ 
clusively of the epithelial ty'pe. The findings in this 
case support the theory' that carcinosarcoma is a 
carcinoma of atypical groxx'th. Disintegration of the 
epithelial cords seems to be the causal factor of the 
transformation into sarcoma. 
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Hvpcifuncdon and Ihporunction of Endocnne 
Uands and Diabetes Mellitus. P. G. Skillern and 
E. 1. McCullagh. J. Indiana M. A. 50:701-709 
(June) 1957 [Indianapolis]. 

Although the faulty carbohydrate metabolism 
that characterizes diabetes mellitus is traceable 
most frequently to dysfunction of the pancreas and 
lesultant deficiency of insulin, other factors play 
important roles in carbohydrate metabolism, and 
their action sometimes cavises diabetes or affects 
an e.visting diabetes. Diabetes mellitus may be 
produced by hyperfunctioning tumors of the pitui- 
tary, adrenal cortex, adrenal medulla, and thyroid 
and by hyperplasia of the adrenal corte.s and thy¬ 
roid. After surgical correction of the pathological 
condition, the diabetes may or may not be rever¬ 
sible. The authors cite patients with acromegaly in 
whom diabetes became reversed spontaneously, 
following treatment with cobalt teletherapy, or 
after treatment with estrogens. The diabetes due 
to Cinshing’s syndrome is usually corrected by sur¬ 
gical removal of the tumor or hsqjerplasia of the 
adrenal cortex. 

One patient with Cushing’s syndrome and pitui¬ 
tary tumor had a temporary remission of the 
diabetes after cobalt irradiation of the pituitary. 
The diabetes mellitus of 1 j^atient with pheochro- 
mocytoma, who was admitted in diabetic acidosis, 
disappeared after removal of the pheochromocy- 
toma. The occurrence of diabetes mellitus in 2 pa¬ 
tients with aldosteronism due to adrenal tumor 
suggests that a hormone may be secreted which 
has some corticoid action. Marked hyperglycemia 
during the administration of cortisone or i^ermanent 
diabetes mellitus following the administration of 
exogenous cortisone is probably due to a preexist¬ 
ing latent or mild diabetes mellitus. A diabetic 
glucose-tolerance curve in a patient with hyyier- 
thyroidism may or may not be due to diabetes 
mellitus. An elevated fasting blood sugar level in 
the presence of hypertliyroidism is due to diabetes 
mellitus. 

Generalized Intestinal Polyposis with Melanoplakia 
of Lips, Oral Mucosa and Fingers (Peutz-Jeghers 
Syndrome). V. R. Richterich and H. J. Kaufmann. 
Schweiz, med. Wchnschr. 87:552-558 (May 11) 1957 
(In German) [Basel, Switzerland]. 

The concept of intestinal polyposis includes a 
number of disease entities that differ with regard 
to etiology and clinical aspects. Their comrnon 
characteristic is the formation of multiple intestiiial 
noKms of a precancerous nature. Realization of the 
possibility of cancerous degeneration of the polyps 
led to more intensive study of the forms that ha 
been known for some time and to the discovery o 
npw and little-known entities. The authoi lists 7 
different forms of intestinal polyposis: 4 sporadical- 
h- occurring nonfamilial, acquired forms and 
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hereditary familial forms. This report is concerned 
with one of the hereditary forms, the Peutz-Jegliers 
syndrome. When Peutz first described this em' 
m 1921, he called attention to the triad of heredihl 
pigmentation, and polyposis. More general atten¬ 
tion was called to this form of intestinal polvposis 
by Jegbers and co-workers in 1949. The author 
found that so far 12 families have been reported 
in which more than 1 member was found to have 
the Peutz syndrome. Diagrams of the genealogical 
tree of 3 of these families show the appearance of 
the Peutz syndrome in successive generations. 

The pigmentation appears in the form of melano¬ 
plakia in the perioral region, the oral mucosa, the 
fingers and toes. The spots on and around the lips 
are generally small and resemble freckles; those of 
the oral mneosa are usually larger. In some patients 
these spots are found also around the eyes and 
nose. On the hands and feet the spots show inter¬ 
digital and sometimes volar or dorsal localization. 
In the differential diagnosis of the melanoplakial 
phakomatoses, endocrinopathies and nutritional dis¬ 
ease must be ruled out. The most important symp¬ 
tom of the Peutz syndrome is polyposis of the 
small intestine particularly in the ileum and jeju¬ 
num. In about half of the carefully examined pa¬ 
tients polj'ps were found also in the stomach, and 
in about one third of the patients tlie colon and 
rectum were involved. In children this progressive 
disorder becomes manifest in recurrent episodes of 
invagination or gastrointestinal bleeding. In adults, 
signs of intestinal malignancy, such as bleeding and 
stricture, are frequently the first symptoms. The 
precancerous nature of the polyps is proved by the 
frequent occurrence of carcinoma in young adults 
and by the multifocal development of cancers. A 
dominant pleiotropic gene with high penetrance 
seems to be the cause of this disorder. 

Aging of Arteries in Relation to Hypertension. ]. 
Conway and K. S. Smith. Circulation 15;827-S35 
(June) 1957 [New York]. 

A new clinical method has been devised by the 
authors for the qualitative assessment of the elastic 
properties of the arterial reservoir. The method 
depends on changes in pulse pressure that occur 
after the inhalation of amyl nitrite as the blood 
pressure falls without change in heart rate. The 
test was applied to 16 normal young men and 
women between the ages of 17 and 32 years anc 
to 52 patients with hypertension. Little change in 
pulse pressure accompanied the fall in diastolic 
pressure in the normal person after the inhalation 
of amyl nitrite (15% of the fall in diastolic pressure). 
In the hypertensive group, tliere were 15 patients 
with systolic or arteriosclerotic hypertension, in 
these patients the reduction in pulse pressure after 
the inhalation of amyl nitrite was 116% of tne 
simultaneous fall in diastolic pressure. The remain- 
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ins 3" patients with luTiertension were grouped 
according to their responses to the elasticih’ test. 
In 20 patients the response was within the normal 
limits, and the average fall in pulse pressure was 
287^ of the fall in diastolic pressure—these patients 
were believed to have normally elastic arteries. In 
17 patients the fall in pulse pressure was 96% of 
the fall in diastolic pressure, and it did not differ 
significantly from the response of the arterioscle¬ 
rotic patients. They were therefore believed to have 
inelastic arteries. 

Clinical differences between the patients with 
elastic and those with inelastic arteries strongly 
suggested that these patients had in fact different 
diseases. In one group tlie elevation of pressiure 
appears to be the consequence of physiological 
aging of arteries and in tire otlier group h^qjerten- 
sion is imposed on a normal elastic arterial system. 
Those uidi elastic arteries were younger and had 
a higher initial diastolic blood pressure than those 
with inelastic arteries. The difference in age and 
in severity' of h^Tpertension suggests that the separa¬ 
tion of iiN'pertension into these functional U^pes 
may be of considerable clinical value, and it offers 
some prospect of discerning the true nature of the 
disorder. 


Anticoagulants in Acute Myocardial Infarction with 
a Comparative Analysis of Prognostic Factors. H. D. 
Chieffo. J. M. Soc. New Jersey 54:266-271 (June) 
1957 [Trenton]. 


This study was originally undertaken to determine 
whether the anticlotting agents should be used rou¬ 
tinely in acute infarction of the heart. All patients 
admitted to St. Francis Hospital in Jersey City', from 
January', 1950, to December, 1955, with acute myo¬ 
cardial infarction (confirmed by serial electrocardio¬ 
grams or autopsy') who survived tlie initial 24 hours 
of hospitalization were included in this review. 
There were 140 patients. Anticoagulants were ad¬ 
ministered at the discretion of the attending phy'si- 
cians. They' used these drugs most often in the 
poor-risk ty'pe of patient. A few practitioners, how¬ 
ever, did use anticoagulants routinely'. There were 
^patients treated with these drugs (group A) and 
u patients who did not receive them (group B). 
There were 9 deaths among tlie 63 patients treated 
'^^^__^oticoagulants (14%) and 17 deaths among 
mo 77 patients (22%) not treated -with anticoagu- 
ants. In the group treated ivith anticoagulants there 
"’M a trend toward reduction of mortality in those 
with shock, congestive heart failure, prex'ious myo- 
wrdial infarction, hy'pertension, thromboembolism, 
labetes mellitus, and pulmonary' and renal disease. 

IS concluded that anticoagulants should be used 
■G patients i\ith tliese associated conditions. 

The incidence of tliromboembolic complications 
"as equally low in patients who received anti¬ 
coagulants as in those who did not. The difficulties 


involved in the diagnosis of this disorder may' 
to some e.vtent e.xplain the low incidence noted. 
Tliere were 2 deaths due to hemorrhage induced by' 
anticoagulant drugs, and for tliis reason tliey' must 
be used with extreme caution. They' should not be 
used when tliere are contraindications such as peptic 
ulcer and other ulcerative lesions of the gastro¬ 
intestinal tract, liver or renal disease, and hemor¬ 
rhagic disorders. -Anticoagulants should not be used 
routinely' in patients with mild attacks of my’ncardial 
infarction who have no complications. 

Experimental Studies of Mechanism of Action of 
Fat Embolism. E. Kronke. Arch, klin Chir. 285:308- 
340 (No. 3) 1957 (In German) [Berlin]. 

Artificial fat embolism was produced by' intravenous 
injections in cats and dogs of a proprietary' prepa¬ 
ration of iodine in vegetable oil (iodipin), paraflin 
oil, and a suspension of Ly'copodium spores. 
Graphic presentations of blood pressure values in 
the sy'stemic and pulmonary' circulations and of the 
respiratory changes occum'ng in the course of the 
animal e.xperiments with iodipin, which remains 
locked up within the fine pulmonary' vessels, re¬ 
vealed that death occurred only with complete ob¬ 
struction of the pulmonary' circulation. Reflex 
phenomena were produced not by oil embolism of 
the pulmonary' vessels but by solid bodies, such as 
the Ly'copodium spores. 

The circulatory' disturbances in pulmonary fat 
embolism are of a purely hydraulic nature and are 
the result of narrowing of the pulmonary' vessels; 
they' have no relation to the clinical aspect of shock. 
As a rule,, pulmonary fat embolism may’ be consid¬ 
ered harmless; it may' gain importance only' as an 
additional cause of death when it is associated witli 
traumatic shock and other secondary' injmTes and 
disorders. In contrast, generalized fat embolism 
may' exert a fatal effect when it affects vital areas 
of the central nervous sy'stem. Generalized fat em¬ 
bolism is produced predominantly' by an overload 
placed on the pulmonary' vessels by the fat emboli, 
i. e., by' massive pulmonary embolization in the 
presence of nonnal heart action. In the animal e.x¬ 
periments severe manifestations of shock and death 
were elicited by' intra-arterial injections of smaller 
amounts of fat into the carotid artery'. The author 
believes that traumatic fat embolism becomes sig¬ 
nificant mainly' by' the involvement of the central 
nervous sy'stem. 

The conclusions draxTO from tliese observations 
wtli respect to tlierapy of fat embolism in man are 
that in injured persons the frequently' associated 
state of shock should be combated not with meas¬ 
ures aimed at increasing the blood pressures but 
wth agents which exert a damping effect on the 
autonomic nervous system, simultaneously inhibit 
the biological occurrence of lipase actixity', and 
exert a mild depressive effect on the blood pres- 
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treated witli anticoagulants w-as significantly lower 
than that in the group not so treated. The mortality 
in the treated group also compared fa\'orably with 
other statistics on the prognosis in patients with 
coronary artery disease not treated with antico¬ 
agulants. Of the 275 patients treated with anti¬ 
coagulants, the inter\'al betw’een diagnosis of an¬ 
gina pectoiis and the institution of anticoagulant 
thciap}' was knonai in 266; this interval was less 
than 1 year in 134 and more than 1 year (with 
an average duration of symptoms of more than 4 
\-ears before the start of therapy) in 132. The mor¬ 
tality per year in these two groups w’as 2% and 
S.19c, respectively, i. e.. a significantly reduced 
mortalit)’ in the group treated within 1 year after 
the diagnosis, whereas statistics on the natural 
course of angina pectoris showed the highest moi- 
tality in the first year. The incidence of myocardial 
iniarction during treatment with anticoagulants was 
significant!}’ lower than in a corresponding period 
before treatment. The anginal distress, as measured 
by the effort tolerance, impro\’ed great!}’ in 3S^ of 
the patients and show’od some impro\ement in an 
additional 12'vc. Improvement occurred gradually, 
reaching a ma.vimum after 1 }’ear of treatment and 
remaining fairly constant thereafter. 
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tagged cobalt as a diagnostic tool is illustrated 
by the cases of 3 men between the ages of 57 and 
65 years. The first patient with progressive weabiess 
and paresthesias in his lower legs, weight loss, and 
anemia, had been given bimonthly injections of 
vitamin for 1 year, although a definite diagnosis 
liad not been made. The clear-cut difference be¬ 
tween the absorption of Co ""-labeled \'itamin B,, 
\yith and without normal gastric juice made it pos¬ 
sible to establish a diagnosis of pernicious anemia 
despite the long administration of the vitamin intra¬ 
muscularly. The test thus solved a therapeutic prob¬ 
lem, and the definite diagnosis was established with¬ 
out the need of wthholding vitamin Bio and without 
the resultant risk of a neurological relapse. The 
second patient, with weakness and postprandial epi¬ 
gastric pain of 4 }’ears’ duration and paresthesias of 
the hands and feet of 4 months' duration, had 
sporadically been gi\’cn oral preparations of iron 
and a variety of vitamins. The previous administra¬ 
tion of hematinics, while failing to correct the hema¬ 
tological and neurological findings, had made it 
impossible to establish an accurate diagnosis by the 
e.xamination of the blood or bone marrow. Co®"- 
labeled vitamin Bi-j e.vci’etion studies established 
the diagnosis of pernicious anemia, and on paren- 


These results indicate that long-term anticoagu¬ 
lant therapy is eflectixc in patients W'ith angina 
pectoris. .Among various factors which might possi¬ 
bly have influenced the course of the disease be¬ 
sides the anticoagulant itself, the placebo effect, 
psychosomatic effects initiated by the medical at¬ 
tention and reassurance of the patient, weight re¬ 
duction, reduced tobacco consumption, and other 
changes in mode of life ha\'e been listed. It was 
not possible to draw definite conclusions concerning 
the relative importance of these factors, but weight 
reduction seems to improve the prognosis. The inci¬ 
dence of clinically significant hemorrhages caused 
b}’ the anticoagulants alone was about 1 per 27 
treatment-years, or about 1 per 20 treatment-years 
if patients with other causes of hemorrhage, such 
as peptic ulcer or ureteral stone, were also included. 

The Clinical Use of Radioisotopes in the Differential 
Diagnosis of Anemia. W. L. Hughes, P. C. Johnson, 
E. S. Berger and R. M. Bird. South M. J. 50:/09-ll2 
(June) 1957 [Birmingham, Ala.]. 

Cobalt-60-labeled vitamin Bi.. can be given orally 
and its absorption from the gastrointestinal tract 
measured. The basic defect in pernicious anemia 
is thought to be a permanent deficiency of gastric 
intrinsic factor so that adequate absorption of vita¬ 
min Bi 2 from the gastrointestinal tract fails to occur. 
Since this defect is not influenced by parenterally 
administered vitamin B 12 , the demonstiation of 
faulty absorption of vitamin B 12 from tlie gastro¬ 
intestinal tract establishes the diagnosis of perni¬ 
cious anemia despite previous treatment. The use 


teral vitamin Bjs therap}’ the patient obtained a 
complete hematological and neurological remission. 
In tlie third patient, with progressi^’e weakness and 
attacks of sore mouth and tongue for 5 }’ears, who 
had recei\’ed irregular!}’ intramuscular injections of 
both liver e.vtract and vitamin B^, the Co ""-labeled 
\'itamin Bt 2 e.xcretion studies made it possible to 
establish that the patient had so-called nutritional 
macrocytic anemia but not pernicious anemia. It 
was interesting to note that subsequent studies in 
this patient revealed none of the more con^'entional 
laboratory evidence of impaired gastrointestinal 
motility and absorption, which are anticipated in a 
sprue-like syndrome. The patient made a dramatic 
recoveia' on administration of 10 mg. of folic acid 


any. 

Erythrocytes may be labeled with chromium-51 
id be reinjected into the donor. One may then 
inveniently measure the rate of disappearance of 
le radioactivity fiom the circulation. From these 
ata one can infer the rate of hemolysis. In a 13- 
?ar-okl boy with attacks of anore.xia, fei'er, and 
undice, increased erythrocytic fragility and henio- 
■sis was demonstrated by estimation of Cr''-Iabelec 
•ytlirocyte survival, and the diagnosis of congenital 
iherocytosis was made. The ability to demonstrate 
hemolytic process despite the absence of anemia 
as of importance in the decision to perform sple- 
ictomy. The failure to demonstrate a shortenec 
•ytlirocyte survival time by the Cr®' technique nas 
iterpreted as evidence against a lieniol}'tic ancmi. 
id hence a contraindication to splenec om} 1 * 
5 -year-old man ivith e.vertional d}'spnea and e. } 
ruising of 1 years duration. The subsequent < 
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ure to respond to splenectom>’ supported tliis view. 
In a third patient, with progressh’e weakness, dysp¬ 
nea. hepatosplenomegaly, pancytopenia, and myelo¬ 
fibrosis of the bone marrow, Cr ''’-labeled red blood 
cell surxaval studies revealed increased hemolysis. 
.■Mtlioush the cause of the hemolysis was never de¬ 
termined, tire apparent impros'ement after splenec- 
tomv would indicate that the pancytopenia was 
corrected by tlie operation. The evaluation of knowm 
anemias has often been an insoluble problem be¬ 
cause of tlie widespread and casual use of proprie¬ 
tary' compounds containing vitamin B 12 and folic 
acid. Similarly, a search for a hemolytic element 
in anemia often has been unrewarding at a given 
moment. Tagged cobalt and chromium offer new 
diagnostic tools in such problems. 

Acute Renal Failure: Experiences with Conser^'at^ve 
and Hemodialysis Treatment in 32 Consecutive 
Cases. J. H. Thaysen, S. Gjprup and S.-.A. Killmann. 
Dan. med. bull. 4:73-92 (May) 1937 (In English) 
[Copenhagen]. 

From May, 1955, to November, 1936, 32 patients 
uith acute uremia were admitted to medical de¬ 
partment A of the Rigshospital. Three patients died 
antliin 24 hours, 3 had a total anuria due to bi¬ 
lateral ureteral obstruction, and 26 had oliguria due 
to acute ischemic renal failure or other renal dis¬ 
ease. Of the 26 patients, 18 were treated only con- 
sen-atir'ely, with 8 deatlis. In 8 patients consers'ative 
treatment was supplemented by hemodialysis; 5 
had acute ischemic renal failure, 1 patient had bi¬ 
lateral cortical necrosis, 1 had an actue exacerbation 
of chronic glomerulonephritis, and 1 had transitory 
oliguria due to chronic pyelonephritis. Three of the 
dialyzed patients died. Tire importance of the pri¬ 
mary disease for tire ultimate prognosis is stressed. 
Rational treatment prevents the des’elopment of 
hyperpotassemia, cerebral and pulmonary' edema, 
and severe uremic intoxication, formerly’ frequent 
causes of death. Good consen’ative therapy’ is funda¬ 
mental in the treatment of acute renal failure. Sup¬ 
plementary' hemodialysis should probably be carried 
out on relatively liberal indications in order to 
prevent grave complications. 

Leukaemia. R. B. Scott. Lancet 1:1162-1167 (June 8) 
1957 [London]. 

The 2 common forms of chronic leukemia stand 
m sharp contrast: whereas the myeloid variety’ fol- 
o'vs a stereoty’ped and constant pattern, tire lym- 
piatic may’ assume any’ of a dozen disguises. This 
paper is concerned vith the ly’mphatic form of leu- 
is marked by’ proliferation of ly'mphoid 
ce Is throughout tire blood-forming organs; dre cel- 
“ar elements are usually mature; in tire h’mplr 
no es tire proliferation is diffusely’ spread through- 
of th ^ and the destruction and infiltration 

he stroma, the histological signs of malignancy’. 


are lacking. Most clinicians in Britain agree tlrat it is 
the commonest ty’pe of leukemia seen today. It is 
likely that there has been a relatively greater in¬ 
crease in its incidence than in tlrat of otlrer types. 
Tliere has alway’s been a greater number of males 
affected than females, and in the present series of 
227 patients, males made up 67.4'?o and females 
32.6%. In 80% of tire patients tire first symptoms 
appeared behveen the ages of 40 and 70. The mean 
age at onset for tire whole series was 58.2 y’ears. 

Wlren the patient is first seen, the physical signs 
of the leukemia fall into 1 of 3 categories. The first 
is what may’ be called the “classic” form; in tlris, 
generalized enlargement of superficial ly’mph nodes 
is usually associated xMtlr palpable enlargement of 
the liver and spleen. In the present series the disease 
assumed tlris form in 73.2% of the patients. The 
second category is tire splenomegalic type: these 
patients often complain of abdominal pain, and 
phy’sical examination reveals massive splenomegaly 
of tire order usually’ associated rMtlr chronic myeloid 
leukemia; tlrere is commonly a lesser grade of 
hepatic enlargement; and no superficial lymph 
nodes are palpable. In tlris series 11.8% of the pa¬ 
tients presented xxith this form. Tire third group 
includes patients who display enlargement of the 
ly’mph nodes of one superficial group or some other 
solitary’ tumor of ly’mphoid tissue. The onset was 
of this pattern in 7.3% of these patients. Specific 
skin infiltrations, althouglr not rare, are seldom the 
presenting manifestation, only 2 of tlrese patients 
(0.8%) coming into this group. In 6.9% no physical 
signs of disease were evident, and the characteristic 
changes in tire blood were the only’ leukemic mani¬ 
festations. Less common clinical features of chronic 
ly’mphatic leukemia fall into 2 groups; those depend¬ 
ing on leukemic infiltrations in unusual sites, and 
those presumed to be the result of immunological 
disturbance. 

As one watches patients rrnth chronic ly’mphatic 
leukemia through tlreir y’ears of illness, it is possible 
to discern some pattern in the course of the disease. 
Usually there is a period of reasonable health, during 
which the lymph nodes and spleen increase slowly’ 
in size and the leukocy’te count creeps upward, al¬ 
though tire hemoglobin ler’el and the platelet coimt 
are well maintained; then, xxith various degrees of 
abruptness, the advancing ly'mphoid infiltration de¬ 
termines bone marrow failure, the hemoglobin level 
falls, a hemorrhagic state appears, and, unless life 
is maintained by’ repeated transfusions, death fol¬ 
lows from anemia and e.xhaustion. During tire first 
phase, radiotlrerapy or chemotherapy will lower the 
leukocy’te count and cause the lymph nodes to re¬ 
gress; in the second phase treatment is seldom of 
avail. At any’ time tlris course may be interrupted 
by’ the effects of infiltrations in such tissues as bone 
and sldn, by’ infection, or by’ the appearance of one 
of the autoimmune syndromes. The length of the 
first phase varies from a few months to 8 or 10 years. 
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and mail)- oi the older patients die witit rather than 
from, the disease. Rarely a patient appears to re- 
coA'er. In tliis scrie.s, a n'oman of 80 died of broncho¬ 
pneumonia 10 years after tlie onset of clironic Isan- 
p lalic leukemia; at the time of her death there were 
no enlarged iympii nodes nor splenomegaly, and the 
blood cell count n-as normal. In the present series 
the mean duration of the disease in IIS patients 
knon'n to liavc died was .36.7 inontlis. Survivals of 
40 months in .30 untreated patients and 42 months 
in 50 irradiated patients again underline the fact 
that treatment has not ijnoro\-ed the outlook in this 
disease. 

Tlie Complement Fixation Test in the Diagnosis of 
Amebiasis. C. G. Spicknalk ]. Bosice\4ch, R. L. 
Black and others. Gastroenterology .32:1131-1142 
(June) 19.57 [Baltimore]. 

The records of 1,370 patients were reviewed on 
whom complement-fixation tests for amebiasis were 
performed. This test was found particularly valu¬ 
able in the diagnosis of amebic li\'er iin'olveincnt. 
Tlie lest in this complication of amebiasis xvas found 
negative in only 1 patient and doubtful-positive in 
2 of 25 studied. The test was positive in intestinal 
amebiasis in 17.57f> of the patients. Of 8 patients 
with amebic granuloma, only 1 had a positive test: 
2 of these patients had Entamoeba histolytica in 
their stools and 2 had E. histolytica in the biopsy 
specimens from rectal lesions. The diagnosis of 
amebic colitis and its complications is difficult to 
establish. E. histolytica may not be found in amebic 
granuloma, in amebic hepatitis and abscess, and 
e\'en in .some cases of acute amebic colitis. The 
appearance of the lesions does not differentiate 
Iretween amebic infection and other ulcerative dis¬ 
eases of the colon, even when there are ulcerations 
of the n'clal mucosa. The appearance of lesions on 
roentgenologic study is no certain means of de¬ 
termining the causes of these lesions, whereas bari¬ 
um stndi('s of the colon may suggest amebic disease. 

Acute-Phase Protein in Rheumatic Fever. S. Rali- 
man and P. Mozziconacci. Semaine hop. Paris 
34:2179-2186 (June 6) 1957 (In French) [Paris]. 

C-reactive protein is present at the beginning of 
an attack of rheumatic fever. The authors observed 
52 patients with rheumatic fever and 13 patients 
with diseases of the same group in children aged 
,3 to 15. Acute-phase protein disappeared after 1 
week of successful therapy with cortisone and 
prednisone. It reappeared in 15 patients during 
treatment with aspirin following the hormonal 
treatment. Six of the patients had a progressive 
type of rheumatic fever. The reappearance of 
C-reactive protein probably means that rheumatic 
fever is still active. The reactivation of rheumatic 
fever in 95% of cases occurred in the course of 4 
weeks after the end of treatment. There was no 


J.A.M.A., OcC 12, 1957 

C-reactive protein in patients with chorea. Tlie 
presence of C-reactive protein does not establish 
that tlie rheumatic fever is active; its absence can¬ 
not reject its diagnosis. There is a threshold of the 
rheumatic fever progress bevond which C-reactive 
protein reappears. Clinicians found it present in 
rheumatic fever, glomerulonephritis, lipoid neph- 
losis, and in virus diseases such as measles, vari¬ 
cella, epidemic hepatitis, and primary infecHon 
ivith tuberculosis. The authors found it present also 
in leukemia and in typlioid. Stollerman presumes 
that disappearance of C-reactive protein is due to 
the hormone action on the inflammation, of which 
C-reactive protein is a manifestation. The disap¬ 
pearance of C-reacti\'e protein means that rheu¬ 
matic process is arrested but is not eliminated. The 
determination of the erythrocyte sedimentation 
rate, of the presence of C-reactive protein, of 
fibrinemia, and of the amount of miicoproteins are 
methods each of which determines the progress of 
the rheumatic fever. Any one method cannot be 
used to the exclusion of others. All of them help to 
observe the progress of the rheumatic process. 

Effect of Prednisone in Pulmonary Silicosis. A. 
Slaviero and E. Gaffuri. Minerva med, 48:1522-1524 
(April 28) 1957 (In Italian) [Turin. Italy]. 

Sixteen patients with silicosis who presented 
severe respivator\' sxTnptoms and who had not 
derived much benefit from the usual therapy were 
treated uith prednisone for 31 daj's. The initial 
dose was of SO to 40 mg. per da^^ A maintenance 
dose was administered as soon as the patients 
started to improve, and subsequently the dose was 
gradually diminished. Sb-eptomycin was also ad¬ 
ministered to some patients in whom latent tuber¬ 
culosis was suspected. Prednisone therapy had to 
be discontinued in 1 patient who presented a 
marked increase in blood pressure. The results 
were I’eri- good in 5 patients; their general condi¬ 
tion improved and their respiratory sjnnptoins re¬ 
gressed almost completely. Dyspnea at rest disap¬ 
peared in 5 patients, and ch'spnea on exertion 
diminished in 5 other patients. The drug had no 
effect on S patients with severe emphysema, 1 of 
them witli chronic cor pulmonale. The drug had a 
beneficial effect on the cough of these o patients. 
Cough disappeared in 9 other patients and was 
checked markedly in the remaining 3. Roentgen¬ 
ologic examination did not show any changes. 

Modern Treatment of Polycythemia Rubra Vera- 
U. Cardone and F. Galeazzi. Policlinico (sez. med.) 
64:630-637 (April) 1957 (In Italian) [Rome]. 

Eight patients 32 to 65 years old with polycj^the- 
mia vera were subjected to repeated removal o 
blood and to infusions of one-half or one-third o 
the amount of blood removed witli fresh plasm 
from young donors. One patient had been treat 
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prewously ratii roentgen therapy and another with 
nitrogen mustard. Some patients already had 
marked sjTnptoms of tire disease and could do 
little or no work. The treatment was beneficial to 
.rll patients. Tire subjective condition of the pa¬ 
tients started to improve after 2 or 3 transfusions. 
.\11 symptoms had disappeared at the end of the 
treatment. The size of tire spleen was reduced 
markedly and in some patients returned to normal. 
The patients could return to tlieir work after the 
treatment. The hemoglobin level and blood pres¬ 
sure became nonnal in some patients. The effect of 
the treatment lasted for some months in some of 
the patients and for 1 to 2 years in tire others. 
\Mien die hematocrit and red blood cell values in¬ 
creased and die subjective symptoms returned the 
patients were subjected to a new course of treatment 
until tiieir condition became normal. Tire treatment 
was repeated in one female patient once a year, 
and she was able to earn' on wth her occupation 
for die whole year. The treatment has not caused 
any complication. 

.4cute Barbiturate Intoxication. T. Koppanyi. J. 
Forensic Med. 4:65-71 (April-Jime) 1957 [Cape 
Town, South Africa]. 

Barbiturate coma is a form of anesthesia (light or 
deep) with varj'ing degrees of arefiexia, muscular 
relaxation, and other signs and ssmiptoms character¬ 
istic of anesdiesia. Small pupils indicate lighter and 
large pupils deep anesthesia. Mydriasis, therefore, 
is an imfavorable sign in barbiturate into.xication 
and is usually accompanied by marked decrease of 
the respirators' minute volume, by cyanosis, and 
ver)' often by a fall in blood pressure and hj'po- 
diermia. Hxperthermia, which is not infrequently 
seen in patients who hai'e taken to.vic amounts of 
barbiturates, is usually due to secondary' infections, 
particularly pneumonia. In such cases, moist rales 
are discovered in the lower lung fields, which pro¬ 
gress to bronchopneumonia swili consolidation. 
Gross overdoses of barbiturates kill by' direct de¬ 
pression of the respiratory' center, and death may' 
occur witliin an hour after oral ingestion. The ma¬ 
jority' of the patients do not take this absolute fatal 
dose, but only' a fraction thereof, and may' sun'ive in 
an anesthetized state for 24 hours or more without 
any treatment. Then tliey' die of respiratory' and/or 
circulatory depression, pulmonary' and cerebral 
edema, or pneumonia. Neither tlie symptoms nor 
me postmortem changes of organs and tissues 
ifferentiate barbiturate poisoning from other forms 
0 coma or fatal central depression. The differential 
ia^osis therefore requires chemical identification 
0 barbiturates in tire blood and the urine dining 
^ e, or in organs, particularly the liver and the 
rain at autopsy'. The gastrointestinal contents 
s ould be saved for chemical analysis, because it is 


possible that small amounts of unabsorbed bar¬ 
biturates are present, particularly' when taken in 
tablet form. 

Mediods for the chemical identification of bar¬ 
biturates in blood and tissue are described. The 
treatment of barbiturate poisoning may' be symp¬ 
tomatic, analeptic, or directed tosvard the removal 
of barbiturates from the body'. Symptomatic therapy 
includes maintenance of a patent airway and, when 
necessary, administration of oxy'gen through the 
airway', administration of parenteral fluids (2 to 3 
liters every' 24 hours), hy'pertonic solutions in pa¬ 
tients w'ith pulmonary' edema, ascorbic acid to 
decrease permeability' of blood vessels, antibiotics 
to prevent secondary' infections (mainly pneu¬ 
monia), frequent changing of the patient’s position, 
and periodic slapping of the thorax to loosen bron¬ 
chial secretions. The use of concentrated human 
albumin has been suggested for the prevention or 
treatment of cerebral edema. Picrotoxin and lepta- 
zol have been found to be most effective central 
analeptics in e.xperimental and clinical acute bar¬ 
biturate intoxication. Carefully superx'ised admin¬ 
istration avoids conx'ulsions and consequently' 
excessively' increased cerebral o.xy'gen needs, as 
weff as depression. Central analeptics act as phy'sio- 
logical antagonists in barbiturate intoxication; they' 
do not increase the metaholism or excretion of 
barbiturates. Massive intravenous infusions of iso¬ 
tonic de.xtrose or sodium chloride solutions in e.X' 
perimental animals (1) shortened the duration of 
narcosis from average anesthetic doses of barbital 
and phenobarbital from one-third to one-half that 
of controls, and (2) doubled the early' elimination of 
these drugs in the urine. Animals receu'ing 2 or 3 
fatal doses of barbital recovered completely' under 
this treatment. 

Taussig-Bing’s Disease. A. Mispireta, G. Cornejo, 
A. Corx'acho and others. Rev. peruana cardiol. 
5:1-11 (Sept.-Dee.) 1956 (In Spanish) [Lima, Peru]. 

The case of Taussig-Bing’s disease reported on 
by the authors is the first such to be reported from 
Peru. The diagnosis xvas made during the life of 
the patient and was verified by' studies of his blood 
and by' autopsy'. 'The parents and family' of the 
patient were normal. The patient xvas bom ap¬ 
parently normal. The mother observed immediately 
after birth that the infant had palpitation, some 
dy'spnea, and moderate cyanosis. MTien the pa¬ 
tient was hospitalized at the age of 10 years, his 
mental age corresponded to that of a child 6 y'ears 
old. He was in poor general condition, with marked 
cyanosis, acute dyspnea, and clubbed fingers. 
Phonocardiographic examination revealed accentua¬ 
tion and redupheation of the second pulmonary' 
sound. Roentgen examination show'ed a complete 
transposition of the aorta, levoposition and enlarge¬ 
ment of the pulmonary artery, and signs of hy'per- 
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tension in the pulmonary circulation. A diagnosis 
ol Taussig-Bings disease \vas made. A definite 
diagnosis was arrived at on determination of the 
o.xygen content of tlie Ifiood taken by cardiac 
catlictenzation. O.xygenation of tlic peripheral blood 
was poor. It u^as of about the same degree in 
tlie right ventricle and in the aorta but was in¬ 
creased in the pulmonary artery. The patient lived 
a lew months after hospitalization and died of car¬ 
diac insufiiciency. The anatomicopathological diag¬ 
nosis was Taussig-Biim’s disease with bivalve pid- 
monar\' artery. 

Klebsiella Pneumonia Meningitis: Successful Treat¬ 
ment of Adult Case witli Cortisone and Antibacterial 
Agents. R. L. Stcrkcl and W. A. Knight. Missouri Med. 
54:519-524 (June) 1957 [St. Louis]. 

There are 2 features of meningitis due to Kleb¬ 
siella pneumoniae: the relative rarity of the condition 
and the high mortality rate. Including the patient 
treated by the authors, only 133 instances of the dis¬ 
ease have been reported. No age group is spared. The 
ratio of males to females is 65.6 to 34.4. Thompson 
and associates state that K. imeumoniae is the causa¬ 
tive agent of meningitis in 0.16%. Before the advent of 
chemotherap}' only 4 patients survived, and 2 of these 
were left with debilitating sequelae. Since the avail¬ 
ability of the various sulfonamides and antibiotics, 33 
recoveries arc reported (50%); 3 of these patients had 
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tetracycline and polymyxin. The only patient who 
recovered was treated with streptomycin, sulfadiazine 
and penicillin. This patient was infected vdtli hpe 8 
Klebsiella, and there was a possible causative rela¬ 
tionship to trauma of the lower urinarx' b-act. 

The 11 cases added to 140 collected from tlie litera- 
ture make a t^al of 151 cases of meningitis caused 
by Klebsiella. The disease is often fulminating. Most 
cases have occurred in adults. Meningitis is usually 
secondary to Klebsiella infection of the respiratory 
tract, is most commonly due to types 1 and 2, and 
sometimes follows trauma to tlie head. Diabetes and 
debilitating diseases seem to be predisposing factors. 
Metastatic abscesses are frequent. The avafiable in- 
fonnation to date suggests that the drugs of choice 
are the sulfonamides. The status of the broad-spec¬ 
trum agents, although promising, is equivocal because 
of the relatively few' cases in which they have been 
used. In view of the serious nature of tins form of 
meningitis it is recommended that both sulfonamides 
and broad-sirectrum antibiotics be administered at 
once xvhen a gram-negative encapsulated bacillus is 
found in the spinal fluid. 

Aspiration Biopsy of the Parietal Pleura: Results in 
45 Cases. R. F. Donohoe, S. Katz and M. J. Matthews. 
Am. J. Med. 22:883-893 (June) 1957 [New York]. 

Aspiration of the parietal pleura xvas performed in 
29 men and 16 women between the ages of 15 and 83 


residual defects. The authors treated successfully a 
debilitated 79-year-old man with chronic alcoholism 
who had bacteremia and meningitis clue to K. pneu¬ 
moniae. The treahnent consisted of sulfadiazine, peni¬ 
cillin, and streptomycin in conjunction with cortisone. 
The indications for the use of cortisone in this disease 
arc proposed. There is a definite need for further 
evaluation, both clinical and experimental, of the role 
of adrenal steroids in infections. 

Klebsiella Meningitis. A. P. Spivack, G. M. Eisenberg, 
W. Weiss and H. F. Flippin. Am. J. Med. 22:865-871 
(June) 1957 [Nexv York]. 

The authors rei^ort on It) men 1 woman be¬ 
tween the ages of 35 and SO years with meningitis 
due to Klebsiella. The focus of infection seemed to be 
the middle ear in 3, the lung in 2, and the frontal 
sinus in 1. In the remaining 5 patients there xvas 
evidence of recent trauma to the head in 4 and to the 
lower urinary tract in 1. Klebsiella could be demon¬ 
strated on direct smear of the spinal fluid in 6, and in 
1 patient typing xvas clone at the time of the smeai on 
the fresh spinal fluid. The organisms cultured from 
the spinal fluid xvere typed in 7 patients; 6 xx'ere types 
1 or 2 and 1 xvas type 8. One patient recovered and 
10 died. Among the 10 patients xx'ho died, the hospital 
course varied from 1 to 6 days. Four patients received 
no antimicrobic therapy, 4 xvere treated xvith sulfona¬ 
mides alone, 1 received penicillin and streptomycin, 
and 1 received the latter 2 drugs in addition to 


x'ears xx'ith pleura] effusion in an attempt to establish 
the causation of this effusion. Adequate diagnostic 
tissue specimens xvere obtained in 33 patients (737c) 
and inadequate tissue specimens in 12 (27%). The 
histological diagnoses in the S3 patients xx'ere granu¬ 
lomatous pleuritis in 14, nonspecific pleuritis in 13, 
malignancy in 4, eosinophilic pleuritis in 1, and nor¬ 
mal pleura in 1. Of 23 patients suspected clinically of 
hax'ing tuberculous pleuritis, this suspicion xvas con¬ 
firmed by aspiration biopsy in 12. Of 11 patients xvith 
a clinical diagnosis of malignant pleural effusion, 
pleural biopsv specimens yielded evidence of malig¬ 
nancy in 4. Of 11 patients xvitli effusion of undeter¬ 
mined causation, aspiration biopsy jnelded adequate 
tissue specimens in 6 (547c); 2 specimens xvere con¬ 
sistent xvith a granulomatous pleuritis, 1 showed 
eosinophilic pleuritis, and 3 shoxx’ed nonspecific pleu¬ 
ritis. There xvere no significant complications asso¬ 
ciated xvith aspiration biopsy of pleura. 

Aspiration biopsy, a safe, easy, and accurate diag¬ 
nostic method, thus xvas of considerable value in 
patients suspected clinically of having tuberculosis 
and xvas less often so in clinically indeterminate cases. 
The procedure xx'as least useful in patients xx'ith malig¬ 
nancy, in xvhom pleural involvement may be spott}'. 
The histological diagnosis of nonspecific pleuribs does 
not eliminate the possibility of either tuberculosis or 
malignancy as tlie causative disorder. In patients m 
xvhom this diagnosis is made after aspiration biopsy, 
an open biopsy should be performed if not con 
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indicated. The prime indication for aspiration pleural 
biopsy is so-called idiopathic pleurisy with effusion. 
The method, however, should be used as part of the 
basic evaluation of any effusion requiring diagnostic 
aspiration. The only contraindication would be a 
bleeding diathesis. 

Renal Lesions of Scleroderma. G. Carpent. Acta din. 
belg. 12:181-189 (March-April) 1957 (In French) 
[Brussels]. 

Scleroderma is no longer considered exclusively a 
dermatosis. Kidneys can also become involved, and 
changes in renal function do occur. .Most patients with 
scleroderma show no symptoms of kidney involve¬ 
ment. Tlie renal lesions become worse with the ad¬ 
vancing age of the patient and give no clear indication 
of the extent of impairment of renal function. .Autopsy 
of patients with sclerodenna reveals that lesions iden¬ 
tical with those accompanying clear renal insufficiency 
frequently are found in patients with no signs of renal 
insufficiency. These lesions are edematous hyper¬ 
plasia of the intima of the interlobular arteries and 
fibrinoid necrosis of preglomerular arterioles. They 
are the same as the lesions of malignant nephroangio- 
sclerosis. The author observ'ed 4 patients with renal 
sclerodenna, 3 of whom presented a correlation be¬ 
tween tire symptoms of malignant luTrertension and 
the findings at autopsy of malignant nephroangio- 
sclerosis. The 4th patient did not have hx-pertension. 
altliough the renal lesions were similar or identical 
with those of malignant nephroangiosclerosis. The 
patient, a 55-year-old male, was treated one year for 
scleroderma. When he entered the hospital his arterial 
tension was nonnal (120/80 mm. Hg), the blood urea 
I content 180 mg. per 100 cc., and there was no albu- 

^ ininurea nor pathological cellular elements. The arte¬ 

rial tension never exceeded 150/90 mm. Hg. Tliere 
were no symptoms of uremia. He died of broncho¬ 
pneumonia. Here was discordance between the clini¬ 
cal sxTnptoms and the findings of pathological anat¬ 
omy. The author quotes the observations of other 
clinicians on patients with renal lesions of malignant 
nephroangiosclerosis but with no clinical signs of 
lupertension. Such observations seem to oppose the 

* '^nrrently dominant theory that malignant nephro- 
j I'ngiosclerosis occurs as a result of hx’pertension. 

I 

' Pulmonarj' Adenomatosis: Six Cases. P. Purriel, D. 
lomalino and S. Piovano. Torax 6:5-28 (March) 1957 
(In Spanish) [Montexrideo, Uruguay]. 

Pulmonary adenomatosis consists of the develop¬ 
ment of unilateral or bilateral large intrapulmonary' 
j no u es of epithelial alveolar cells which merge into 
3 imor and give rise to metastases. The asymptomatic 
orm IS rare. The disease is detected during routine 
en gen examination of tire chest. The sjouptomatic 

* rp^ ^Inrts, as a rule, witli a transient attack of febrile 
1 and"^^ infection followed by bouts of bronchitis 
I ’^espiratorx' sjunpioms of progressive severity. 


Bronchorrhea appears only in tropical bilateral forms 
of the disease, depending on the presence of meta¬ 
plasia of the alveolar mucinous cells. Expectoration 
consists of a foamy, watery, transparent fluid in daily 
quantities of 300 to 3,300 cc. In the course of the 
disease the fluid becomes purulent and later hemor¬ 
rhagic. This type of bronchorrhea is pathognomonic. 
Blood spitting is rare. Except for a marked loss of 
weight, the general health of the patients remains fair 
for a considerable time. There are no diagnostic tests 
of specific value. Bronchoscopy is usually negative. 
Diagnosis is made on the basis of the following fac¬ 
tors: (1) chronicity of respirator},' symptoms and (2) 
the presence of a single unilateral or multiple bilateral 
nodules in the roentgenogram or of gray hepatization 
in the zone of the lung occupied by the tumor. A 
definite diagnosis is made on the finding of tumor cells 
in histological preparations of the sputum and on the 
results of pulmonary' biopsy taken during a thoracot¬ 
omy'. The treatment consists of early' lobectomy'. This 
is contraindicated in the presence of symptoms of 
metastases, bronchopulmonary complications, and 
aggravations of the respiratory' disorders. The duration 
of the condition varies between 1 y'ear and more than 
4 years. 

The authors report 6 cases. Tlie patients complained 
of marked loss of weight. Three patients were men 
between the ages of 40 and 62. The disease was bi¬ 
lateral and ty'pical. Tlie patients reported late when 
severe involvement of both lungs and symptoms of 
metastases contraindicated an operation. The patients 
died of asphy'xia. Autopsy showed a large number of 
metastases in several viscera and metaplasia of the 
muciparous alveolar cells. The otlier 3 patients w'ere 
w'omen. Their disease xvas unilateral and asmy'pto- 
matic, except in a patient xvho had hemopty'sis. A 
diagnosis was made by' lobectomy' during a thoracot¬ 
omy. Metastases occurred in all patients and were the 
cause of death. 

The Significance of Bronchiectasis Associated xvith 
Pulmonary Tuberculosis. J. K. Curtis. Am. J. Med. 
22:894-903 (June) 1957 [New York]. 

The author reports on 1 8-year-old boy' and 7 men 
betw'een the ages of 26 and 35 y'ears w'ith bronchi¬ 
ectasis associated with tuberculosis. The cases of the 
first 3 patients illustrate the 3 principal factors xvhich 
appear to favor the development of bronchiectasis in 
tuberculous patients. In tlie boy, enlarged tuberculous 
hilar nodes compressed a bronchus; partial obstruc¬ 
tion with cough, pooling of secretions, and tubercle 
formation in the more distal portion of the bronchial 
tree comprised the elements xvhich lead to bronchi¬ 
ectasis. In a 27-y'ear-old man, severe infiltration of 
the lung xwth tuberculous disease associated with a 
cavitary component presented the second and most 
common cause of tuberculous bronchiectasis. In a 29- 
year-old man, tuberculous endobronchitis led to de¬ 
structive changes in the bronchial walls, resulting in 
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broncliiectasis. The clinical features of tuberculous 
bionchiectasis are persistent cough and purulent spu¬ 
tum, often tending to subside as tlie result of anti- 
microbic therapy. Tlie case of the 4th patient, a 
oS-year-old man, showed that hemoptysis may be a 
ti-oublesome occurrence, that protracted bronchitis 
otter an upper respirator)'- infection is a common se¬ 
quence, and that at this time the sputum is most apt 
to be positive for tubercle bacilli. Significant path- 
ologicftl features of tuberculous bronchiectcisis were 
observed in the right upper and middle lobes, which 
were resected in the 5th patient, a 28-year-old man. 
Tubercles often lie close to the epithelial surface; this 
is a dangerous situation when the overlying mem¬ 
brane is ulcerated and ragged. Many bronchiectatic 
lesions may communicate with cavities or liquefying 
nodular disease, hence providing a ready source for 
long-continued positive secretions. The bronchial 
walls may be greatly thichened by fibrous tissue which 
hinders the penetration of antimicrobic drugs. Nests 
of tubercle bacilli lodged in these sheltered areas lie 
domiunt and can survive long periods; when liberated 
these organisms may cause further disease. The cases 
of the 3 remaining patients illustrate the importance 
of bronchiectasis in collapse therapy and surgical 
resection in patients with pulmonary tuberculosis. 
Tuberculous bronchiectasis caused failures in pneu¬ 
mothorax breatment and primary tlioracoplasties. 
Careful appraisal of the involved lobe by planigrams 
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one jaw cuts oyer tlie other. This cutting action is 
important for the elastic pulmonary tissue. Further- 
more the lai-ger jaw of the punch has a cross bar so 
that the biopsy specimen will not slip out. The punch 
turns on its shaft so that the surface of the tissue to be 
biopsied can be approached in an optimal position. A 
diatliermy sphere on a long shaft is available in order 
to arrest a possible hemorrhage. After tlie specimen 
has been obtained, 2 h'lonaldi catheters are inhoduced 
to remove the pneumothorax witli tlie aid of a pump 
providing negative pressure. 

The author presents 13 patients in whom the method 
was employed, and in 12 of them a diagnosis was 
established with the aid of the biopsy specimen. 
Serious complication, such as air embolism or infec¬ 
tion of the pleura] cavity, did not occur. When bleed¬ 
ing occurred it could be controlled with tlie aid of the 
diathermy sphere. In 10 of die 13 patients die lung 
had become completely reinfiated on the second day 
after the interx'ention. The described method of pul¬ 
monary biops)' is superior to blind puncture because 
it is carried out under visual control at the site deemed 
optimal for diagnostic study; the biopsy specimen is 
of adequate size; and it is taken from tlie surface of 
the lung, so that the effect can be watched. 


SURGERY 


and bronchograms is indicated before segmental re¬ 
section in order to avoid complications associated with 
the type of tuberculous bronchiectasis which ap¬ 
proaches dangerously near the intersegmental plane 
of dissection. Five patients are reported in whom new 
cavitary disease with communicating dilated bronchi 
developed in the segmental plane of a previous seg¬ 
mental resection. Bacteriological relapse was asso¬ 
ciated in 4, and resection was performed because of 
hemorrhage in 1. 


Arterial Embolectoniy and Mitral Commissurotomy. 
P. Chalnot, R. Benichoux, C. Peniot and J. Dege. 
Presse med. 65;1115-1118 (June 15) 1957 (In French) 
[Paris]. 

Arterial emboli in tlie limbs usually come from 
a tlirombus formed in the left atrium after it lias 
become enlarged as a result of mitral stenosis. The 
combination of arterial embolism and mitral com¬ 
missurotomy has tlierefore become familiar to phy¬ 
sicians. Patient witli arterial embolism in tlie limbs 


Thoracic and Pulmonary Lesions Biopsied Under 
Thoracoscopic Vision. F. Heine. Beiri. Klin. Tuberk. 
116-.615-627 (No. 8) 1956-1957 (In German) [Berlin]. 

Diagnostic pulmonary punctures have been carried 
out with simple injection cannulas or with the punc¬ 
ture cannulas that are used for liver puncture. Many 
investigators regard aspiration biopsy of the lung as 
too dangerous and not sufficiently informative. The 
author describes a method that enables the examiner 
to obtain a biopsy specimen from the lung or from tlie 
inner wall of the thorax under thoracoscopic control; 
wide exposure of the thorax is unnecessary. It must 
be possible, however, to induce a (diagnostic) pneu¬ 
mothorax to an extent that insti-uments can be intro¬ 
duced with the aid of a tiocar from 2 entrance 
punctures, as when tboracocautery is to be earned 
out. Illumination is furnished by a thoracoscope, and 
the biopsy specimen is obtained witli a punch. The 
mouth of the punch is consriucted in such a way that 


may be treated by three methods; (1) tlie surgi¬ 
cal removal of an embolus occurring some hours 
after mitral commissurotomj', which often has to 
be carried out as an emergency procedure; (2) mitral 
commissurotomy, with its necessary corollar)', atfal 
thrombectomy, which may be deliberately decide 
on in a patient who has latety had an arterial 
lectomy but which is not yet accepted as a standard 
procedure; and (3) embolectomy, if not ampu¬ 
tation, which last may be tlie only possible treat¬ 
ment and which is still unfortunately die one mos 
frequently used. These methods have been used 
by die audiors in treating 49 cases of artenal em¬ 
bolism in the limbs (including die aortic 
42 patients, 35 of whom also had mitral stenosi , 
eidier alone or in association wdi aorbe m^he 
ment. Tlie results obtained in these J? pad 
provide a basis for comparative evaluabon o 
Lt 2 procedures as applied to patients widi mitra 

stenosis. 
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The second procedure, dial is, commissurotomy 
after an arterial embolectomy, was used in 23 pa¬ 
tients, 21 (91%) of whom have sundved. Two of 
the patients have a follow-up of only 6 montlis 
and 10 months, respectively, but in all the rest die 
follow-up ranges from 1 to 3 years. These results 
contrast sharply wnth diose obtained in 8 patients 
who, for various reasons, were treated by embol¬ 
ectomy alone, widiout a subsequent commissuroto¬ 
my, 6 of whom died ndthin from 2 days to 6 
months, 3 from cerebral embolism and 3 from 
cardiac insufficiency and myocardial failure. One 
of die remaining 2 has been lost to follow-up and 
the other, 6 mondis after operation, presented signs 
of uncontrollable myocardial insufficiency. Mitral 
commissurotomy after embolectomy therefore ap¬ 
pears to be the treatment of choice in patients with 
mitral stenosis associated wddi arterial emboli in 
the limbs. 

Mitral commissurotomy, however, still presents 
many difficulties when tlie left atrium is throm¬ 
bosed. Attempts have been made to overcome diese 
difficulties and to prei'ent massive peroperative 
embolism by gende manipulation and complete 
curettage of die atrium, but diese measures are 
not entirely satisfactori'. The authors have deidsed 
a small instrument resembling an umbrella, called 
the parathrombus, which is designed to prevent die 
passage of thrombi through the mitral orifice. Blood 
passes free!}' dirough the fabric of the instrument 
but the thrombi are trapped by it as they are dis¬ 
lodged and can be removed all at once when the 
instrument is closed and withdrawm from the 
atrium. 

The audiors believe that die large amounts of 
blood often lost during commissurotomy compb- 
cated by atrial thrombosis should be replaced so 
that the blood volume and arterial pressure are 
restored. This 11011 force small embolic particles 
toward the most peripheral arteries, where a collat¬ 
eral circulation can easily become established and 
where obliteration is better tolerated. 

Results of Surgerj' in the Treatment of Pulmonary' 
Tuberculosis. S. J. Viikari, V. Autio and P. Antila. 
Ann. chir. et gj’naec. Fenniae 46:205-216 (No. 2) 
1957 (In English) [Helsinki]. 

Of 329 patients noth pulmonary' tuberculosis 
operated on with the aid of endotracheal anesthesia, 
e.\trapleural pneumothorax was performed in 1S3, 
thoracoplast)’ in 117, and pulmonary' resection in 
79. All the patients had been treated rrith strep¬ 
tomycin, aminosalicylic acid, and isoniazid for 3 
to 6 months before the operation, and the antitu¬ 
berculous drug therapy was continued for from 3 
to 6 months postoperatively. The primary mortah’t}' 
m ffie extrapleural pneumothorax groups was 0.8%, 
and favorable results were obtained in 93.7% of 
the patients. The longest follow-up period in this 


group was 3 years, and only 5 patients were fol¬ 
lowed up for periods from 3 to 6 months. The 
e.xtrapleural pneumothora.x was terminated about 
IS months after its induction, and the lungs had 
expanded rrithout difficulty’. The primary’ mortality' 
in the thoracoplasty' group was 5.1%. Favorable 
results were obtained in 82% of tbe patients. The 
longest follow-up period was 4 years, and 7 patients 
were followed up for from 3 to 6 months. Of the 
79 patients in the resection group, 18 had a pneu¬ 
monectomy', 6 a lobectomy combined wth seg¬ 
mental resection, 27 a lobectomy, and 28 a seg¬ 
mental resection. Two of the 18 patients w'ho had 
pneumonectomy' died, a primary' mortality' of 2.5%. 
Bronchial fistula occurred in 2 patients, and empy¬ 
ema appeared in tbe resected area in 1 patient. 
The results were favorable in 74 patients (93.7%), 
but 24 of these had been followed up for only' 3 to 
6 months. 

Of 316 patients in whom follow-up examinations 
were carried out, 287 (90.8%) obtained favorable 
results from surgical procedures, 12 (3.8%) had died, 
and 17 (5.4%) stiU had My'cobacterium tuberculosis 
in their sputums. In the assessment of the relative 
merits and disadvantages of the various surgical 
procedures, the evaluation of the postoperative 
function of the lungs is of primary’ importance be¬ 
sides the recovery' rate. Only follow-up examina¬ 
tions of large series of patients can give a reliable 
answer concerning this problem. In the authors’ 
e.xperience the decrease in pulmonary' function re¬ 
sulting from e.xtrapleural pneumothorax and par¬ 
ticularly' that resulting from segmental resection 
varies greatly' in the indmdual patient and can be 
predicted only' mth difficulty' in borderline cases. 
The decrease in function after a 5-rib thoracoplasty' 
is constantly' slight and can be predicted more 
easily' even in borderline cases. 

On the Surgical Treatment of Chylothorax Due 
to Traumatic Lesions of the Thoracic Duct in 
the Thorax: Experimental Research, L. Giordano. 
Minerx'a med. 48:1515-1519 (April 28) 1957 (In 
Italian) [Turin, Italy]. 

Experimental chylothorax was produced in 6 
large dogs, 4 of which were subsequently subjected 
to surgical treatment for the correction of this 
condition. Sy'mptoms of chy'lothorax appeared in 
the 4 dogs 2 weeks after they had been operated 
on. The other 2 dogs were killed 2 months after the 
operation. Some clear y'ellow liquid was foimd in 
the pleural cax'ity' of these 2 dogs at autopsy; the 
lungs and the heart were normal, the ly'mph nodes 
were not enlarged, and there was no ascites. The 
animals xvitii chy'lothorax were operated on atfer 
15 to 20 days while they were still in condition to 
survive the operation. The animals were anesthe¬ 
tized and intubated. Two to 3 cc. of a blue-colored 
vital ly'mphatic substance xvas injected in the inter- 
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cligital space of the left hind leg. An incision was 
then made on or near the scar of the operaHon 
through whieh chylotliorax had been created. A 
large quantity of the colored substance was found 
after opening of the pleura. The ends of the re¬ 
sected duct were easy to find, thanks to the blue 
color which they had assumed. A silk ligature was 
placed on either end of the resected duct, and the 
thorax was closed. All the animals recovered and 
\ycre killed 1 to 3 months after the second opera¬ 
tion. Lymph was not found at autopsy, the duct 
was occluded, and there was evidence that collat¬ 
eral Iwnphatic channels had developed. 

Pancreatoduodenectomy for Carcinoma of the Pan¬ 
creas in an Infant: Report of a Case. W. F. Becker. 
Ann. Surg. 145:864-870 (June) 1957 [Philadelphia]. 

A 15-month-old boy was admitted to a New Or¬ 
leans hospital in January, 1956, because of massive 
hematemesis and melena of 6 hours' duration. He 
was considered normal during the first six months 
of life; then he began to eat poorly, failed to gain 
weight, refused to play, and experienced abdominal 
pain. A hard, nontendcr, movable mass produced 
a \'isiblc prominence of tlie upiier anterior abdom¬ 
inal wall. Contrast studies of the stomach and duo¬ 
denum suggested that an enlarged duodenal bulb 
and a widened duodenal loop were stretched 
around a mass which lay within the duodenal loop. 
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Duodenal Ulcer Treated hy Gastro-enterortomy 
with Vagotomy. F. D. Hindmarsh. Lancet 1:1113- 
1115 (June 1 ) 1957 [London]. 

The author reviews observations on 197 patients 
with duodenal ulcer in whom he performed vagot- 
om)' and posterior gastrojejunostomy according to 
a standardized technique. The patients selected for 
this operation were those in whom chronic ulcer 
oi scarring was demonstrated roentgenologically 
and confirmed by laparotomy. Acute hemorrhage, 
in which partial gastrectomy may be life-saving, 
is a contraindication to gastroenterostomy with 
vagotomy. To ascertain the results of the surgical 
treatment, each patient was intennewed at the end 
of the first year and was later sent circular letters. 
Of tlie 197 patients operated on, 1 died after the 
operation and 2 subsequently from cerebral hemor¬ 
rhage, and 1 was not traced, leaving 193, all of 
whom were reviewed in the last 6 montlis. The 
autlior found that the results to date of the stand¬ 
ardized procedure of vagotom)' combined with a 
large stoma, drainage, and posterior gastrojejunos¬ 
tomy were encouraging, since they were satisfac¬ 
tory in 189 and unsatisfactory in only 4 of the 
patients. This review' supports the opinion of Ober- 
helman and Dragstedt in 1955 diat, provided 
vagotomy is complete and drainage adequate, tlie 
results will compare favorably with any other op¬ 
eration so far devised to treat duodenal ulcer. 


The roentgenographic diagnosis was "mass arising 
in the head of the pancreas.” Exploratory laparoto¬ 
my was advised but refused, and the patient was 
discharged from the hospital. Ten days later he was 
admitted to another hospital because he had again 


Pancreatitis, a Diagnostic Clue to Hyperparatliy- 
roidism. O. Cope, P. J. Culver, C. G. Mixter Jr. and 
G. L. Nardi. Ann. Surg. 145:857-863 (June) 1957 
[Philadelphia]. 


passed multiple bright red stools. While the child 
was being prepared for an elective operation, mas¬ 
sive hematemesis and melena recurred, and emer¬ 
gency lai^arotomy was required. The preoperative 
diagnosis, based largely upon roentgenographic 
findings, was tumor of the head of the pancreas 
with extension into the duodenum and massive 
hemorrhage. At operation tlie proximal tivo-thirds 
of the pancreas was found to be replaced by a hard, 
fairly well circumscribed, 7-cm. mass. The spleen 
was twice the normal size, and there were many 
dilated tortuous veins at its hilum. 

Resection of the distal half of the stomach, prox¬ 
imal three-fourths of the pancreas, gallbladder, 
common bile duct, duodenum, and proximal jeju¬ 
num was performed. Reestablishment of the gastro¬ 
intestinal and the biliary-intestinal continuity was 
effected by a hepaticojejunostomy and a gastio- 
j 0 jm^Qg(^( 3 jny. At the most recent examination, 10 
months after the operation, when the boy was 25 
months, he appeared normal. The author cites the 
6 authenticated cases of primary carcinoma of the 
pancreas in persons under 13 years of age. This is 
believed to be the first report of a pancreatoduo¬ 
denectomy in an infant. 


The diagnosis of hj'perparathyroidisni generalh' 
depends upon the presence of a complication of 
the primary metabolic disorder. In only a rare in¬ 
stance has the disease been identified in the ab¬ 
sence of the classic bone disease, urinary bact 
calcification, or peptic ulceration. The symptoms 
due to the hj'percalcemia itself, sucli as fatigue, 
lassitude, and dyspepsia, are so uncharacteristic 
and so common in the population that dependence 
upon them to call the diagnosis to the attention of 
the clinician has proved unrewai-ding. The authors 
present tlie histories of 2 patients with hyperpara¬ 
thyroidism ti-eated at the Massacliussetts General 
Hospital who also had pancreatitis. Acute pan¬ 
creatitis became evident in tlie first patient during 
a phase of knoivn hyperparathyroidism. In the 
second, who was under treatment for recurrent 
pancreatitis, the diagnosis was establislied fortui¬ 
tously. These experiences, one the converse ot tlie 
other, suggested tiiat pancreatitis is another com- 

■’ oidism. If tins is true, all 
should be screened for 
ients believed to have 
develop pancreatitis. The 
2 patients prompted a 


tion ot liyperparatnyi 
nts with pancreatitis 
rparatlij'Toidism. Pat 
rparathyroidism may 
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review of the literature. It was found tliat tire asso¬ 
ciation of hv-perparath\'roidisin and pancreatitis, 
either with or without pancreatic calculi, had been 
recorded in isolated case reports. 

Consideration of a causal relationship between 
pancreatitis and hyperparathvTOidism hinges on 
which disease plays the primarv' role. It appears 
likely that the overactivity of the paratlivToids 
initiates the pancreatitis, although the reverse is 
possible. The authors visualize the following se¬ 
quence of events: (1) the development of hj'per- 
parath\Toidisni, (2) the formation of pancreatic 
calculi, either superimposed on tissue trauma or as 
a primary precipitation of calcium, and (3) ductal 
obstruction and pancreatitis. The prompt subsid¬ 
ence of the pancreatitis following parathiToid 
adenomectomy in 1 of the 2 patients may be ex¬ 
plained by the relief of ductal obstruction upon 
resorption of the calculi followina the return of a 
normal serum calcium level. 

Management of Intussusception in Infants and 
Children. J. F. Langlet and D. P. Chance. A. M. A. 
Arch. Surg. 75:.35-40 (July) 1937 [Chicago]. 

Intussusception is seen most frequently in the 
first 2 years of life and constitutes one of the most 
common abdominal emergencies. Intussusception 
may be reduced by air insufliation or enemas, and 
at the time of operation by manual ta.\is. Patients 
with intussusceptions which are irreducible by the 
above means or are gangrenous may be treated by a 
varieh' of surgical means: (1) resection with im¬ 
mediate anastomosis; (2) resection witlr formation 
of a double-barreled enterostomy and subsequent 
closure; (3) suture of the serosa of the invaginated 
barrel of the intussuscipiens, follow^ed by resection 
of the gangrenous intussusception tlirough an inci¬ 
sion in the ensheatliing intestine; (4) lateral anas¬ 
tomosis about the lesion; (5) ileostomy with sec- 
ondar\- resection; and (6) ^'a^ious combinations of 
the abo\'e. Of the 19 children admitted with acute 
intussusception, the etiological factor w'as found 
to be a Meckel’s diverticulum in 2 and an ileal 
pohqr in 1. In the remainder the intussusception 
was of the idiopatliic variet^^ Tlie age range of the 
14 hoys and 5 girls w’as from 1 month to 214 years. 
The parents gave a history of a w^ell baby who 
suddenly began to have acute, colickv^ abdominal 
pain, which recurred in association with vomiting 
and bloody stools. The patients appeared some 
time after onset to be pale, listless, dehydrated, 
and acutely ill, witli a rapid pulse. The abdomen 
was frequently distended, palpation revealing a 
sausage-like mass. Barium enemas, attempted in 
16 cases, were successful iu the reduction of the 
intussusception in 6 of the 19 cases in this series, 
bo reduction or incomplete reduction was effected 
m 9 cases, the barium enema studies being within 
normal limits in 1 patient with an ileoileal intussus¬ 
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ception. Of the 13 patients requiring surgical man¬ 
agement, spontaneous reduction w'as found to have 
taken place in 2 and reduction by manual taxis w'as 
completed in 7; in 4 cases the intussusception was 
irreducible or gangrenous, requiring resection. A 
better understanding of the management of body 
fluids and electrohies, recently developed anti¬ 
biotics, and improved pediatric and anesthetic care 
have greatly reduced the mortalitj' rate in the past 
decade. Packard reported a 50% mortality rate in 4 
cases in the period 1934 to 1944 and no mortality 
in tire 8 cases treated in the period 1944 to 1934. 
Dennis reports 8 consecutive successful resections 
and Thatcher reports a 6% mortality in 15 cases 
requiring resection from 1947 to 1933 in contrast to 
a 35% mortality in 20 cases prior to that time. 

Spine Fusion in Young Children: A Long-Term 
End-Result-Study with Particular Reference to 
Growth Effects. H. Hallock, K. C. Francis and J. B. 
Jones. J. Bone &; Joint Surg. 39A:481-491 (June) 
1957 [Boston]. 

A clinical and roentgenographic study w’as made 
of the effects of spine fusion on the growdh of the 
fused vertebrae in 15 patients, 5 male and 10 
female, who had been subjected in early childhood 
to a Hibbs tj’pe of spinal fusion for tuberculosis 
and who w’ere foUow'ed into adolescence and adult 
life for from 12 to 31 years. Fusion w’as successful 
in an patients, and the lesions of the spine healed. 
Since in all of these patients at least 2 normal verte¬ 
brae had been included in the fusion above and 
below the diseased area, a unique opportimity 
w^as offered to study the effects of arthrodesis on 
growih in fused normal vertebrae as w’^ell as in 
diseased vertebrae. 

The growth changes obser\'ed w'ere narrowung 
of the intervertebral disk spaces in the fusion area 
with occasional partial obliteration, a trapezoid 
development of the end vertebrae, and underdevel¬ 
opment of the fused vertebral bodies in both the 
sagittal and frontal planes. Whenever possible 
measurements wmre made directly on lateral roent¬ 
genograms of the entire fused area, 2 normal- 
appearing vertebrae included in the fusion above 
and below' the diseased area, and 2 or 3 normal 
contiguous vertebrae above and below' the fusion. 
The measurements made on early postoperative 
roentgenograms w'ere compared wuth those on late 
roentgenograms show'ing final results. The end- 
results W'ere compared w'ith the original measure¬ 
ments in terms of percentage increase over 100, in 
order to efimmate the error of unknow'n early tar- 
get-to-tube distance and an increase in the target- 
to-spine distance caused by growth in thickness of 
the patient. It w'as found that considerable varia- 
tion of grow'th occurred even in persons of similar 
age at operation. On an average, the entire fusion 
area grew' anteriorly 37% less and posteriorly 45% 
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Ihgital space of the left hind leg. An incision was 
then made on or near the scar of the operation 
through winch cliylotliorax liad been created. A 
Jajge quantity of the colored substance was found 
after opening of the pleura. The ends of the re¬ 
sected duct u'ere easy to find, thanks to the blue 
color which tliey liad assumed. A silk ligature was 
placed on either end of the resected duct, and the 
thorax was closed. All the animals recovered and 
^yere killed 1 to 3 months after tlie second opera¬ 
tion. Lymph was not found at autopsy, the duct 
was occluded, and there was evidence that collat¬ 
eral lymphatic channels had developed. 

Pancreatoduodenectomy for Carcinoma of the Pan¬ 
creas in an Infant: Report of a Case. W. F. Becker. 
Ann. Surg. 145:864-870 (June) 1957 [Philadelphia]. 

A 15-month-old boy was admitted to a New Or¬ 
leans hospital in January, 1956, because of massive 
hematemesis and melena of 6 hours’ duration. He 
was considered normal during tlie first six months 
of life; tlien he began to eat poorly, failed to gain 
weight, refused to plaj', and experienced abdominal 
pain. A hard, nontender, movable mass produced 
a visible prominence of die upper anterior abdom¬ 
inal wall. Contrast studies of the stomach and duo¬ 
denum suggested that an enlarged duodenal bulb 
and a widened duodenal loop were stretched 
around a mass which lay within the duodenal loop. 
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Duodenal Ulcer Treated by Gastro-enterostomy 
Vagotomy. F. D. Hindmarsh. Lancet 1:1113- 
1115 (June 1) 1957 [London]. 

The author reviews observations on 197 patients 
with duodenal ulcer in whom he performed vagot¬ 
omy and posterior gastrojejunostomy according to 
a standardized technique. The patients selected for 
this operation were those in whom chronic ulcer 
oi scarring was demonstrated roentgenologically 
and confirmed by laparotom)-. Acute hemorrhage, 
in which partial gastrectomy may be life-saving' 
is a contraindication to gastroenterostomy with 
vagotomy. To ascertain the results of the surgical 
treatment, each patient was intenueu'ed at the end 
of the first year and was later sent circular letters. 
Of the 197 patients operated on, 1 died after the 
operation and 2 subsequently from cerebral hemor¬ 
rhage, and 1 was not traced, leaving 193, all of 
whom were reviewed in the last 6 months. The 
autlior found that the results to date of the stand¬ 
ardized procedure of vagotomy combined wnth a 
large stoma, drainage, and posterior gasbvjejunos- 
tomy were encouraging, since they n^ere satisfac¬ 
tory in 189 and unsatisfactory in only 4 of the 
patients. This review supports the opinion of Ober- 
helman and Dragstedt in 1955 that, proA'ided 
vagotomy is complete and drainage adequate, the 
results will compare favorably with any other op¬ 
eration so far devised to treat duodenal ulcer. 


The roentgenographic diagnosis was “mass arising 
in the head of the pancreas.” Exploratory laparoto¬ 
my was advised but refused, and the patient was 
discharged from the hospital. Ten days later be was 
admitted to another hospital because be bad again 


Pancreatitis, a Diagnostic Clue to Hyperparathy¬ 
roidism. O. Cope, P. J. Culver, C. G. Mixter Jr. and 
G. L. Nardi. Ann. Surg. 145:857-863 (June) 19S7 
[Philadelphia]. 


passed multiple bright red stools. While the child 
was being prepared for an elective operation, mas¬ 
sive hematemesis and melena recurred, and emer¬ 
gency laparotomy was required. The preoperative 
diagnosis, based largely upon roentgenographic 
findings, was tumor of the head of the pancreas 
with extension into the duodenum and massive 
hemorrhage. At operation the proximal two-thirds 
of the pancreas was found to be replaced by a hard, 
fairly well circumscribed, 7-cm. mass. The spleen 
was twice the normal size, and there were many 
dilated tortuous veins at its hilum. 

Resection of the distal half of the stomach, prox¬ 
imal three-fourths of the pancreas, gallbladder, 
common bile duct, duodenum, and proximal jeju¬ 
num was performed. Reestablishment of the gastro¬ 
intestinal and the biliary-intestinal continuity was 
effected by a hepaticojejunostomy and a gastro¬ 
jejunostomy. At the most recent examination, 10 
months after the operation, when the boy was 25 
months, he appeared normal. The author cites the 
6 authenticated cases of primary carcinoma of the 
pancreas in persons under 13 years of age. This is 
believed to be the first report of a pancreatoduo¬ 
denectomy in an infant. 


Tlie diagnosis of hyperparathyroidism generally 
depends upon the presence of a complication of 
the primary metabolic disorder. In only a rare in¬ 
stance has the disease been identified in the ab¬ 
sence of the classic bone disease, urinary tract 


calcification, or peptic ulceration. The symptoms 
due to the b>'percalcemia itself, such as fatigue, 
lassitude, and dyspepsia, are so uncharacteristic 
and so common in the population that dependence 
upon them to call the diagnosis to the attention of 
the clinician has proved unrewarding. The authors 
present the histories of 2 patients with hyperpara¬ 
thyroidism treated at the Massachussetts General 
Hospital who also had pancreatitis. Acute pan¬ 
creatitis became evident in the first patient during 
a phase of known hyperparathyroidism. In the 
second, who was under treatment for recurrent 
pancreatitis, the diagnosis was established fortui¬ 
tously. These experiences, one the converse of th 
other, suggested diat pancreatitis is another com¬ 
plication of hyperparathyroidism. If tins is frue, a 
patients with pancreatitis should be ^^-eened f 
hyperparathja-oidism. Patients Relieved o haie 
hyperparathyi-oidism may develop Pf 
striking features in these 2 patients promp e 
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tients), and occasionally weight loss (in 9 patients). 
Tlie average duration of sjTnptoms was well over 
3 years. In some patients the symptoms e.visted for 
as'long as 45, 20, 18, 17, 15, 12, and 10 years. All 
of these patients with long histories were apparently 
cured b)' resection. However, 2 patients unth a 
6-year ^d 7-year historj', respectively, died of 
generalized metastases 2 and 4 years after surger>'. 
Tlius tlie usual prolonged course bears no relation¬ 
ship to curability. Bronchoscopic resection is not a 
reliable method of treatment. Cure requires trans- 
tlioracic excision of tlie tumor and removal of l%mriph 
nodes. The extent of lung resected depends largely 
on tlie extent of irrei'ersible changes in the pul- 
monari" tissue. Early inten'ention unll consen'e 
lung and, in some patients, unll permit local excision 
by bronchotomy. Treated surgically, bronchial 
adenoma has die best prognosis of any lung tumors 
with a malignant potential. 

Malignancy of Solitar>' Adenomas. K. Keminger. 
Klin. Med. 12:2-33-240 (June) 1957 (In German) 
[\^ienna]. 

Of 15,700 th^TTOidectomies performed at the sur¬ 
gical department of the Empress Elizabeth Hospital, 
in Vienna, between 1945 and 1955, 1,290 were done 
for solitari' adenoma and 9,678 for multiple 
adenoma. Of tlie 1,290 solitarj' adenomas, 33 (2.55%) 
were malignant or suspected to be malignant, while 
of the 9,678 multiple adenomas 122 (1.26%) were 
malignant or suspected to be malignant. Solitarj' 
adenomas tlius are twdce as frequently malignant 
as multiple adenomas. Of the 33 malignant solitar)' 
adenomas, 7 occurred in patients between the ages 
of 20 and 30 years and 9 in patients between the 
ages of 40 and 50 years; patients in tlie younger 
age groups, tlierefore, have been predominantly 
affected, while an increase in the incidence of all 
the malignant goiters occurs only uath advanced 
age (age of carcinoma). Of die 33 solitar)' adeno¬ 
mas, 9 were papillari’ adenocarcinomas, 5 malignant 
adenomas, 4 Langhans’ goiters, 1 Hurtlile-cell tumor, 
and 14 were suspected to be malignant. Tlie large 
number of tumors suspected to be malignant shows 
how difficult tlie decision is whether or not the 
tumor is to be considered malignant. The number 
of borderline cases is particularly great in the 
thiToid in ivhich tlie microscopic picture is higlily 
polymorphous and the boundar)' between a marked 
tendency to proliferation and at^'pical, already 
malignant groirth is indistinct. The development of 
solitary’ adenoma seems to have an origin which 
differs from that of multiple adenoma; while multi¬ 
ple adenoma probably represents a form of hjTper- 
plasia, the dei'elopment of the solitar)^ adenoma 
seems to correspond more to tliat of a tumor. The 
high incidence of malignant adenomas in patients 
'lith single nodules makes increased caution ad- 
sosable but does not justify surgical treatment of 


every’ goiter in y’oung patients in whom a nodule 
may’ be palpated, since solitary’ adenomas the pres¬ 
ence of which is suspected from palpation findings 
are rarely solitary’ in reality. 

Ligation of the Internal Mammary Arteries in the 
Treatment of Patients xHth Angina Pectoris. F. 
De Matteis, C. Barocelli and G. Barbano. Minen’a 
med. 48:1920-1926 (May 30) 1957 (In Italian) 
[Turin, Italy’]. 

Twelve patients, 45 to 65 years of age, wth 
angina pectoris were subjected to ligation of the 

2 internal mammary’ arteries in the second inter¬ 
costal space. SLx patients presented myocardio- 
sclerosis wth electrocardiographic signs of ischemic 
damage, a well-compensated general circulation, 
and anginal syrndrome only’ on exertion. The re¬ 
maining 6 patients presented a postinfarction 
anginal sy’ndrome which they’ had developed at 
least 3 months after the infarction. Prexious medical 
treatment had no beneficial effect in all 12 patients. 
Tlie operation produced immediately’ satisfactory’ 
results in 8 of the 12 patients; stenocardial dis¬ 
turbances disappeared completely’ or in part. The 
results xvere x'ery’ good in 4 patients and good in 
the other 4. Electrocardiographic improx’ement oc¬ 
curred in only 2 of the 8 patients. This improvement 
xx’as already marked in one patient 2 hours after the 
operation; normal x’alues xx’ere obserx’ed 48 hours 
after the operation. The same patient had a relapse 

3 months after the operation; stenocardial episodes 
and mild ischemia were obserx’ed. Obserx'ations 
made one y’ear after the operation shoxx’ed that the 
subjectix'e condition of the 8 patients had remained 
good. Some improx’ement xx’as noticed in one of the 

4 patients in xx’hom the operation had had no 
immediate beneficial effect. One patient died 8 day's 
after the operation because of bronchopulmonary’ 
inx’oh'ement. Changes in the size of the heart xx’ere 
not observed. 

Surgical Treatment by Pulmonary Exeresis in 
Tuberculous Children. C. M^apler, A. Libert and B. 
Voisrn. Presse med. 65:1143-1146 Qune 19) 1957 
(In French) [Paris]. 

Resection is suggested as a method complemen¬ 
tary' to the administration of antibiotics, in cases 
xx’here antibiotics alone fail to accomplish a cure 
of tuberculous lesions. The authors performed pul¬ 
monary’ resection on 26 children, aged 8 to 16, of 
xx’hom 16 xx'ere girls and 10 boy’s. The children came 
from poor homes. Their medical history’ xx’as im- 
knoxx'n, and they’ had receix'ed no antibiotics before 
admission to the hospital. The comse of the disease 
xx’as advanced at the time of the operation. The 
results of operation xx’ere satisfactory’; 23 children 
made a good recox-ery and 2 relapsed, and antibiotic 
treatment xvas resumed for them. The indication for 
resection in a child is advanced stage and numerous 
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lesions in pnbert)'. Resection is more clearly indi¬ 
cated in children tlian in adults. Postoperative 
spread of lesions was observed in 2 patients. A 
si^stematic description of the lesions can be ob¬ 
tained by comparing the anatomic and the patho- 
Jogical ieahires with the clinical and radiologic 
indings. Only such a description will determine the 
Jiinits of indication for surgical therapy. 

Gastric Glomus Tumor: Report of Case and Review 
of Literature. E. Shocket, H. C. Moeller, E. L. 
Cheatlc and others. Gastroenterology 32:1145-1151 
(June) 1957 [Baltimore]. 

A 66-year-old patient widi myelofibrosis and 
compensatory hematopoiesis of the liver and, pre- 
sumabl}^ of the spleen, was found on roentgeno¬ 
gram to have a persistent defect in the antrum of 
the stomach. Laparotomy with local excision 
established the gastric lesion to be a glomus tumor. 
The patient ivas followed for 9 months after the 
operation. His vigor had returned, although he was 
still troubled by eas}'^ satiety. Roentgenograms of 
the stomach revealed some deformity of tlie antrum 
at the operative site, which was significantly smaller 
than it had been 5 months after the operation, and 
was compatible with postoperative scarring. This 
patient was the 8th with gastric glomus tumor re¬ 
ported on in the literature. Tlie typical epithelioid 
appearance of these tumors allows them to be con¬ 
fused with carcinoids. Tlie occurrence of glomus 
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tacular fibrillation, and peripheral vascular collapse. 
I he practical cardiac monitor used here is a small, 
simple, portable, ine.vpensive, explosion-proof, trans¬ 
istorized, battery-powered unit which provides a 
continuous instantaneous visual pattern of the 
electrical activity of tlie heart. It has proved reliable 
and eifacient in reflecting tachycardia, bradycardia, 
and extrasystoles and has accurately detected cases 
of cardiac standstill, ventricular fibrillation, and 
penpheral vascular collapse. Its use in the emer¬ 
gency or admitting rooms makes possible an im¬ 
mediate assessment of critically ill patients. Since 
the normal heartbeat causes regular pulsations of 
the galvanometer needle, tlie observer is able to 
discern die onset of ventricular fibrillation by tlie 
small, irregular, and highly erratic oscillations 
lacking regularity of rate and amplitude and of 
cardiac standstill wbere tlie movements of die 
galvanometer cease. The amplitude of tlie oscilla¬ 
tions is not wsibly affected by the profoimd hypo¬ 
tension of the pulseless patient in peripheral 
vascular collapse; thus, tlie differentiation of tlie 
latter condition from that of cardiac standstill and 
ventricular fibrillation is possible widiout resort to 
tlioracotomy. 

An Evaluation of Portacaval Shunts for Portal 
Hypertension. G. A. Hallenbeck and E. Shocket. 
Surg. Gynec. & Obst. 105:49-60 (July) 1957 
[Chicago]. 


tumors in regions of the body where normall)' there 
are no glomera is explained. All but one of the 
patients with gastric glomus tumor u'ere males; the 
patients were over 40 years of age. Gastrointestinal 
bleeding was present in half of the patients. A defi¬ 
nite ulceration was demonstrated in the mucosa 
overlying the tumor. Tlie tumor itself nms usually 
somewhat encapsulated and found in the submucosa 
or muscularis. None of these tumors was considered 
malignant. Local excision would seem adequate 
treatment of a knonm glomus tumor. 

Cardiac Monitor for Detection and Differentiation 
of Cardiac Standstill, Ventricular Fibrillation, or 
Peripheral Vascular Collapse During Surgei^. R. 
Simpson, B. Abrams and A. S. Gordon. Surg. 
G)mec. & Obst. 105:110-113 (July) 1957 [Chicago]. 

A relatively low incidence of permanent survival 
after cariae arrest (cardiac standstill or ventricular 
fibrillation) results from failure to recognize the 
condition immediately and resultant delay in start¬ 
ing effective tlierapy. Cardiac resuscitation is usually 
successful if there has been proper diagnosis and 
institution of adequate therapy within 4 minutes 
from time of onset. The most common cause of 
poor outcome is failure to detect the condition, as 
tlie bulk of the reported series are those of large 
general hospitals with staffs well indoctrinated in 
the immediate treatment of cardiac standstill, ven- 


Portal lij'pertension occurs in man when tlie portal 
system blood flow is impeded either witliin the 
liver by cirrhosis or other diseases or outside tlie 
liver by diseases of tlie portal vein and its tribu¬ 
taries. Portal decompression by some form of 


portacaval anastomosis seemed a natural solution 
to the problem of bleeding from esophageal varices. 
Operative technique soon resolved itself about tlie 
anastomoses between tlie portal vein and vena cava 
(end-to-end and side-to-side) and the splenic and 
left renal veins (end-to-side). Of tlie 47 patients, 
until an age range of 5 to 73 yeai's, 43 had cirrliosis 
and 44 had experienced hematemesis. Acceptable 
evidence for a diagnosis of esophageal varices in¬ 
cludes positive eindence in die esophagogram or on 
esopbagoscopic examination with a history of bleed^ 
ing eliminated by esophageal tamponade. Of the 4/ 
operations 29 were direct portacaval shunts (1 side- 
to-side; 28 end-to-side) and IS were splenorenal 
shunts. The hospital mortality of the portacaval 
shunt was 20.7% and of die splenorenal shunt (ac¬ 
companied by splenectomy) ivas 5.6%, until a col¬ 
lective mortality of 14.9%. The hospital mortality 
rate was a function of and reflected die degree o 
liver function impairment, lending streng i to 
belief diat patient selection does greatiy intiuence 
die hospital mortality rate. Aldiough postopera i 
data are scanty and somewhat inconclusive, porta¬ 
caval shunts are believed to be more effectii 
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reliemg portal pressure than the splenorenal 
shunts. Tlie difference between portacaval and 
splenorenal subsequent postoperative bleeding 
propensih' is negligible. The 47 patients e.Kperienced 
a total of 75 hemorrhages during tire 12-montli 
preoperative period, while the survivors (40) ex¬ 
perienced only 4 hemorrhages during a similar 
postoperative period. Tire effect of portacaval 
shunts on hepatic function is not readily apparent 
as a transient depression of hepatic function ensues 
postoperatively. Ver\' few of the patients showed 
unproved hepatic function and a like number 
showed correspondingly reduced function, the 
greater portion of tlie patients remaining un¬ 
changed. Neurological symptoms did not appear in 
any of tlie 17 patients after splenorenal anastomoses. 
Varjlng degrees of neurological simiptoms did 
develop subsequently in 6 of the 2.3 sundi'ing 
portacaval shunt patients. A wddespread thrombus 
in the portal system was the cause of tlie one deatli 
in die splenorenal series. More liigh-risk patients 
have been subjected to portacai’al shunts than to 
splenorenal shunts. Portal decompression is planned 
for diose who have bled from varices and whose 
hepatic function has been adjudged adequate to 
withstand operation. 

Postoperative Collapse Due to Adrenal Insufficiency 
Following Cortisone Therapy. G. Slaney and B. N. 
Brooke. Lancet 1:1167-1170 (June 8) 1957 [London]. 

Patients who have received cortisone are liable 
to collapse when later submitted to die stress of 
an operation. There is eiidence that this state of 
shock is the outcome of adrenal insufficiency due to 
atrophic changes widiin die adrenal cortex induced 
by corticosteroid therapy. Death in 3 patients could 
be explained only on these grounds. Shock was 
successfully treated in 4 other patients by die 
further administration of cortisone, tiiough one 
eventually died. Cortisone should be administered 
prophylactically to any patient undergoing opera¬ 
tion who has had corticosteroid therapy Mutiiin a 
year, and possibly 2 years, of the operation; corti¬ 
sone cover should include the operation period and 
should be withdrawna during convalescence. The 
suggested dosage for prophylactic treatment is pre¬ 
sented in a table. Tlie scheme is based on the fact 
that cortisone administered orally is most effective 
from 4 to 8 hours later; intramuscularly, 8 to 12 
hours later; and intravenously (as hydrocortisone), 
almost immediately but only for a short time. 

Since tlie authors have given corticosteroid cover 
immediately before, during, and after operation, 
postoperative shock has been conspicuous by its 
a s^nce in 8 patients severely ill vutli ulcerative 
'^litis after previous corticoid therapy: 10 opera¬ 
tions were performed iiuth uninterrupted recoveries. 

ne of the patients undergoing primary colectomy 
IS of particular interest because, tliough his blood 
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pressure did not fall after this major operation, it 
fell after a minor operation undertaken subsequent¬ 
ly when cortisone cover had been vuthdraivn. The 
complications usually associated with cortisone 
therapy must be expected while prophylactic cover 
is being maintained, especially a tendency to infec¬ 
tion and septicemia. Such infections require larger 
doses of antibiotics than usual for their control. In 
any patient for whom corticosteroid therapy is con¬ 
templated, careful consideration should be given 
to tlie likeliliood of operation being needed. Opera¬ 
tive risks are increased by antecedent administration 
of cortisone. 

Functioning and Nonfunctioning Adrenal Cortical 
Tumors. P. Heinbecker, L. W. O’Neal and L, V. 
Ackerman. Surg. Gynec. & Obst. 105:21-33 Quly) 
1957 [Cliicago]. 

'Tliere is no constant clinical syndrome associated 
with adrenal cortical tumor, as the symptomatolog)' 
is dependent on the tj’pe of cortical hormones 
elaborated by the tumor. Thus, adrenal tumors are 
less apt to produce a “pure” simdrome than the 
adrenal hx'perplasias. The chief symptoms and 
Bndings in Cushing’s simdrome are central obesity 
witli acral wasting, profound depression, florid 
round face, bruising, purplish striae, livTiertension, 
amenorrhea, susceptibility to infection, poor healing 
of wounds, and back pain, occasionally wdth col¬ 
lapse of vertebrae. Some 80% of tlie adrenal tumors 
producing Cushing’s sjndrome occur in females, 
while a larger percentage (76%) of these same cases 
occur in females over the age of 12. Virilization may 
result in advanced bone age in children, whereas 
Cushing’s sjmdrome may be associated wdth re¬ 
tarded bone age. ’Tlie diagnosis of virilizing syn¬ 
dromes is confirmed not by abnormalities in blood 
cell count, carbohydrate metabolism, or plasma 
electrolytes but by tlie increased amounts of 17- 
ketosteroids in the urine due to either tumor or 
hy'perplasia of the adrenal cortex, Allen’s test for 
dehydroisoandrosterone is useful in differentiating 
tumor from hyqierplasia, since patients excreting 
e.xceptionally large ammmts of dehydroisoandro¬ 
sterone were all found to have tumors. Polycythe¬ 
mia, leukocytosis witli a lymphopenia, and a 
decrease in circulating eosinophils; a diabetic-type 
glucose tolerance cun'e; increased capillary fra¬ 
gility; osteoporosis; and hy’pokalemic hy'pochlo- 
remic alkalosis have all been found among patients 
exhibiting Cushing’s syrndrome. The urinary’^ excre¬ 
tion of 17-ketosteroids and 17-hydro.\-y'corticosteroids 
are more apt to be higher in Cushing’s syrndrome 
due to malignant tumor than in Cushing’s symdrome 
due to adrenal hy'perplasia. Furtlier differentiation 
is possible (1 case obsen'ed) in that cortisone will 
suppress the urinary' excretion of 17-ketosteroids 
in Cushings synodrome due to adrenal hy’perplasia 
but xvill not affect that excretion of 17-ketosteroids 
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clue to tumor. Pathologically, tumors with fairly 
regular nuclei but with capsular invasion and in¬ 
vasion of veins are associated with a malignant 
course. Accessory findings helpful in differentiating 
benign and malignant tumors are necrosis, calcifica¬ 
tion, pleomorphism, and nuclear atypia. 

The mortality rate following removal of a cortical 
tumor in Cushing s syndrome was e.xorbitantly high 
(56.3%) when substitution therapy was lacking or 
was inadequate. This rate was reduced to 20.6% 
due to better replacement therapy. Atrophy of the 
remaining normal adrenal cortex resulted in post¬ 
operative cortical insufficiency with a high mortality 
rate. Excision of adrenal tumors in the androgenital 
syndrome is accomplished at a much lower mor¬ 
tality rate than above due to lower incidence of 
atrophy in the contralateral adrenal cortex. Long¬ 
term results following removal of benign tumors 
are favorable, while the results with malignant 
tumors are poor, only 1 of 10 patients being alive 
and well at a 10-month follow-up. 

Nitrogen Mustards in Preoperative Treatment of 
Cancer of Digestive Tract, M. Maur and S. Zampini. 
Semana med. 23:759-765 (May 30) 1957 (In Spanish) 
[Buenos Aires], 


J.A.M.A., Oct. 12, 1957 


Diagnosis and Treatment of Diastematomyelia. G 
Ferret. Surg. Gynec. & Obst. 105:69-82 (July) 1957 
[Chicago]. 

In the past 2 years 5 verified cases of diastemato¬ 
myelia were diagnosed and treated at the UniversiW 
Hospital at the University of Iowa. All of these 
patients presented obvious Cutaneous defects, un¬ 
derlying ^ spinal canal defects, and associated 
neurological disorders. This condition is more 
frequent in females tlian males and in infancy and 
childhood. A bony, cartilaginous, or fibrous septum 
is a characteristic feature of tlie malformation. 
Otlier symptoms, depending on tire extent and 
location of the malformation, include weakness, 
atrophy, maldevelopment and malformation, asso¬ 
ciated disturbances in gait and stance, disturbances 
in sensation, reflex changes, impaired fimction of 
the bladder and rectal sphincter, and secondan' 
infections, ulcerations, and trophic changes of 
anesthetic areas. In the 5 cases studied a diagnosis 
of congenital spinal anomaly was made clinically. 
Furtlier diagnosis of diastematomyelia is contingent 
upon roentgenologic and myelographic examina¬ 
tions and surgical verification. Cutaneous defects 
were present in all of the cases; 4 patients had 
symptoms of hjTpertrichosis, characterized by long. 


Tire autliors used derivatives of dichlorodiethyl 
sulfide (Yperite) for the alleviation of symptoms of 
cancer of tlie digesti\'e tract. Nitrogen mustard was 
used in the preoperative treatment of 4 patients 
until advanced cancer of the digestive tract. The 
first patient treated had a tumor of tlie stomach 
about 2 cm. below the cardia, of Vh years’ duration, 
until increasing dysphagia for 7 months. Dysphagia 
disappeared after the 7th injection of nitrogen 
mustard. The second patient presented symptoms 
of extensive carcinomatous infiltration of the lesser 
and greater curvatures of the stomach, poor general 
condition, and severe pain for the past 2 years. 
Nitrogen mustard treatment brought about disap¬ 
pearance of pain and of dysphagia. The third pa¬ 
tient had a palpable tumor in the right iliac fossa, 
13 by 6 cm. in diameter; the radiologic examination 
showed a tumor of the cecum and of the ascending 
colon. Treatment with nitrogen mustard brought 
about diminution of the size of tumor by 50% and 
improvement in the general condition. Nitrogen 
mustard tlierapy made possible an easy excision of 
the tumor in these 3 patients. The 4th patient had 
a tumor in the pelvis, a small hepatic metastasis, 
and carcinomatosis involving the posterior and 
lateral peritoneal surfaces. Tlie first operation 
brought about only palliative results. The adminis¬ 
tration of nitrogen mustard permitted a second 
operation 6 months after the first. The result was 
satisfactory. The authors believe that nitrogen mus¬ 
tard can be used in the preoperative treatment of all 
types of cancer considered inoperable on the basis 
of clinical examination. 


soft, silky hair lying in tlie midline of the back over 
the region of the underlying bony anomaly. In the 
lumbar and lou’er thoracic regions the “upward 
migration” of the cord is impeded by the presence 
of a bony, fibrous, or cartilaginous malformation of 
tlie spine producing considerable tension on the 
spinal cord proper and ultimately neurological dis¬ 
turbances. Operative technique (via laminectomy) 
provides for the removal of the cord-transfixing ele¬ 
ments and mobilization of tlie spinal cord and is 
considered prophylactic ratlier than curati\'e. Pa¬ 
tients so treated have either improved clinically or 
failed to show jirogression in their neuroloaicaJ 
disturbances. 


Closing of Atrial Septal Defects with the Aid of 
Hypothermia. D. E. Thomas. U. S. Armed Forces 
M. J. 8:784-788 (June) 1957 [Washington, D. C.]. 


Atrial septal defects are sometimes cribriform, 
hat is, there may be a large defect and several 
mall ones. Operation under direct vision is tliere- 
ore preferable to the closed methods, because it 
las the following advantages; (1) more complete 
losure of the defect, (2) detection and correction 
»f associated anomalies such as pulmonary venous 
Irainage into the right atrium, and (3) protection 
)f the coronary sinus from partial or complete 
)Cclusion by a suture. The author reviews observa- 
ions on 18 patients in whom operations were per- 
ormed under tlie guidance of Swan and group, 
vho have had great experience in raUial sur- 
rery under direct vision during 
ievLteen of the 18 operations were performed 
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n-ith tlie aid of hypothermia and 1 witli tlie bub¬ 
ble o.wgenator. Ten patients were less than 10 years 
of a^e, 4 were 20 to 30, and the remaining 4 were 
30 to 38 years of age. In general, Aere was a his- 
ton' of retarded growth, dyspnea on exertion wdtli- 
out cyanosis, and frequent respiratorx^ infections. 
Lack of cyanosis is to be expected, because the 
shunt is from let to right. The severity of sjumptoms 
varied. The patients were generally underdeveloped 
and undenveight. There was increased vascularitx' 
of the lung fields, enlargement of right auricle and 
ventricle, posterior displacement of tlie esophagus 
by the right auricle, and increased pulsation of the 
pulmonary' artery'. Electrocardiograms often showed 
incomplete right bundle-branch block and ewdence 
of ri^t ventricular hy’pertrophy'. Cardiac catlieter- 
ization revealed ewdence of a left-to-right shunt 
at the atrial level u'itli increased oxygenation of 
the blood. Mild to marked right ventricular and pul¬ 
monary' artery hy'pertension was frequent. 

There were 2 deatlis in tliis group of 18 patients. 
Neither of tliese deaths was considered to be tire 
result of hy'potliermia. One was due to broncho¬ 
pneumonia on tlie third postoperative day. Tlie 
other was believed to be due to ventricular fibril¬ 
lation. Follow-up evaluation was possible in 13 
patients. Eleven of tliese showed weight gain, in¬ 
creased strengtli and I'igor, and unlimited actix'ity'. 
One patient has residual sy'mptoms from peroneal 
palsy and one, given a preoperative diagnosis of 
psychogenic musculoskeletal disorder without true 
cardiovascular syomptoms, reports no postoperative 
improvement. Air embolism has not been a prob¬ 
lem, because die left side of the heart was flooded 
"ith isotonic sodium chloride solution through the 
defect just prior to tlie ty'ing of the last suture. 
The right auricle and ventricle are similarly' flooded 
prior to die clamping off of die incision in the 
auricular wall. The coronary' arteries are protected 
horn air embolism by placement of the clamp that 
occludes the aorta and pulmonary' artery' low enough 
|o occlude die coronary' ostia. Ventricular fibril¬ 
lation has been a problem, but not an insurmount¬ 
able one. 


diagnosis and Surgical Treatment of Mitral Stenosis, 
b G. Uglov. Khirurgiya 33:55-60 (No. 5) 1957 (In 
Russian) [Moscow]. 


surgical treatment of mitral stenosis the 
erentiation behveen stenosis and insufficiency' play’s 
an important part. Among the 100 patients with a 
c inicd picture of mitral stenosis operated on, there 
'ere 9 e.xhibiting mitral insufficiency', the atrioven- 
ncu ar orifice admitting 114 to 2 fingers. Tliere was 1 
a a ity' in tins group of 9; the remaining 8 did well 
sh improved. Analysis of the 100 patients 

intr r operated on suggests die follow- 

o actors as favoring the diagnosis of stenosis; pul- 
left'^^' ^Insignificant or no enlargement of the 
'cntricle, and absence of prominence of the aortic 


arch as compared with that of the pulmonary' artery' 
in die roentgenogram. Electrocardiographic data 
pointing to hy'pertrophy' of the ventricles are of diag¬ 
nostic importance. Data suggesting by'pertiropby of 
the left ventricle speak for the predominance of in- 
suEBciency’. Pronounced dyspnea on mild exertion and 
pain in die cardiac area in the absence of ascites or 
markedly' enlarged hver speak for stenosis, while pa¬ 
tients w'ith aortic insufficiency' have less dy'spnea on 
exertion in die presence of hver enlargement and even 
of ascites. The above signs and sy'mptoms have only' 
relative value in the differential chagnosis between 
stenosis and insufficieney'. Operative interc'ention is 
inchcated in die doubtful cases as well. Diagnosis of 
mitral stenosis constitutes an absolute indication for 
surgical intervention, prowded the patient is not in 
the stage of severe and irreversible decompensation. 
Among the 100 patients operated on there were 11 
fatalities. Commissurotomy' improves the general con¬ 
dition of the patients to a greater extent. The opera¬ 
tion is equally' effective in the presence of auricular 
flutter and moderate decompensation. 

Coronary Endarterectomy: Curettement of Coronary 
Arteries in Dogs. A. M. May'. Am. J. Surg. 93:969-673 
(June) 1957 [New York]. 

Instrumental e.xploration of the coronary arterial 
tree, both through a transaortic approach and by’ an 
approach through the terminal portion of the coronary' 
arteries, was successfully accomplished in 2.3 adult 
dogs of various size. Injuries to the intima of the 
coronary' artery' may' be produced wthout causing 
deatii or disabihty’ of the animals. Prewous to animal 
experimentation, curette procedures were carried out 
on 18 human cadavers; it was found feasible to re¬ 
move the atheromatous tissue from the first portion of 
the coronary' arteries. Techniques and approaches are 
described. The retrograde method was found the most 
practical and quickest, invoh'ing 'minimal mortahty'. 

Experiences with Extracorporeal Circulation in Open 
Cardiac Singery. G. H. Pratt. Am. J. Surg. 93:960-969 
(June) 1957 [New York]. 

Lesions of the heart were treated surgically in 3 
way's. Closed-heart surgery' does not require direct 
x'ision of the inside of the heart. The open-heart tech¬ 
nique with hy'potliermia imposes a strict time limit. 
Tlie cardiopulmonary' by'pass xwth a pump oxy'genator 
is the third method of heart surgery'. The author em¬ 
phasizes the difficulties and the time and effort one 
must e.xpend to master tlie open-heart surgery’ tech¬ 
nique. The technical points that have to be surmounted 
in performing successfully' heart-lung work, requiring 
much experience, are detailed. A well-trained team, 
experienced in all types of major and thoracic surgery', 
mth tlie cooperation of the departments of pathology 
and hematology', worked w’ith a partial oxy’genation 
pump and performed 2 and 3 operations a week for 5 
months before a dog surv'ived the surgery'. Success 
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had to be achieved on dogs betore operation on hu- 
inrui beings >x'erc attempted, since these animals are 
dillicnlt to keep alive after open-lieart surgerv. Lesions 
of the lieart. previously not corrected or only partly 
helped, such as ventricular septal defects, atrioventric- 
ularis communis, isolated infundibular pulmonary 
stenosis, and the tetralogy and pentology of Fallot 
have been operated on successfully. No clinic should 
undertake open-heart surgery until routine success on 
e.vpei imental animals can be demonstrated. 


J.A.M.A., Oct. 12, 1957 


Tlic Surgical Treatment of Chronic Pancreatitis. R. F. 
Bowers. J. Kentucky M. A. 55:511-516 (June) 1957 
[Louisville]. 


the tendon sheaths hax-e been examined histologically 
that the true nature of the condition becomes an^ ^ 
parent. “c ' 

The biopsies taken from the 3 patients showed.' 
hyperemia and edema of the tendon sheaths, prolifera¬ 
tion of synovial lining cells with exudation of fibrin' 
upon sjmovial surfaces, and diffuse infiltration of the 
tissues with lymphocytes and plasma cells, togetlrer 
with the formation of circumscribed lymphoid nod¬ 
ules. While no single one of the changes seen in die', 
tendon sheaths in these patients can be considered 
specific of rheumatoid arthritis, collectively they pro¬ 
vide strong presumptive evidence of the”^ diagnosis. 


A Ilian of therapy for chronic pancreatitis is pre¬ 
sented. Biliary surgery, choledochojejunostomy en 
Roux Y, and cyslenterostomy or cystgastrostomy gave 
excellent results in selected patients when performed 
in the early stages of the disease. Control of the at¬ 
tacks of pancreatitis was achieved in half of the pa¬ 
tients by biliary tract surgery alone. Choledochoje¬ 
junostomy en Roux Y was performed when attacks 
recurred and no disease of the biliar\' tract could be 
demonstrated. Of 19 patients thus operated on, only 

1 was designated as a failure; he developed a pseu- 
doci’st. No satisfactoi)' procedure for control of the 
disease was found when the “burning out” or “burned 
out” stage of the disease was reached. A few patients 
might he helped by caudal 2’JRicreaticojejunostomy. 
The only rcliel in this stage was obtained by pan¬ 
creaticoduodenectomy, but the disadvantage of this 
procedure is the formation of peptic ulcers, caused by 
the loss of the alkaline pancreatic secretions to the 
duodenum. 

Rheumatoid Arthritis Presenting as Tenosynovitis. 
J. H. Jacobs, E. V. Hess and I. P. Beswick. J. Bone &: 
Joint Surg. 39B:2S8-292 (May) 1957 [London]. 

Tenosyno\-itis with effusion has often been consid¬ 
ered of tuberculous origin, but many cases have been 
reported in which conclusive evidence of tuberculosis 
was not found. While it is well known that tendons 
and tendon sheaths may be involved in the course of 
rheumatoid arthritis, it is not so widely recognized 
that early rheumatoid arthritis may present as isolated 
attacks of tenosynovitis. The authors present the his¬ 
tories of 3 women, aged 41, 42, and 68 years, respec¬ 
tively, in whom tenosynovitis of the hands and w'ists 
was the primary manifestation of rheumatoid arthri¬ 
tis. Involvement of the joints first became apparent 
18 months, 14 months, and 4 months after the preced¬ 
ing attacks of tenos}'novitis. One of these patients had 

2 attacks of tenosvnovitis, one involving the right and 
other the left hand, before the development of ar¬ 
thritis. It is often impossible to distinguish, on clinical 
srounds, between tuberculous tenosynovitis and iso¬ 
lated 2-heumatoid tenosynovitis. The appearance of 
the tendons and sheaths at surgical exploration 

still leave the diagnosis in doubt, and it is noi 


The Secretoiy and Clinical Aspects of Achlorhydria' 
and Gastric Atrophy as Precursors of Gastric Cancer. 
C. R. Hitchcock, L. D. MacLean and W. A. Sullivan. 
J. Nat. Cancer Inst. 18:795-809 (June) 1957 [Washing¬ 
ton, D. C.]. 

At the University of Minnesota Hospitals, screeniiie 
for achlorhydria and hypochlorhydi-ia has proved an 
effective means of diagnosing a reasonable number ol-^ 
gastric cancers in die asianptomatic phase of the dis - 
ease. During a lOf^-year period, over 12,000 men atic 
women have undergone a screening test to detec 
those persons likely to develop gastn'e cancer. Tlx . 
portion of the total population that must be examinee 
periodically because of increased likelihood to de - 
velop gasti-ic cancer has been reduced to 6^%. Dn 
I^roblem of population screening becomes economical 
ly feasible through tliis method, and adequate protec 
tion for the population at large appears to result froi 
tliis approach. No case of gastric cancer in the Uni 
versify of Minnesota Cancer Detection Research Cer 
ter would ha^’e been undetected if all other screenin 
techniques except examination for achlorhydria an . 
Jq'pochlorlnriria had been omitted. The etiologic.' 
relationship of achlorlu'dria and ati'ophic gastritis \vit_ . 
gastric cancer is sh'ongly supported by these result 
In tlie achlorhydric-hypochlorhydric group the iiic . 
deuce of gastric cancer is 4.5 times greater and in tl • 
pernicious anemia group 21.9 times greater than i , 
the same segment of the normal population. The: 
studies indicate that in pernicious anemia patien _ 
gastrointestinal roentgenograms should be made 
6 -month intervals and in patients v’ith achlorhydria ( 
hypochlorhydria at 9-to-12-month intervals. Addition 
studies of achlorhydric persons, by means of u 
Schilling test, indicate that about 5% have preclimc- 
pernicious anemia. Further refinement of tlie grou] 
that require repeated study may be possible throns 
the application of tests of this kind. 

Resection in Pulmonary Tuberculosis. B. Gontijo. Ik' 
brasil. tuberc. 25:697-706 (May) 1957 (In Portiigues .- 
[Rio de Janeiro]. 

The author considers resection a better treatme 
jba” ‘J" ■ '1 collapse therapj' in tlie treatmen ' , 

berculosis. His experience is baser 
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1(15 patients, who were subjected to pulmonary resec- 

- tion betiveen Januar>% 1949, and May, 1954. ThirtN- 
teven of tliese had a pneumonectomy, 60 a lobectomy, 

- aid S a segmental resection. There were 22 instances 
of postoperative complications. They were, in order 

u cf importance, bronchial fistula, dissemination of the 
. process, focus reactivation, empyema witlrout a fistula, 

■ and reopening of cavih'. Eleven of the 105 patients 
died. SL\ deatlis were related to tire operation proper 

• or tool place within a month after tire operation. The 
. causes of deatli were surgical shock in 2, dissemina- 
, tion in 3, and embolism in 1. Five deaths occurred 
. hter, all due to a bronchial fistula. Deatlis due to 
sursical shock deserc’e special mention. The author 
contends that tliis was probably due to maladminis- 
. tration of anesthesia, because later, when the tech- 
^ nique of anestliesia was improved, no deatli occurred 
1 due to surgical shock. The author considers anesthesia 
as the most important factor of success in pulmonarr' 
resection. The clinical course upon discharge from the 
-■ hospital was satisfactors'. There are also economic and 
■■ social advantages in pulmonan' resection: sliorter 
period of hospital confinement, quicker and better 

- readjustment to normal life, and less physical deform- 
; it>' than after a thoracoplasti'. 

■ Thrmic Cyst in the Neck: Case Report, A. S. Craw- 
" ford, P. V-. Evans and W. Thompson. J. Indiana M. A. 

; 50:715-719 (June) 1957 [Indianapolis). 

The authors present tire history of a 6-year-old boy 
. who had a ssvelling of 3 years’ duration on the right 
i side of the neck. It had existed without sjumptoms, 
and was noticed bs' the parents only when he laughed 
or cried. About 6 weeks prior to admission the mass 
.• began to enlarge, and it became painful on palpation. 
It had not interfered wuth eating or swallowing. The 
qstic mass was lateral to tire th)Toid; it appeared to 
be well demarcated from tire adjacent structures and 
was freely movable; it was estimated to be 4 to 5 cm. 
in diameter and was moderately tender to palpation; 
it e.stended laterally to the anterior border of tire 
right stemomastoid muscle. At operation the cyst was 
tound to extend above the right stemomastoid muscle 
nnd above the superior tli)Toid x'essels. It was re¬ 
moved by blunt and sharp dissection. Tire lower por¬ 
tion of the cyst e.xtended into tire superior medi- 
^tinum. When tire cyst was accidentally ruptured 
dissection it }’ielded a thick, bromr-red fluid, 
h an noted that the surTounding tissue 

^ the appearance of tlrxunic tissue. The histological 
examination revealed thruiric tissue in all examined 
sections of the wall of tire cr'st. 

I The autlrors cite eridence indicating that tlr^unic 
o.'sts occur in tire neck more frequently than the lit- 
erature suggests. The case presented proves the ad- 
rsa iq. of including a posteroanterior roentgeno- 
^3m in the routine investigation of cystic lesions in 
e neck. The possibiliU' of malignancy of thsunic 
soo s lould be a consideration in lesions of the txqie 


under discussion. Two cases of malignancy in aberrant 
tlrrmrus tissue were reriewed, 1 of which was observed 
in an 11-year-old child and the other in a 3S-year-old 
adult. That in the child was located in the neck. 

Giant Chondroma of Maxilla Making Necessary Hemi¬ 
facial Removal of Tumor with Enucleation of the Eye. 
A. Garcia Blanco and E. Planas Garcia de Dios. Rev. 
espan. oto-neuro-oftal. 14:130-1.34 (March-April) 195/ 
(In Spanish) [Valencia, Spain]. 

Giant chondroma of the maxilla is extremely rare. 
A 34-year-old woman complained of respirator)- diffi¬ 
culty, eye sjTnptoms, and headache of 1 year’s dura¬ 
tion. An enormous exophthalmos of the left eye caused 
lacrimation, loss of xusion, and pain ox-er the eye and 
the supraorbital region. Roentgen tlierapy in txx'O 
series of 14 and 36 sessions, respectix-ely, did not bring 
relief. Roentgen examination of the head shoxx-ed a 
tumor xx'hich occupied the entire left ethmoido-orbital 
region. Biopsy demonstrated a chondroma. An opera¬ 
tion was performed xxtith tlie patient under general 
anesthesia xxtitli intubation. The tumor included tire 
entire left etlimoidal and orbital regions, tlie eye, the 
septum, and the right turbinate bones. The tumor xx-as 
extirpated xxtith an electric knife, and tlie eye xvas 
enucleated. The patient xvas given 300 cc. of blood 
during the operation. Antibiotics xvere given in the 
immediate postoperatix'e period. Histopathological ex¬ 
amination of the tumor confirmed the diagnosis of a 
chondroma. The postoperative period xvas uneventful. 
The patient xvas discharged 1 month after the opera¬ 
tion. She xvas requested to report in 2 months for a 
plastic repair of the mutilated region. 


/NEUROLOGY & PSYCHIATRY 

Prognosis in Hemiballismus. H. H. Hyland and D. M. 
Forman. Neurology 7:381-.391 (June) 19.57 [Minne¬ 
apolis]. 

The occurrence of hemiballism is reported in 6 
x\-omen and 8 men between the ages of 26 and 84 
years. In one 26-year-old man the condition became 
manifest after a cerebral trauma caused by a sex'ere 
blow on the left temporal region. Hemiballism de- 
x-eloped in a 42-year-old man at the time of an exacer¬ 
bation of multiple sclerosis of 17 years’ duration. The 
hemiballism xvas considered to be a result of cerebro- 
x-ascular disease in the remaining 12 patients, xx-hose 
ax'erage age xvas 72 years. In great contrast to the 
generally accepted unfavorable prognosis, spontane¬ 
ous recovery occurred in 12 patients. Four patients 
had hx'pertension and 2 had diabetes meUitus. In sex-- 
eral patients there xx-as ex-idence of myocardial dis¬ 
ease and/or diffuse cerebrox-ascular disease. The rapid¬ 
ly executed extensive inx’oluntarx- movements of the 
hmbs of one-half of the body xx-hich characterized the 
clinical picture lessened in sex-eritx' after 1 to 3 xx-eeks 
and usually subsided completelx- during the ne.xt 4 to 
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9 weeks. There was onh' i palienl in whom cessation 
ot tile h)'perkincsis was ratlier abrupt, occurring 5 
days after the onset. This patient had a number of 
cerebral softenings caused by cardiac emboli, includ¬ 
ing that which had destroj^ed the subthalamic nu- 
cleu.s. It was thought possible that another vascular 
lesion may have involved other pathways and in some 
manner offset the effect of tlie damage to the sub¬ 
thalamic nucleus, thus causing the hemiballism to stop. 

Treatment consisted of good nursing care combined 
\yith the use of hypnotic drugs in most of the 12 pa¬ 
tients in whom the hemiballism subsided spontane¬ 
ously. The prompt relief of symptoms in 2 patients 
who were given chlorpromazinc suggested that this 
drug had a specific effect in controlling the lienh- 
ballism, but it was inelTcclive in 1 other patient. One 
of the 2 patients in whom hemiballism failed to sub¬ 
side spontaneously died with the disorder, and tlie 
other would probably have died had cerebral pedun¬ 
culotomy not been performed successfully. It is sug¬ 
gested that spontaneous recovery from hemiballism 
is more likely to take place if the lesion involves the 
afferent connections of the subthalamic nucleus and 
the latter escapes dcsh-uction. There was evidence in 
4 patients that this had occurred. Autopsy revealed 
the lesion in this situation in 1 patient who died 2 
months after recovery from hemiballism. There were 
■3 other patients with spontaneous recovery who had 
signs of thalamic involvement occurring simultane¬ 
ously with the hemiballism. The occurrence of these 
manifestations together makes it seem probable that 
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not a common cause, since it was identified in only 37 
patients (9%). Cases with similar heredity were^not 
always of central encephalic type. In 2 cases, tlie 
tather Jiad late epilepsy of cortical type and the child 
liad ear y epilepsy either of cortical or of central 
encephalic type. These findings confirm the impor- 
tance of a predisposing factor. Tonic and akinetic h-pes 
of seizures occurred in children with serious brain 
damage, especially lesions of the brain stem. A satis¬ 
factory explanation of the "paralytic,” inhibitory, or 
negative seizures is still lacking. These connil’sive 
attacks are manifested by paralysis of one or several 
extremities, absence of feeling of a part of tlie body, 
hemianopsia or scotoma, arrested thinking, or a sen¬ 
sation of empty stomach. Inability to understand 
words or to utter them most probably belongs to tlie 
same group. Succession of a negative hallucination 
after a positive one of the same type is noteworthy. 
The anatomic and psychic ty'pes of auras were ob¬ 
served most frequently. The various forms of partial 
seizures are discussed with regard to, differences in 
tlie auras. Psychomotor epUepsy is not a homogeneous 
group with regard to clinical aspect and anatomic and 
electroencephalic findings. It might be classified witli 
the focal forms of epilepsy, although its identification 
with temporal epilepsy does not seem to be entirely 
justified. 

Protection Against Reserpine-Induced "Parkinsonism,” 
H. A. Rashkis and E. R. Smarr. Am, J, Psychiat. US: 
1116 (June) 1957 [Baltimore]. 


hemiballism was caused by damage to the afferent 
connections rather than the subthalamic nucleus it¬ 
self. The results obtained in the patients suggest that 
many will recover with conservatii'c measures alone. 
Neurosurgery should be necessary only in patients 
with a long unremitting course or in whom deteriora¬ 
tion due to exhaustion renders it essential. 

Some Neurological Aspects of Epilepsy; Analysis of 
407 Cases of Epilepsy from the Clinical and Etiolog¬ 
ical Point of View. I, Alfandary. Harefuali 52:283-288 
(June 2) 1957 (In Hebrew with English Summary) [Tel 
Aviv, Israel]. 

Of 407 patients with epilepsy ^^4lo were studied in 
an attempt to determine its cause, it was not possible 
to do so in 138 patients (33.9%). However, 34 (25.3%) 
of the 138 patients showed other signs of involvement 
of the centi'a! nervous system or of delayed mental 
development; consequently an organic origin, most 
often obstetric trauma, seemed to be likely. Crypto- 
genetic or idiopathic epilepsy was suspected in only 
33 (8.2%) of the patients. Several causative factors may 
often be present in the same patient, such as obstetric 
h-anma or accidental trauma and heredity or migraine. 
It may be difficult to decide which of these causes 

could be the decisive factor. 

Birth or accidental trauma were tlie 2 mam causes 
identified in 122 patients (30%). Next in order were 
cerebromeningeal infection and tumor, Heredity is 


When 24 schizophrenic patients were given reser- 
pine, either alone or in combination witli other drugs, 
9 developed the characteristic Parkinsonism-like syn¬ 
drome. Twelve patients received reserpine alone, 12 
patients ti'iliexyphenidyl alone, and 24 patients reser¬ 
pine in combination witir trihexyphenidyl. It ivas 
found that giving tiihexyphenidyl with reserpine af¬ 
forded protection against the development of a Park¬ 
insonism-like syndrome. In view of tins finding it has 
become their practice, whenever prescribing reserpine 
in large doses, to initiate tiierapy ndtli trihexyphanidyl 
immediately instead of waiting for a Parkinsonism-like 
symdrome to develop. 


Congenital Syphilis as a Cause of Mental Deficiency. 
C. B. Courville. Bull. Los Angeles Neurol. Soc. 22:bo- 
90 (June) 1957 [Los Angeles]. 


le history and autopsy report of a 
died at tlie age of 9 years as the result ot tet.- 
is presented. She had sustained an i 

left knee while playing in a fresh y 
>r bed. The child had been mentally 
bii-th and was spastic. .jy 

food from tlie umbilical cord had been s g 
ive at birth, but no symptoms were 
,e child was 9 months of age, when 
me apparent. A retarded men a . ^ 

I later. She had made fair progress 
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for retarded children. Autopsy was performed, and 
deadi was considered to be due to tetanus. The 
brain was examined in a neurological laborator)'. 
Tliere was an atj'pical basilar arterx' and vascular 
anomaly of tlie left cerebellar hemisphere; xxdde- 
spread increased pial vasculature; perivascular 
hTnphoc\tic accumulations; and diffuse and patchy 
loss of cortical nerx’e cells. Mental deficiency as well 
as cerebral palsy was the apparent result of con¬ 
genital s\T>hilis. 

The presence of marked perivascular round cell 
acciunulations in the cerebral cortex of a 9-year-old 
girl indicates a continued effect of tlie sx^ihilis from 
die intrauterine period to the time of her death. 
This effect was exerted verj' likely through the 
medium of tlie circulation, as suggested by the pre¬ 
dominant loss of nen’e cells in die upper cortical 
layers, which ordinaiily have an abundant blood 
supply. This is not difficult to understand, since 
s^yiliilis is primarily a vascular disease. Tlie absence 
of notable structural changes in die cortical arteries 
also suggests diat diis circulator)' disturbance was 
probably functional in nature. In die past, congenital 
siphilis played a significant role in the production 
of mental deficiency. The incidence averaged ap- 
pro.ximately 6% in die period ending about 1935. 
In die past 20 I’ears, it has dropped to about 4%. 
It is to be anticipated diat in the future si'phdis 
will play a decreasing role in die causation of mental 
deficiency, thanks to the efficiency of antibiotic 
therapy. The padiological changes found in the cen¬ 
tral nen'ous system in diose who die in child¬ 
hood or early adolescence are sj'philitic meningitis, 
sjphilitic vascular disease (including endarteritis), 
or congenital paresis. In those ivho die after the age 
of 16 y'ears, chronic meningovascular s>'phih's is 
more likely to be present, the chronic meningeal 
or meningovascular form being less likely to bring 
about a fatal issue. 

Arterial Hypertension in Poliomyelitis. E. Kemp. 
Acta med. scandinav. 157:109-118 (No. 2) 1957 (In 
English) [Stockholm]. 

Tills report is based on experience gained in 
Blegdamshospitalet in Copenhagen during an epi¬ 
demic of poliomyelitis in Denmark in 1952. Fre¬ 
quent blood pressure measurements proved val¬ 
uable in discovering imminent or existing h)'per- 
capnia or hj'poxia. Some patients had acute kidney 
lesions, xvhich probably caused hj'pertension. In 
other patients, however, xvho apparently were well- 
ventilated and xvithout kidney' lesions, hypertension 
developed and occasionally' persisted in spite of 
marked clinical sy'mptoms of shock. An attempt 
w as made to elucidate whether the hy'pertension 
m uiese patients xvas due to lesions in the central 
neno^s sy'stem. The blood pressmre was measmred 
m 337 patients writh poliomy'ehtis; this number in¬ 


cluded some from an earlier epidemic. The devel¬ 
opment of hy'pertension during poliomy'ehtis was 
influenced by' neither the age nor the sex of the 
patient; it occurred with equal frequency' in chil¬ 
dren and adults and in males and females. Hyqper- 
tension persisting for day's was observ'ed during 
tlie acute stage of poliomy'ehtis in 55% of the pa¬ 
tients who died; in 30% of those imth bulbar, 45% 
of those witli the bulbospinal, and in 40% of those 
M'ith severe spinal forms of pohomy'elitis. Neitlier 
artifieial ventilation nor hy'poventilation or hyrper- 
ventilation seemed necessary' or sufficient causes 
for tlie development of hyqpertension persisting for 
day's in poliomy'ehtis patients treated smth present- 
day' methods. Azotemia, or changes in the spinal 
medulla, in the diencephalon, or the telencephalon 
hkewise did not seem to play a part. Obserx'ations 
in the course of the present study' suggested, how¬ 
ever, that ganglionic cell degeneration in the nu¬ 
cleus magnocellularis in the medulla oblongata is 
a necessary' condition for the development of hy'¬ 
pertension. 

Changes in the Nervous System in Acute Porphyria. 
R. Hierons. Brain 80:176-192 (June) 1957 [London]. 

The author describes studies on the nervous sys¬ 
tem of 5 patients xrith acute porphy'ria and dis¬ 
cusses the findings in relation to the chnical featares 
of the disease. Abnormalities were present in the 
anterior horn cells of the spinal cord in aU of these 
patients. Chromatoh'sis was clearly secondary' to 
a.xonal damage. It seems e-xtremely unlikely that 
axonal damage can explain the vacuolation of the 
cy'toplasm in some of the nevuons and also the 
presenee of shrunken cells. It is suggested that 
vacuolation is a stage in cell loss. Material from the 
peripheral nerx'es w’as available in 3 of the pa¬ 
tients. The peripheral nerv'e lesions probably re¬ 
sult from a metabolic disturbance and not from a 
vascular spasm. The neiuonal changes in the an¬ 
terior horn cells are probably' also of metabolic 
origin. Extensive vascular lesions were observ'ed 
in the brain, but these were probably secondary' to 
severe hypertension or respiratory' paralysis and 
were not the cause of the severe mental disturb¬ 
ance. The mental disturbances are probably due to 
a direct, possibly reversible, metabolic effect of the 
disease; and this may' result in some loss of neurons 
in the brain and cerebellum similar to that in the 
spinal cord. 

Brain-Stem Encephalitis. E. R. Bickerstaff. Brit. 
M. J. 1:1384-1387 (June 15) 1957 [London]. 

A sy'ndrome of brain-stem eneephalitis not pre¬ 
viously described in the literature, invoh'ing a 
prodromal period of general malaise and mild 
py'rexia, gradual signs of midbrain distrubances, 
and no cardiac and respiratory embarrassment, is 
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vcportctl in connection mth the observation of 4 
additional cases. No significant connotation is ac- 
cotded age, se.v, and gcograt^hy in the classification 
and description of early signs and symptoms. The 
period of onset was gradual, lasting from 1 to 3 
weeks and featuring general malaise, drowsiness, 
headache, and some muscular aching. Earlj' symp¬ 
tomatology included mild headache, marked drowsi¬ 
ness, double ^'ision, vomiting, ptosis, defective 
conjugate eye movements, dystirthria, unsteadiness 
of gait, and lou'-grade pyie.via. Progress from onset 
to maximal disability ranged from 1 to S weeks, 
while further progress to total recovery varied from 
1 to 17 months. At the point of ma.ximal disability 
there was partial to complete ophthalmoplegia, bi¬ 
lateral paralysis of the motor branch of the 
trigeminal nerve, total bilateral facial paralysis, 
deafne.ss, gross paralysis of tlic 9th, 10th, 11th, and 
12th cranial nerves, complete anarthria, and loss of 
tendon redexes except plantar extensor response. 
During the stage of return of neurologieal function 
some of the patients dc\'clopcd an extrapyramidal 
tx’pc of rigiditj’ and others a Parkinsonian tremor or 
emotional lability. These moie recent developments 
disappeared shortly after they appeared. It is signi¬ 
ficant that neurological reco\’or\' has been complete 
in all the cases obsor\’cd save 1, with the exception 
that intellectual deficit occurred in one patient to 
the extent that it interfered with his education. Tlie 
outstanding feature of these cases is the dramatic 
total recovery after subacute development of dis- 
lurljed brain-stem function so gross that at one stage 
survival even for a feu' days seemed impo.ssible. 


Rehabilitation of 250 Patients with Chronic Se¬ 
quels of Acute Poliomyelitis by Intra-arterial 
Growth Hormone Troalmcnl. E. Henriquez, A. 
Bueno Garcia, J. Perez Alama and others. Rev. med. 
hosp. gen. 20:.321-329 (Ma)’) 195/ (In Spanish) 
[Mexico, D. F., Mexico], 


The authors ha\'c prcr'ionsly reported satisfactory 
results from the administration of intra-arterial in¬ 
jections of growth hormone in treatment of chronic 
sequels of acute poliomyelitis (abstiacted in The 
Journal [1G2.-1665-1666 (Dec. 29) 1956]). Results 
in 250 patients who had a follow-up of more than 
1 year are reported in this article. Tlie patients 
were of both se.xes and were between the ages of 
1 and 27 years. Sequels had lasted between 6 months 
and 25 years prior to the treatment. The drug was 
given in doses of from 1 to 3 ce. in 1.5 cc. of saline 
solution for each injection. The injections were 
made into the femoral artery for sequels in the legs 
or into the subclavian artery for sequels in the 
arms. Tliey were given once a v'eek to a total of 3 
to 8 injections for each limb treated. The following 
results were observed: The treated limb increased m 
size at an average monthly rate of 0.5 to 1 cm. m 


145 cases. It did not change in 5 patients The 
muscles increased in thickness at an average month- 
I 3 rate of 0.5 to 1.5 cm. Muscular moi^ement 
muscular tonicity, local temperature of the skin’ 
and the patellar, plantar, and achilles refie.xes 
appeared or increased in almost all of the cases 
Complete recuperation ( 100 %) v^as obtained from 
complete functional incapacity (100%) in 39 cases 
from moderate incapacity (50%) in .58 patients and 
from marked incapacity (75%) in 107 patients. 
Marked functional capacity ( 75 %) from marked 
functional incapacity (75%) was obtained in 46 
patients. In the course of the treatment transient 
hyperglj^cemia was observed in 2 cases, lowering of 
the erythrocyte count in 2 cases, and an acute 
headache in 2 cases. These disturbances were con¬ 
trolled by diminishing the dose of tlie growth hor¬ 
mone. Roentgen examination of the bones showed 
increase of thickoiess and of the length of the bone 
and improi'ement of osteojiorosis. The muscular 
reactions to faradic and gah'anic currents and the 
chrona.via of the muscles increased. Tlie improve¬ 
ment obtained had not changed 1 year after com¬ 
pletion of the Reatment. Regression of the sequels 
did not occur. The authors conclude that tlie intra¬ 
arterial injections of growth hormone secures cure 
or great improvement of the chronic sequels of 
poliomyelitis. 


Early Symptoms of Multiple Sclerosis: A Survey of 
Eighty-Two Cases. C. H. Imes. Bull. Los Angeles 
Neurol. Soc. 22:91-94 (june) 1957 [Los Angeles]. 

This study was undertaken to discover what the 
early si'iniitoms of multijile sclerosis had been in 
patients seen in a Los Angeles Hospital during the 
years between 1933 and 1951, in order to determine 
whether a benign climate like that of southeni Cali¬ 
fornia w'ould alter the course of this disease, espe¬ 
cially during its early phase. Tlie fact that some of 
these patients had moved to southem California 
after the onset of the disease modifies the figures 
somewhat. The records of 82 patients in whom 
the diagnosis was reasonabh' assured were studied. 
Sixty-fii^e per cent of the patients had only 1 symp¬ 
tom at the onset, whereas the other 35%> had 2 or 
more svmptoms. A survex' showed that 29% had 
visual symptoms and 33% had symptoms of tlm 
motor system, 29% had sensory symptoms and 33%> 
had symptoms affecting coordination. Speecli was 
affected earlv in 2 patients; the sphincters in 8 
patients; and 1 patient had progressive fatigue_ 
Other reports hacl revealed a similar incidence ot 
earlv symptoms. The time interval between first 
onset and the consultation on whicli this survey is 
based indicated a more benign course extended 
over a longer period of years for patients m this 
mild climate than in those living m more sever 

climates. 
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GYNECOLOGY &: OBSTETRICS 

Identification of and Therapy for Vaginal Candi¬ 
diasis. H. L. Pickliardt and J. L. Breen. Am. J. Obst. 
& Gsiiec. 74:42-46 (July) 1957 [St. Louis]. 

In 23 obstetric patients and in 50 g^mecologic 
patients witli ssmptoms of a vaginal infestation, 
such as malodorous vaginal discharge, itching, 
burning, and general discomfort, particularly on 
u’alh'ng, a specimen was removed from tire poste¬ 
rior fomi.\- or lesions along fire ^-aginal wall witli a 
sterile, cotton-tipped applicator and cultures were 
made on Nickerson’s medium. Cultures positive for 
Candida were obtained from the specimens of 19 
of the 23 obstetric patients and of 35 of the 50 
gsmecologic patients. The clinical impression of 
vaginal candidiasis was tlius confirmed in S2.6‘>c of 
the obstetric patients and in 70% of tlie gvmecologic 
patients. Clinical diagnosis of candidiasis based on 
ssmptomatologv’ and physical findings is not per¬ 
fect, and cultures should be used to support tire 
impression. 

Nineteen obstetric and 35 gsmecologic patients 
with cultures positive for Candida were treated for 
2 weeks by inserting one applicatorful of a new 
gentian ^'iolet cream intravaginally at bedtime. Six 
obstetric patients and 2 gsmecologic patients were 
lost to follow-up. Of the remaining 13 obstetric 
patients, 10 bad 1 course of treatment and 3 had 2. 
Of the 32 gvTiecologic patients, 22 had 1 course of 
treatment, 6 had 2, 4 had 3, 1 had 4, and 1 had 
more than 4. An almost complete culture cure was 
obtained with a maximum of 2 courses of tlierapy 
in the obstetric patients. Similarly, tlie over-all cul- 
tme cure in die gvuiecologic patients was practically 
ideal, but repeated courses of therapy were re¬ 
quired in 11 patients, and 1 patient remained cul¬ 
ture-positive after 5 courses of therapy. The gentian 
violet cream thus has been shown to be an ideal 
medical therapeutic agent for patients isridi proved 
candidiasis. Associated vaginal infections wuth 
Trichomonas vaginalis persisting after the eradica¬ 
tion of Candida were found in 3 obstetric and 7 
gi-necologic patients. 

Prophylaxis and Therapy of Postoperative Throm¬ 
boembolism. H. ttfimhofer. Medizinische No. 24, 
pp. 900-903 (June 15) 1957 (In German) [Stuttgart, 
Germany], 

According to Wimhofer there are .3 mediods of 
prophylaxis of thromboembolism in women under¬ 
going laparotomy. First, die surgeon should watch 
or the h'pe of patient vuth a tendency to dirom- 
losis, characterized by constitutional peculiarities, 
^§c, poor circulation, and varicose veins. Certain 
pnmaiv' disease and certain operations favor die 
Occurrence of thromboembolism. Second, one should 
" prodromal s)Tnptoms, such as pain in the 

ca f occurring either spontaneously or being elicited 


by pressure, pain associated with dorsifle.xion of the 
foot (Homan’s sign), and pressiue pain in the sole 
of the foot (PaiTS sign). Une.xplained acceleration 
of the pulse and rise in temperature and the absence 
of postoperative normalization may also be included 
in this svTnptomatolog}'. Of 1,506 women who 
undenvent laparotomy at die gvmecologic clinic of 
die Universiti" of Heidelberg, Germany, 225 were 
suspected to be threatened by diromboembolism 
depending on die criteria listed above. Of the 22.5 
padents, 7.1% had thromboembolism and 4.9% had 
infarctions. Of the 1,281 patients, 1.5% had throm¬ 
boses and 0.62% had infarctions. The data show' that 
these 2 mediods of selecting patients for prophy¬ 
lactic treatment of thromboembohsm are not en¬ 
tirely satisfactory'. 

The third mediod of selecting patients for pro- 
phy'lactic treatment of thromboembolism consists 
of die application of the more recent know'ledge of 
the phy'siology' and padiology of die coagulation of 
die blood. Hartert’s recalcification test performed 
w'ith the aid of the thromboelastograph prov'ides a 
more satisfactory' result tiian the Quick test. Of 
2,176 w'omen w'ho w'ere subjected to this test, 1,048 
did not show' signs of a disturbance of coagulation; 
dirombosis occurred in 1, mild infarction in 2, and 
fatal embolism in 1 of diese, 768 patients had a 
shortened coagulation time and w'ere given prophy'- 
lactic treatment; of these, 2 had mild dirombosis, 
17 had mild infarction, and 2 had severe infarction. 
There w'as no fatal embolism. Early' recognition and 
early institution of treatment prevented the develop¬ 
ment of thrombosis and the development of large 
and fatal embohsm. Of 45,348 obstetric and gy'ne- 
cologic patients operated on between 1933 and 
1950, thromboembolism occurred in 1.21% and 
fatal embolism in 0.17%. Of 13,288 w'omen oper¬ 
ated on between 1951 and 1954, the period diu- 
ing w'hich properly' directed prophylaxis w'as prac¬ 
ticed by' making use of all 3 methods of selection 
of patients for anticoagulant therapy', 1,388 w'ere 
treated w'ith 3-(l-pheny'lpropyl)-4-hydroxy'Comnarin 
(Marcoumar). The rate of thromboembolism among 
these patients was reduced to 0.329b. Fatal em¬ 
bolism occurred only' in patients w'ho had not 
received prophy'lactic treatment, and its incidence 
W'as 0.023%. 


PEDIATRICS 

.4 Case of Phenylketonuria with Borderline Intelli¬ 
gence. D. Y’-Y. Hsia, W. E. Kno.x and R. S. Paine. 
A. M. A. J. Dis. Child. 94:33-39 (July') 1957 [Chi¬ 
cago]. 

Phenylketonuria is a congenital inborn error of 
metabolism associated w'ith mental deficiency' in 
W'hich loss of enzyme activ'ity' predisposes to an in¬ 
ability' to convert (oxidize) phenylalanine to ty'rosine. 
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This condition is clinically manifested by large 
amounts of phenyliDynivic acid in the urine and higli 
fasting plasma phenylalanine levels. An otlierwise 
t)i)ical case of phenylketonuria in a child witli near 
normal intelligence has been carefully documented. 
The e.xistence of such cases has been reported (phe¬ 
nylketonuria udth near normal intelligence), but 
none have been established. The patient was one of 
2 sisters with similar biochemical disturbances, one 
of whom is severely retarded (IQ 4) and the other 
only mildly affected (IQ 78) and able to move 
about in society. Phenyllactic acid, o-hydroxy- 
phenylacctic acid, indoleacetic acid, and phenyl- 
acclylglutamine were present in the urine in 
amounts usually found in phenylketonuria. Normal 
heterozygote carriers had plasma phenylalanine 
levels tunce those of normal persons (0.21-0.50) 
after an oral dose of L-phenylalanine, while the 
phenylalanine lc\'el of the phenylketonurics was 
zero. From these data the parents and the brother 
u'ere found to be heterozygous and the patient and 
her sister homozygous. Thus, this typical homozy¬ 
gous form of phenylketonuria may be associated 
with borderline intelligence. The existence of such 
cases showing unusual mental development points 
to the possible future discovery of new avenues of 
therapy in addition to the prevention of high plasma 
phenylalanine levels by the use of low-phenylalanine 
diets. 
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Results of BCG Vaccination of the Newborn- Ob¬ 
servations on the Exposure to and Development of 
Tuberculosis in 76 Children Vaccinated ndth BCG 
at Birth. P. Dannenbaum and A. Bingel. Deutsche 
med. Wchnschr. 82:919-921 (June 7) 1957 (In Ger¬ 
man) [Stuttgart, Germany]. 

At tlie immunization center of tlie Municipal 
Childiens Clinic of the city of Braunschweig about 
95% of the newborn infants are being immunized 
against tuberculosis with BCG vaccine; 19,000 new¬ 
born infants were subjected to this vaccination in 
the years between 1949 and 1955. Provided a correct 
technique is employed, die newborn infants tolerate 
the BCG vaccine exceptionally well; in only 2 or 3% 
ivas diere a discharge from die site of vaccination, 
and ulcers of more dian 5 mm. in diameter ivere 
rare. Abscess formation of the inguinal lymph nodes 
was practically never observed. Inti-acutaneous 
tuberculin tests (1:100) sliow'ed that 95% of die 
infants achieved tuberculin allergy widiin 12 weeks. 
The authors gave special attention to die infants 
who w'ere exposed to tuberculosis in their emiron- 
ment. MTien investigation revealed that a person 
with tuberculosis lived in the same house or camp 
with die infant but did not belong to die family or 
that a person widiin the infant’s family had a non- 
contagious form of tuberculosis, die infant remained 
at home, but the parents were given strict instruc¬ 
tions diat, until the tuberculin test had demon-" 


Gastroschisis: Report of a Case. W. B. Kiesewetter. 
A. M. A. Arch. Surg. 75:28-30 (July) 1957 [Chicago]. 

Gastroschisis is a congenital defonnity, peculiar 
to lower animals as well as humans, in wdiich die 
abdomen remains open. A possible explanation of 
this condition is that there is an abnormality of the 
somites forming the anterior abdominal wall which 
permits faulty development of a portion of the 
ivall, resulting in a herniadon through this defect. 
The umbilical cord development is normal, as the 
defect is extraumbilical, but not infrequently there 
is a complete absence of a peritoneal sac, resulting 
in marked enlargement and thickening of the in¬ 
testines. This is the 10th case reported; in 2 cases 
there were successful surgical corrections. Excision 
of a black, gangrenous intestine protruding from 
an aperture to the right of the umbilicus and re¬ 
moval of the narrow orifice through the anterior 
abdominal wall was followed by a jejunotrans- 
versecolostomJ^ The immediate postopeiative 
course Avas excellent, considering the minimal in¬ 
testinal surface area available for absorption. The 
terminal series of events was characterized by an 
increasing number of stools with a concomitant 
weight loss. This case is unique in that a live-born 
child with this deformity presented strangulation 
of the intestine due to narrowing of the abdominal 
wall defect, something that other reported cases did 

not present. 


strated that the child had become immune, tlie 
child must be protected against exposure; tliis is 
relatively easy at this early age. These infants were 
given special supervision by tlie immunization cen¬ 
ter (repeated roentgenologic controls). Tuberculosis 
did not dei'elop in any of die 248 vaccinated infants. 

If a source of infection n'as knovn widiin the 


family group, the newborn infant w^as vaccinated 
w'ith BCG and kept in a children’s home until die 
vaccination had taken effect (proved by a test), 
after w4iich die child w^as returned to the parents. 


Infants whose modiers had open tuberculosis w’ere 
:reated in the same wny, provided die infant could 
le immediately separated from its mother. When 
his proved impossible, and no matter how' short 
he exposure, the infant w^as isolated at the clinic 
or from 6 to 8 weeks, and, if the tuberculin test 
[1:100) then proved negative, BCG vaccination 
vas carried out; this wns followed by another 
leriod of isolation until allergy to tuberculin could 
le demonstrated, and after that the child was re- 
•urned to its home. The autiiors studied 76 children 
,vho after BCG vaccination during die newborn 
leriod grew' up in families in which they were 
;xposed to tuberculous infection. The period ot 
ibservation ranged from 1 to 5 years Tubercu osis 
lid not develop in any of diese children. During 
his same period 118 children of die same age 
.roup were^referred to the center for tuberculous 
hildren, the diagnosis of tuberculosis being es- 
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tablished b)' tests and roentgenologic e.vaminations. 
None of tliese llS children had received BCG vac- 
dne. The social and economie status was about 
the same in tlie vaccinated and in tlie nonvaeeinated 
children. During tire same 6-year period tire autliors 
received reports of 20 children in whom tubereulosis 
seemed to have developed despite BCG vaccination 
during the newborn period. In 14 of these children 
the presence of tuberculosis could not be estab¬ 
lished, and furtlier studies disclosed such disorders 
as atypical pneumonia, changes in tire hilus region, 
enlargement of the tlrrmrus, and pneumonic lesions 
resulting from whooping cough. The active tubereu¬ 
losis in tlie other 6 children could not be ascribed 
to failure of BCG vaccination because tire infant 
had been continuously exposed to open tuberculosis 
since birtli and had become infected during the 
preallergic phase. 

Wilms’ Tumor: Three Cases. C. P. Tei.xeira. Rev. 
brasil cir. 33:369-378 (April) 1957 (In Portuguese) 
[Rio de Janeiro]. 

The autlior reports three cases of Wilms’ tumor 
in children 2%, life, and 1 year old. Two were boys 
and one a girl. The tumor appeared 8, 6, and 3 
montlis, respectively, prior to the consultation. It 
«’as located in the right kidney in all 3. Tire diag¬ 
nosis was made on tire clinical sjTnptoms and the 
results 6f pyelography. It was observed during the 
operation that the tumor grew toward the abdomen 
and displaced the liver and intra-abdominal struc¬ 
tures to the left. Tire removed tumors from tire boys 
weighed 4 and 2 kg., respective!)', and the one from 
the girl 800 Gm. Histological examination confirmed 
the diagnosis of embrx'onal carcinosarcoma. The 
first and third patients died a few hours after the 
operation. Tire second patient surx'ived die opera¬ 
tion and was gii'en roentgen therapy, up to a total 
of 1,490 r. He was discharged as clinieally cured 
3 months later. Four months after the operation, 
however, he was blind from metastases in the 
chiasm. The fundi of the eyes were normal. The 
condition of the patient deteriorated rapidly, and 
he died 8 months after the operation. 

Passing-Out” of Infants and Young Children: 
Cause and Treatment. P. Janson. Miinchen. med. 
” chnschr. 99:779 (May 24) 1957 (In German) [Mu¬ 
nich, Germany], 

In infants and even more often in children be- 
trreen 1 and 6 years of age an emotional outburst 
accompanied by angri' crx'ing may result in arrest 
K during the e.xpirator)' phase, followed 

} rolling of the eyes, thrashing about, cyanosis, 
an e\'en loss of consciousness so that hfe seems 
eatened. The parents may become frightened 
an call the doctor, but after a few moments of 

s anng aryay and after a deep inspiration the 

n Q regains consciousness. This “passing-out,” 


“staj'ing away,” or rage fit is an emotional respira¬ 
tor)' convulsion, usually in neuropathic children, 
and should not be overestimated. It should be con¬ 
trolled by pedagogic measures. It is a mistake to 
)'ield to the whims of these children for fear of 
eliciting a fit. When one develops, an energetic 
rather than a frightening attitude is necessar)'. A 
slap or a dash of cold water xx'ill not only abort an 
attack but will also reduce or prevent future, ones. 
A ehange in enxironment or antinemopathic meth¬ 
ods may be necessar)' if parents cannot apply such 
measures. Calcium and sedatives may prove effec¬ 
tive, and in severe eases the author has obtained 
results with an injection of distilled w'ater 

OPHTHALMOLOGY 

Retinopathy of Prematurity (Retrolental Fibro¬ 
plasia) in Children in MTiom the Disease has not 
Progressed to Complete Blindness, and the Subse¬ 
quent Investigation of Cases of Myopia. I. D. R. 
Gregory. Brit. J. Ophtb. 41:321-337 (June) 1957 
[London]. 

A follow'-up of 30 clrildren with incomplete 
retrolental membranes w'as carried out. The chil¬ 
dren w'ere know'n to have had retrolental fibro¬ 
plasia in infancy, but some degree of vision could 
be e.xpected. The clinical picture of these children 
W'as t)'pical and included a myopic error of refrac¬ 
tion in 26 children. The myopia varied from -2.5 
to -18 D. Commonly the eyes were equally af¬ 
fected by retinopathy. Nystagmus w'as present in 
half of the patients, in 5 associated with eccentric 
fixation. Microphthalmic eyes W'ere found in 14 
children; these usually possessed little vision and 
frequently show'ed a convergent squint. Strabismus 
W'as present in 17 patients^ secondar)' to the eye 
disease, w'hich had led to gross visual impairment 
of tlie squinting eye. Opacities in the ocular media 
W'ere frequently encountered. Three children with 
grossly damaged eyes showed comeal opacities, 
and one presented lenticular opacities; in two-thirds 
of the children \itreous opacities w'ere evident. 
Malformations of tlie optic nen'e-head w'ere noted 
in 14 patients. Thinning, atrophy, and depigmenta¬ 
tion of the retina w'ere commonly encountered. 
Retinal detachment w'as exident in 14 patients and 
retinal folds were apparent in 6. 

Tlie noxious effect of the rabella \iras on the 
developing eye occurs in the first 3 months of preg¬ 
nancy, and the effect of prematurit)' on the eye 
takes place in the neonatal period. Tliere appears 
to be a fundamental resemblance between the 2 in 
their effects on ocular development. The finding 
that retinopatliy of prematurit)' is associated w'ith 
myopia and that it has been possible to correlate 
myopia w'ith prematurit)' suggests that prematurit)' 
is one of the factors which cause myopia. The new' 
finding provokes further inquiry' as to the nature 
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Clinical Toxicology: The Clinical Diagnosis and Treat- 
neiil ol Poisoning. By S. Locket, M.B., B.S., M.R.C.P., 
Senior Phxsician, Oldcluirch Hospital, Romford, Essex. With 
(pedal sections on The Identification and Estimation of 
Some Common Toxic Substances, by S. M. Grieve, M.Sc., 
Ph.D., F.R.I.C., Biochemist, Oldchurch Hospital, and The 
Identification and Botanical Characteristics of Some of the 
More Frequently Encountered Poisonous Plants, by S, G, 
Hairi«on, B.Sc., Senior Scientific Officer, Royal Botanic 
Gardens, Kew, England. Cloth. S20. Pp. 772, xvith 27 illus¬ 
trations. C. \’. Mosby Companx-, 3207 \\'ashington Blvd., 
St. Louis 3. 1957. 

.\ithough the hospital unit of which the author is 
in charge is primarily concerned with barbiturate 
poisoning, it has a growing reputation as a toxico- 
loac center. For this reason, it draw's cases of many 
t\pes of poisoning from a wide area. Because the 
hospital is situated in a highly industrialized dis¬ 
trict, the physicians also see and treat many patients 
with industrial poisoning. This is one of the few 
books on clinical toxicology w’ritten by a physician 
in active .clinical practice in the field of toxicology. 
The author emphasizes the fact that there is not a 
specific remedy or line of treatment for each tx'pe 
of poisoning, and only in a few’ cases does treatment 
involve intricate or unusual procedures not en¬ 
countered in general practice. The basic treatment 
of poisoning is symptomatic and supportive. This 
book is designed to help the physician in the diag¬ 
nosis and treatment of poisoning. 

Part 1 relates treatment to the systems w’hich max 
be invoh’ed. disorders that may occur, and the toxic 
agents responsible; part 2 describes tlie sx’mptoms 
and treatment for indmdual to.xic agents; and part 
0 contains special sections on tire identification and 
estimation of common to.xic substances and the iden¬ 
tification of poisonous plants contributed bx' experts 
■n these fields. Parts 1 and 2 gix’e the audior’s per¬ 
sonal e.xperience in the treatment of poisoning and 
the rationale of treatment. The material is illustrated 
^''sll-documented case histories, and an exten- 
si\e bibliography is prox'ided at the end of each chap¬ 
ter. Unfortunately, the classification of toxic agents is 
0 ten confusing, as material concerning one agent 
‘ig^nts may be found in sex'eral sections 
® the book, dius entailing a great deal of cross ref¬ 
erence. However, in cases of emergency, one can 
index of treatment. In addition there 
fee other indexes—author, plant names, and 
16ct. This book is recommended as a basic ref- 
^ffince in clinical toxicology. 


rpxieus ha\e been prepared by competent authorities 
rale., tcpresenl the opinions of anv medical or other organization 
' 'PecificalK so stated. 


International Congress of Gastroenterologx". Fifth Meeting 
of TAssociation des societes europeennes et mediterraneennes 
de gastro-enterologie, London, July 18-21, 1936. Reprint 
from Gastroenterologia, x'ol. 86, nos. 3, 4 and 5 (19.56). 
[In English and French.] Cloth. Pp. 766, with illustrations. 
S. Larger AG., Arnold Bdcklinstrasse 2.5, Basel, Switzerland; 
(American agent—Mr. Albert J. Phiebig, P. O. B. 352, 
White Plains, X. V.), 1957. 

This book offers an unusual collection of papers 
on many important aspects of gastroenterologx'. 
The authors, in tire main, are distinguished special¬ 
ists from x'arious countries. Part 1 is made up of 
contributions on nonmalignant conditions of the 
esophagus and deals xx'ith normal and abnormal 
motilitx’ of the esophagus, organic disorders, radi¬ 
ologic findings, clinical aspects of incompetence 
of the cardia, and premalignant conditions of the 
alimentarx’ tract. Part 2 covers gastric physiologx', 
hepatic coma, liver and biliarx' tract diseases, tlie 
cause and treatment of peptic ulcer, carcinoidosis, 
and celiac disease. There are papers dealing xx'ith 
precancerous conditions and their diagnosis, the 
relationship between peptic ulcer and hx’pogly- 
cemia, and metabolic studies after e.xtensive gastro¬ 
intestinal resections. Part 5 is devoted entirely to 
ulcerative colitis. 

While it can hardly be said tliat the essax-ists 
of the Congress presented any profound contri¬ 
butions to the subject of gastroenterology, the 
Congress serx’ed to bring together distinguished 
specialists from all over the xvorld. The inx’esti- 
gation and correlation of enx'iromental influences, 
xx’hich must be legion, in the study of diseases 
has barely begun. In gastroenterologx", particular¬ 
ly. neglect in these areas has been responsible for 
a deartli of any substantial progress for some 
years in our knoxvledge of alimentarx' tract dis¬ 
ease. This book piox’ides an acceptable addition 
to the literature in this field. It is unfortimate, 
hoxx-ex’er, that the articles in the various foreign 
languages could not hax'e been translated for the 
English-speaking members of the profession. 

Gynecologic Surgerx" and Urologx-. By Thomas L. Ball, 
M.D., Assistant Professor of Clinical Obstetrics and Gyne- 
cology, Cornell Unix-ersity Medical College, Nexv York. With 
foreword by R. Gordon Douglas, M.D., Professor of Ob¬ 
stetrics and Gx-necology, Cornell Universitx- Medical College. 
Cloth. S20. Pp. 547, xx-ith 161 illustrations by Daisy Stilwell. 
C. V. Mosbv Companx’, 3207 M^ashington Blx-d., St. Louis 
3, 1957. 

This x’olume embodies the essential teacliing of 
the gx'necologic stafiF of the Nexv York Hospital- 
Comell Medical Center. It is unique in its presen¬ 
tation of regional surgerx’ as an advance from the 
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of the myopia and the mechanism of its production, 
i lore use of the term “retinopathy of prematurity” 
n'lticle, ill view of the wide variety of 
clinical findings covered by this title. 


THERAPEUTICS 

Value of Troformone in Radiocleimatitis. J. Lelievre 
and A. Maschas. Presse mod. 65:1034-1035 (Tune 1) 
1957 (In French) [Paris]. 

Tlie authors have operated on 84 patients with 
radiodermatilis during die last 6 years, in all but 1 
of whom the skin lesions followed x-ray treatment 
for corns, calluses, and plantar verrucae. Satisfac- 
toxy information about the irradiation technique 
could not be obtained in many cases. Those in 
which it was available fell into 3 classes: (1) cases 
in whicli the x-ray dose was e.vcessive or the filtra¬ 
tion inadequate; (2) cases in which tlie teclmique 
was faultle.ss but the patient, fearing operation, had 
falsely denied ha^ang previously had x-ray treat¬ 
ment; and (3) some 20 cases in which neidxer the 
technique nor the patient was at fault. Two more 
or less related causes max' c.xplain the occurrence 
of postradialion skin lesions in the third group: 

(1) the c.vceplional sensitivity to irradiation of the 
skin of the foot, which is poorly vascularized, and 

(2) the fact that the irradiated area is constantly 
subjected to irritation from the footu'ear and, when 
it is on the plantar surface, by the weight of the 
bod)'. Corns, calluses, and plantar verrucae, in fact, 
usually ajxixear at pressure points, and since, on the 
whole, x-ray treatment produces vascular sclerosis, 
it is cas)' to see that even a slight circulatory dis¬ 
turbance may precipitate the appearance of lesions. 
These same conditions of .skin sensilivitv and ex- 
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tient to resume his normal activity within a short 
time. One of the patients, the only one who had 
been given radxotlierapy for a condition otlxer tlian 
corns, calluses, or plantar verrucae, had an area of 
tetid ulceration measuring 25 by 15 cm. at the site 
ot an enormous fibrosarcoma on the right tlxjo-h. 
The tumor had been completely eradicated by 
large doses of x-rays, but some time after tlxe treat¬ 
ment ulceration had begun in tlie irradiated area. 
The patient consulted several surgeons, but all of 
them believed that any attempt at operation would 
be certain to fail. He was then referred to the 
authors, and in May, 1954, they excised the necrotic 
tissue. Six weeks later, a clean surface was obtained 
by curettage and 10 days later treatment widi tro¬ 
formone was started. A third and final operation 
was made necessary a week later because the 
necrosis had extended to an adjoining indurated 
area, but after this last operation recovery pro¬ 
ceeded steadily, and by the end of September the 
defect was completely filled with sound tissue, 
pain had ceased, and die patient was leading a 
normal life. 

Experience thus shows that when troformone 
therap)' is associated with excision of sclerotic 
areas, which is essential to the success of the treat¬ 
ment, a complete cure can be expected in patients 
with radiodei'matitis. The rfeatment is simple and 
painless; the reconstituted skin is practically normal 
and infinitely more resistant than a plantar graft; 
and, even if the reconstitution should prove inade¬ 
quate in a given case, the restoration of the under¬ 
hung tissues would make it easy to apply a free 
graft. 


PATHOLOGY 


posure to constant irritation also explain the diffi¬ 
culties encountered in beating radiodermatitis of 
the feet, especially when tlxe lesions are extensive. 
The iheiapeiUic dilemma lies in tlxe fact that fail¬ 
ure to excise all the injured tissue will be followed 
by recurrence, wliilc wide excision will create diffi¬ 
cult replacement problems. The .skin is not elastic 
enough to permit approximation of the edges of 
the wound; a rotation flap may fail because of poor 
vascularization; axid the cx'o.ss leg flap procedure 
is open to objection, xiot only because it takes time 
and is painful but also because the skin used re¬ 
tains its oiiginal chax'acteristics and xiever acquires 
the pressure-resistant capacity of genuine plantar 
skin. 

The aullxors found that the problem presented 
in cases of this kind is greatly simplified by simple 
excision of tlxe neciotic tissues followed by local 
applications of troforxnone (the trophic hormone of 
the pancreas). The effect of this treatment in 4 pa- 
tieixts with extensive, exceptioxxally severe radio¬ 
dermatitis was dramatic, amounting in each case 
to a restitutio ad integrum and enabling the pa- 


DifFuse Scirx'hous Carcinoma. E. Fischermann. Dan¬ 
ish med. bull. 4:93-96 (May) 1957 (In English) 
[Copenhagen]. 


Diffuse scirrhous carcinoma is a form of cancer so 
■ observed only in women. Tlxe term refers to 
ixxfiltx'ative growth. The primaxy tumor appears 
originate in the breast, but the tumors have also 
en found in the bladder witlxout a primary tumor 
the breast. Although die tumor is small and 
ogresses slowly, there may be extensive metastases 
all smooth musculature. Two cases of diftiiise 
rrlious carcinoma in women aged 48 and 
:pectively, are reported. Medical aid was sought 
each case for dyspeptic disorder, which was due 
metastases in the smootlx muscles of tlxe gas 
estinal tract. The infiltration in 
sue was limited, and a well-defined 

Ipable. Diffuse scirrhous on¬ 

stage of colloid cancer. In spite of its s o 

;%l tun,or is not only f ™ “ 

:o insidions, ns it does not gtve 

til the metastases hax'e become mdesprcao. 
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rin-ril Totico!o!:\: The Clinical Diaanosis and Trcat- 
, ,roiPoisoain?:Bv S. Locket. M.B 13 S.. .\t.R C.P.. 
/^irPhTOcnn Oldeluirch Hospital. Romford. Esvcx. \\ ith 
' rii! whons on The Identification and Estimation ot 
Jl, Common Tone Siibstmccs. In W S \I Gricvi.MSc. 
ivD FRlC Biochemist. Oldchiircli Hospital, and The 
]i .(I'cation and Bot.rnical Ciiaracteristics of Some of the 
Vr-» Freqiienth Enc-oiinterctl Poisonous Plants. In S G 
Bic Senior Scientific Officer. Ro>aI Botanic 
ke" England Cloth S20 Pp 772. with 27 ilhis- 
t'jn.' C V Mo'bi Compam. .3207 \\ aslimaton BKd 
St Lcji; 3 1957 

lltlioffih tliehospit.il unit of wliicli tlic .iiithor is 
n cliarse is primaril} concerned witli b.irhitiir.ite 
pi'Onins. It li.is a growing reputation .is a toxico- 
bcccenter. For this reason, it draws cases of nian\ 
hpo of poisoning from a wide are.i Because the 
fsplal is situated in a higlilx indnstriali/ed dis- 
tn.Ltlieph\sici.ins also sec and treat mans patients 
mtli industri.i] poisoninct. This is one of the feu 
Wss on clinic.ll to\icolo 2 v written b\ a phisician 
□ actiie clinical pr.icticc in the field of to\icolog\. 
He author emph.isizes the fact th.it there is not a 
i?eci£c remecli or line of treatment for e.ich t\pe 
cfpoisoning and only in a feu cases docs treatment 
Q'ohe intricate or unusual procccliires not en¬ 
countered 'n general practice. The basic tioatment 
of poisoning is si-mptomatic and supportiie. This 
tool IS designed to help the physici.in in the diag- 
lOjis and treatment of poisonins. 

Part 1 rebates treatment to the .s\ stems w Inch m.n 
wimolied. disorders that ma\’ occur, and the toxic 
ojfflts responsible, part 2 describes the sxmptoms 
®d treatment for indindual toxic agents, and part 
Hontains special sections on the identification and 
^'tonahon of common toxic substances and the iden- 
lafion of poisonous pl.nnts contributed b\ experts 

° ^ ‘ind 2 gix'e the author's per- 

/ ^T^rience in the treatment of poisoning and 
material is illustrated 
'■lehM case histories, and an exten- 

W Ii' ’^P''C'’ided at the end of each chap- 

•^^^^^ification of toxic agents is 
iidas? f "’•^ferial concerning one agent 

found in several sections 
fiejcj entailing a great deal of cross ref- 

icfff ’n cases of emergency, one can 

Alee treatment. In addition there 

"Afti TV f "'^exes—author, plant names, and 

This boob is 


te 


clinical 


recommended as a basic ref- 
toiicology. 




.. prepared by competent authorities 

' so ®PJnions of an> medical or other organizabon 

■' suted 


International Congress of Gastroenterologs. Fifth Meeting 
of r.-Sssociation des societes europeennes et mediterraneermes 
de gastro-enferologie, London. Julv 15-21. 1956. Reprint 
from G.i..troentcroIogi 1 . vol. 56. nos 3. 4 .ind 5 (1936' 
[In English and French ] Clotli. Pp 766, with illustrations 
5 Larger .\G . Srnold Bockimstrasse 25. Basel. Switzerland. 
( \nioncan agent—Mr. .\Ibert J Phiebig P. O. B 352. 
White Pkiins \ 1.). 1957. 

This book offers an unusual collection of papers 
on manx important aspects of gastroenterologx. 
The autliors. in tlie main, are distinguished special¬ 
ists from xarious countries. Part 1 is made up of 
contributions on nonmalignant conditions ot die 
esophagus and deals witli nonusil and abnormal 
motilitx ot tlie esophagus, organic disorders, radi¬ 
ologic findings, clinical aspects of incompetence 
of the cardia. and premalign.mt conditions of the 
aliment.iry tract. P.irt 2 covers gastric phvsiologv. 
hepatic coma, liver and biliary tract diseases, tlie 
cause and treatment of peptic ulcer, carcmoidosis. 
and celiac disease. There are papers dealing vvitli 
precancerous conditions and their diagnosis, the 
relationship between peptic ulcer c.md hypogly¬ 
cemia. and metabolic studies after extensive gastro¬ 
intestinal resech'ons. Part 3 is devoted entirely to 
ulcerative colitis. 

While it can hardly be said tliat die essayists 
of the Congress presented any profound contri¬ 
butions to the subject of gastroenterology, the 
Congress served to bring together distinguished 
specialists from all over the world. The investi¬ 
gation and correlation of enviromental infiuences. 
which must be legion, in tlie study of diseases 
has barely begun In gastroenterology, particular- 
I\. neglect in these meas has been responsible for 
a dearth ot any substantial progress for some 
vears in oui knowledge of alimentary tract dis¬ 
ease This book piovides an acceptable addition 
to the literature in this field. It is imfortimate. 
however, that the articles in tlie v.irious foreign 
laU^uages could not have been trcmslated for the 
Eimlish-speaking members of tlie profession 

Gvnecologic Surgerv and Urology. Bv Tliom.L> L Ball. 

\I D \sbist.iiit Professor ot Climcal Obstetno'- and Gvne- 
colo'n, Cornell UniversaW Medical College. New Tork.Witli 
forevvo’rd bv R Gordon Douglas. MJD. Proiessor of Ob- 
stetnes and Gvnecologv. Cornell I'nivereitv Medie-al CoUege, 
Cloth S20 Pp STT- "1^3 161 lUustrabone bv Daisv Sttlvvell. 

C \' NFoshv Companv. 3207 Waslnngton Blvd.. St. Louis 
3, 1957. 

This volume emboefies the essenti.il teaching 
the cwnecologic st.iff of the New Yor 
Com°ell Medical Center. It is imique 
tation of region.il surgery me .m adv- 
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long-acccpled organ specialty. That such does truly 
constitute an advance will be attested by all light- 
heaited gynecologists who have encountered un¬ 
expected and formidable complications in their work. 
The g)'ncco]ogist of the future must be competent 
in the handling of urologic and intestinal complica¬ 
tions and sequelae. His training must equip him 
accordingly, and sucli is tlie purpose of this book. 
It is unfortunate that so many gynecologists have had 
no training in urology, cannot use a cystoscope or 
urethroscope, have never inserted a ureteral catheter, 
and are equally incompetent in intestinal surgery. 
To many long in practice, this volume will come too 
late, but they can learn much from it and can institute 
among their trainees programs to insure future 
competence. Certainly, resident training should be 
extended to include this broader concept of 
gNTiccology. 

Descriptions of operative procedures conform to 
the best standards and are preceded, step by step, 
with excellent reviews of the anatomy and irhysiology 
of the regions inA'olved. The ps\'chic and irsychoso- 
matic aspects of treating the female patient from 
early childhood to old age are well handled. Tech¬ 
nical!}', there can be no criticism of the work. 
The large size pages with double columns add im¬ 
measurably to the readability of the book. The illus¬ 
trations are well selected and arranged. The Author 
and his colleagues are to be congratulated in pro¬ 
ducing this excellent volume, one that should be 
available to all g}’necologists and trainees in the 
specialty. 


o r A \T A ^ 
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inorganic phosphate, add and alkaline phosphate 
urea nitrogen, glucose, cholesterol, bilirubil proteb 
and C-reactive levels; icterus index; carbon dioxide- 
combmmg power; thymol turbidity; cephahn floccu¬ 
lation; microflocculation tests for syphilis; microhema- 
tocrit readings; and electrochromatography The chap 
ters are organized to contain the principle of eadi 
test, a list of the apparatus and reagents needed, tlie 
procedure for performing the test, the normal values 
and a short discussion of the meaning of each test' 
The first few chapters of the book are of a general 
nature, discussing such topics as the setting up of 
an ultramicrochemical laboratory, special equipment 
needed for performing the various tests, and tlie col¬ 
lecting and pipetting of blood. The volume contains 
a general index. 

Outline of Fractures Including Joint Injuries. By John Craw¬ 
ford Adams, M.D., F.R.C.S., Consultant Orthopaedic Surgeon, 
St. i\fary’’s Hospital, London. Cloth. $6.50. Pp. 248, with 218 
illustrations. Williams & ^Vilk■ins Company, Mount Royal and 
Guilford Aves., Baltimore 2; E. & S. Livingstone, Ltd., 16 and 
17 Teviot Place, Edinburgh 1, Scotland; 48 Bloonishurj' St., 
London, W. C. 1, England, 1957. 

This book presents a brief classification, the clinical 
features, and the treatment of the more common 
fractures. Discussion of frachires of the skull and fa¬ 
cial bones is pnrposel}' omitted. The line drawii)g5 
and x-ray illustrations are e.vcellent. The discussion' 
is necessarily limited. The recommended treatment is > 
usually conservative. Certain recommended practices- 
differ from the usual practice in orthopedic centers' 
in the United States. On page SO, the excision of an 


UUramicro Methods for Clinical Laboratories. By Edwin .\1, 
Knights, Jr., M.D., Associate Pathologist, Director of Clinical 
Pathology and Blood Bank, Roderick P. MacDonald, Ph.D., 
Director of Clinical Clicmistry and Research Advisor, and Jaan 
Phmmpini, Chief, Di\'ision of Ultramicro Chemistry and Re- 
se.ireh Associate, all of llaqicr Hospital, Detroit. Cloth. $4.75. 
Pp. 128, with 19 illustrations. Grime & Stratton, Inc., 381 
Fourth Ave., New York 16; 99 Great Russell St., London, 
W. C. 1, England, 1957. 

The increase in the use of chemical tests for the 
diagnosis of disease has led to a number of problems. 
One important problem has been the difficulty in 
obtaining .sufficient samples of blood or certain other 
body fluids for testing. This is especially true in the 
case of multiple testing in infants or children or in 
cases where venipuncture is impractical, such as in 
patients who are extremely obese or who are suffer¬ 
ing from third-degree burns. The development of 
ultramicrolechniques for many blood tests has been a 
convenient method for surmounting this problem, 
since individual tests can be run on a few tenths of 
a milbliter of blood. These tests require special equip¬ 
ment, care, and techniques, and tliis book groups 
together the requirements for performing IS or 20 
clinical tests on an ultramicro scale. Discussions of 
the following determinations, tests, and procedures 
are included: potassium, sodium, calcium, chloride, 


avulsed fragment of a transverse vertebral process 
fracture is recommended. Such an operation, as pri-t 
mary treatment, is unusual and not often necessary. 
The discussion of fractures of the hip is e,\cellent. 
Mfith regard to fractures of the femora] shaft, traction, 
and manipulation are recommended as routine pro¬ 
cedures. The use of intramedullary nail fixation is- 
mentioned for pathological fractures and for occa¬ 
sional use in cases of uncomplicated closed hactum- ■ 
This is not in accordance with the present practice 
in the United States of using intramedullary nail fiv 
ation for practically all such fractures unless there is 
a contraindication to this method. There is an illus¬ 
tration of “gallows ti'acUon” for treatment of fractures- 
of the femur in a young child; this method is similar 
to Bryant’s traction used for this purpose in the Unitei ■ 
States. The illustration in the book does not shos\ 
protection of the knees from hyperextension, and there 
is no discussion of the danger of vascular complica¬ 
tions. The discussion of fractures of the nietatars.i s 
and phalanges is brief and probably oversmiphhod 
Future editions should be slightly enlarged to md > c 
disemsion of a wider range of 
certain complicated common fractures. T» 
primarily for studenB. It is of little ''f^ 
orthopedist, but it is an excellent quick rcferei 
for a student or general practitioner. 



Vc!. 165, No- 6 


763 


QUERIES AND MINOR NOTES 


procedures after radical mastectomy 

To THE Editor:— A 24-ijear-old woman, tcith two chil¬ 
dren, the last delivered in July, 1956, has had 
metastatie (axillary) adenocarcinoma of the left 
breast. The initial lesion was found in the upper 
outer quadrant. A radical mastectomy and axillary 
dissection icere completed one week prior to the 
time of writing. If possible, adrenalectomy and 
hjpoplnjsectomy should be avoided. Chest x-ray 
arid blood studies are normal. What is recommended 
for further management? Should x-ray sterilization 
or surgical removal of the gonads be done? 

M.D., Indiana. 

Avswer— There is a marked difference of opinion in 
regard to the questions posed. This consultant feels 
that there is no adequate CTudence tliat castration done 
a a complement to radical mastectomy is any better 
than castration done as a supplement when metastasis 
ci recurrent disease becomes esudent. Moreover, 
castration in a patient tliis age has tlie disadvantage 
of producing a severe menopause unnecessarily if tlie 
patient remains well. This patient should be irradiated 
oaer the internal mammars', supraclasacular, and 
lullars’ fields on die side which was operated on, 
ad nothing further should be done now except for 
j !ilIo\v-up examinations. 

SBiUL.mON OF LNTESTINAL MOTILITY 
to THE EoTion:— Artificial stimulation of intestinal 
motility, as with neostigmine, has always been 
frowned upon by surgeons for postoperative use as 
being unphysiological. Recently a new product, 
pantothemjl alcohol, an alcohol of pantothenic acid, 
has been recommended for postoperative use to pre¬ 
sent distention after surgery. Would the use of this 
product be physiological in a case of gynecologic 
^urgenj where the intestine was only handled gently 
bat not actually incised? Would its use be jdujsio- 
iogical in a case of intestinal surgery where the in- 
tcsline was actually incised and sutured? 

James W. Davis, M.D., Leonard, Texas. 

Answer.—T he name pantothenic (acid) denotes the 
J^^quitoiB distribution of tliis material in foodstuffs, 
/brt SN-nthesized in significant quantities by 
I found normally in the gastrointestinal tract. 
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macologically, pantothenic acid is invob'ed in tlie 
coenzxTne A system. A specific deficiency of pantothen¬ 
ic acid has been described in many laboratorx' 
animals; it has been produced in man by Bean and 
associates (/. Clin. Invest. 34:1085, 1955). SxTnptoms 
under tliese conditions x^aried but consisted chiefly of 
adrenal insufificiency; these occurred only after admin¬ 
istration of a diet free of pantothenic acid and a potent 
antagonist to tliis xfitamin. Tlie gastrointestinal obser- 
x'ations were eonfined to a depression of gastric secre¬ 
tion; tliere was no alteration in gastric motihtxN In 
studies by Gershberg and associates (/. Nutrition 
39:107, 1949) on patients xxath a xxude N'arietj' of 
deficiency and metabohe diseases, tolerance-excretion 
tests Ninth pantothenic acid and alcohol of pantotlienic 
acid administered intrai'enously failed to demonstrate 
a specific pantothenic acid deficiency, except in rela¬ 
tion to pernicious anemia. Because of such obsen'ations 
and the Mude distribution of pantotlienic acid in tlie 
body and in food, tlie clinical e.xistence of a deficiency 
of tliis substance would appear to be most unusual, 
even under preoperative and postoperative conditions. 
Tlius, the rationale for the use of pantothenic acid 
Nvould be determined more by its pharmacological 
action than by a presumed deficiency state. 

Sclausero ( Gazz. med. ital. 114:291,1955; abstracted, 
/. A. M. A. 161:106 [May 5] 1956), Jacques (Lancet 
2:861, 1951), and otliers have published favorable 
results concerning the use of pantothenic acid or pan- 
tothenol (alcohol of pantothenic acid) in the manage¬ 
ment of “intestinal paresis”; i. e., parah'tic ileus in pa¬ 
tients who had undergone abdominal or pelvic surgical 
procedures. Closer examination, however, suggests 
tliat time and coincidence, as w'ell as the intravenousb- 
administered fluids, might have been equally im¬ 
portant factors in the clinical response. Jacques’s re¬ 
port, although based on only 16 patients xvith parah'tic 
ileus, indicated tliat usually only one injection of pan¬ 
tothenic acid resulted in relief of the ileus. Otlier 
drugs, such as neostigmine and acetylcholine, pre- 
N'iously had been ineffective, xvliereas pantothenic acid 
admim'stered intraN'enousl}' initiated prompt return of 
normal intestinal motihtN'. Despite these reports tlie 
evidence is not yet entirely convincing. Further studv 
of tlie usefulness of pantotlienic acid in the manage¬ 
ment of postoperative distention seems desirable. Until 
favorable obserx'ations are reported b\' American s 
geons, the use of pantothenN'l alcohol postoperati 
cannot be evaluated completely. 

There would appear to be no physiological n 
pantotlienic acid in “a case of gxTiecologi 
where the intestine was only handled gen 
actually incised.” The early use of co 
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polcntial stimulating action upon the intestines after 
intestinal surgery would be regarded as unphysiologi- 
cal, since stimulation of the intestines at this stage is 
undesirable. The efficacy of drugs, such as neostig- 
nnne or acetylcholine, in postoperative paralytic ileus 
is higbh' questionable. 

PREGNANCY AND HEREDITARY DISEASE 
To THE EnnoR;—A 26-ijcnr-oJd woman, who has had 
three pregnancies in (he past fwa years, had her 
firsf child succumb (o lipid hisliocyiosis of phos- 
phaiidc type (Nicmann-Pick disease). Her second 
child was normal except for a minor congfinital 
defect of the hand in the thumb. The third child, 

S mouths of ai’c at time of writing, has stigmata 
consistent with Niemann-Pick disease, including an 
enlarged spleen and positive findings in the hone 
marrow. Is further pregnancy indicated? 

Robert E. Sandlin. M.D.. Antioch, Calif. 

Answer.— Niemann-Pick disease is a rare hereditary 
disease characterized by the accumulation of phos- 
phalidcs in the reticuloendothelial system. Character¬ 
istic lipid-containing cells, known ns Pick foam cells, 
may be found in all tissues. The condition is generally 
considered to be due to the action of a recessive gene. 

If this is correct, both the father and the mother in 
question would be Iiolerozj'gous or carriers of this 
gene. Each child that they have would have one 
chance in four of being aflected and one chance in 
tw'O of being heteroz)'gous as its parents are. The fact 
that tw'o affected children have already been produced 
w'ould not lessen the chances of another child having 
the trait . Because the disease is fatal in affected chil¬ 
dren, the advisabilih' of another pregnancy is very 
doubtful. The manner of preventing this, however, 
can best be determined by the parents in consultation 
w'ith their physician. Irregular dominance has also 
been suggested as a mode of inheritance. If this is 
true in this instance, the chances of anotiier affected 
child w'ould not be lessened. 

TEMPERATURE OF OPERATING ROOMS 
To the EDJTon;-Whflf is the optimal temperature for 
an operating room? The particular operating room 
in Question is located in the cotinfry and docs not 
have air conditioning. Could not the windows to the 
outside air he onrned r/uring the summer months? 

M.D., New York. 

Answ'EH.— Common practice is to maintain operating 
rooms at a temperature of aboirt 80 F (dry bulb). 
Humidity is important, and Clark, Orkin, and Roven- 
Stine conclude that a better method is to use a wet- 
bulb thermometer and maintain the temperature at 
75F (w'etbulb). 

If an appropriate combination of temperature and 
humidity can be maintained, there is no objection to 
bavincr the w'indow’S to the outside air open during tlae 
summer months, provided that t^^m precautions are 
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observed First. U.e windows must be completely a,' 
effectively screened against all insects in the me, 
some areas it would be sufficient to screen a4ir. 
flies and mosquitoes, but in other areas various small 
insects, such as midges, would have to be exclude 
requiring very fine mesh material. Second, tlie patie 
should be protected against drafts, which would mal 
it inadvisable to have the window open if there \vc 
enough wdnd to produce rapid air currents, eve 
though the outside temperature approximated tl 
ideal. 


FAILURE OF EYELIDS TO 
CLOSE DURING SLEEP 

To THE Emron:~The eyelids of a 4}i-year-o}d hoy ( 
not always close completely when he sleeps, Icavit 
part of the eyeball exposed. Both eyes are usual 
involved. When the eyes arc manually closed da 
ing sleep, the lids sometimes open again. In tl. 
waking state there are no difficulfies with volunia\ 
closure. The latter can be maintained against prc. 
sure, and the tonus of the levators is good. Then 
is no eye pathology and no e.wphthohnos, and th 
lids are well formed. Tdeurologicalhy, the child i 
entirely normal. His sleep is not intcifered with h 
this defect, even when there is light. The mother i 
chiefly worried about possible trauma to the ajet 
during sleep (from foreign bodies, insects, etc.j.Cai 
the condition be disregarded? H.D., New York. ' 

Answer.—T he failure of the ex'elids to close durinf 
sleep has been reported a number of times in tin 
literature and is usually unassociated w'ith pathology 
In the case cited, it W'ould be interesting to note 
W'hether the eyes roll up sufficiently during sleep sc 
that the corneas are completely coi'ered by die partly 
closed lids. It would be the feeling of this consultani 
that, if the corneas are completely covered, no even¬ 
tual trouble will arise from this situation. On the 
other hand, if the corneas ai'c not covered, they raw. 
well dry out, erode, and ulcerate. In such a case, some 
bland ointment or artificial tears {methylcellulose)’ 
should be used each night on going to bed. 


EXPOSURE OF EYES TO SOLDERING FUMES 

b THE Editor.—A patient has been employed stcaddij 
for about 15 years as a tinsmith, and his job hns oc^ 
to solder and braze sheet metal and coppei. >(• 
are the effects of muriatic acid and soldering jmi<c 

on the cornea? 

U. L. Riccitelli, M.D.. New Haccn.Conn. 

ANSVTm.-Tlie usual e.vpc.sure of a 
,g ov bwamns fumes should not invoive a y ^ 
le cornea. The fume composition fiu 

le flu.v used and the metal surface 
ildering flux is muriatic acid ‘ con 

rith zinc to form zinc chloride, the fu 
lin in addition to wmter vapor, a xery snn 
f hydrochloric acid and of zinc or copp 
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maN- be, in flie form of oxide. \Vhen as in brazing tlie 
U is generally borax, tliis would be present in Uie 
hime. In neitber instance would the concenfration be 
such as to injure the cornea. Should tlie acid flux be 
spattered directly in the eye, an acid bum of die cornea 
uould result, the severiti' depending upon tlie amount 
of acid involved and the duration of the contact. Years 
of obseri'ah'on of a large number of solderers have not 
disclosed anv injuries to the cornea from fume ex¬ 
posure. 

nVE-YEAR MEDIAN 

To THE Editor:—W baf is iitcaiit by the five-year 
median? Why is this statistic, which is used so much 
m comparing communicable disease reports, more 
adcanfageou<; than rnmpnrinz reports year by year? 

M.D., Illinois. 

Answtiu.— A five-year median is another e.xpression 
of an average. It is the middle one of an array of five 
figures, usually tliose for five consecutive years. When 
a five-year median is used, tliere are always two figures 
less and bvo greater tlian tlie middle or median figure. 
Because many infectious diseases fluctuate widely in 
incidence from one year to another, it is considered 
desirable to compare a current Bgure with one that 
is less influenced by fluctuations. For this reason, 
median averages are preferred to the common or 
mean averages, the latter being subject to the influence 
of extreme variations which xvould result if just one 
year, of the five being reported, had an unusualh' high 
or low' incidence. M'hile it w'ould not be misleading to 
compare a current figure w'itb each of the previous 
five years, it usually is not done in current publications 
because of limitations of space. Furthermore, by using 
a median more valid comparison can usually be made. 

C.4TARACT SUEGERY IN A DIABETIC 

To THE Enrroa:—Inasmuch as postoperative intraocii- 
hr bleeding is commoner in recently controlled dia¬ 
betics, when cataract surgery is required upon an 
uncontrolled diabetic, is it preferable to go directly 
ahead with the surgery and disregard the diabetic 
^Inius until the postsiirgical period? 

Herbert J. Rosen, M.D., Dover, N. J. 

.IxswER.—It is good practice to stabilize the blood 
glucose in a diabetic W’ho is to undergo cataract surg- 
cn-. Since tin's operation is nearly ahvays elecb've, 
^cient time for tliis purpose is usually available. A 
sense of well-being in the patient is a valuable adjunct 
'u ocular surgery. If circumstances are such that 
previous regulation is impossible and cataract e.vtrac- 
: is necessarx’, it is better to operate with flie blood 

glucose level a little elevated than to attempt to low’er 
H Suddenly. The latter procedure, especially if it pro- 
^ces a mild insulin shock, is likelj' to make an elder¬ 
ly patient restless, uncomfortable, and perliaps un- 
woperadve. This, of course, increases the likelilrood of 
>. ‘i^’iiorrhage or other smrgical complication. 
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ETHER AND ALOPECIA 

To THE Editor;— In the practice of anesthesiology one 
is frequently confronted with the statement that 
“ether makes the hair fall out.^^ Is there any litera¬ 
ture giving a scientific opinion on the subject? 

George T. Henderson, M.D., Bound Brook, N.}. 

Ansxx'EB.— None of the reference books on to.xicolog}' 
to which this consultant has access give ethyl etlier 
as a cause of alopecia. Ether is said to be inert to 
metabolic processes and is largely eliminated in the 
expired air. In industry, 500 ppm of ethyl ether is die 
allowable maximum concentration w'hich is said not 
to cause dizziness or injurious effects. Von Oettingen 
in his book “Poisoning” (New' York, Harper & Broth¬ 
ers, 1952) gives a long I'st of symptoms from w’bich 
w'Orkers industrially exposed to ether may suffer, but 
loss of hair is not among tbem. Patients undergoing 
surgical procedures that require ether anesthesia may 
be in poor healtli and debilitated, and this may cause 
"die hair to fall out.” The pah'ent or the relativ'es may 
attribute to the ether the loss of hair w'hich is actuallv 
due to poor health. 

EFFECT OF CITRATE AND 
POTASSIUM ON BLOOD 
To the Editor:—a patient is to receive an intrave¬ 
nously administered injection of 40,000,000 units of 
potassium penicillin G daily for three to six weeks. 
If the penicillin is buffered with sodium citrate, 
would there be enough citrate to affect blood coag¬ 
ulation? Would there be enough potassium in pot¬ 
assium penicillin Q to affect the blood potassium? 

M.D., West Virginia. 

Axsw'EK.-Assuming tliat the penicillin is adminis¬ 
tered by slow' intravenous drip and that renal function 
is adequate, tlie blood potassium should not be raised 
to dangerously high levels by the administration of 
40,000,000 units of potassium penicillin G daily. Fur¬ 
ther, since citrate is metabolized verx' rapidly by the 
lix'er, citrate into.xicah'on does not occur unless the 
hepatic function is seriously impaired. In such an 
event the to.xic effects are those of hx'pocalcemia. Pro¬ 
longed blood coagulation does not occur in n'vo, since 
it develops only w'hen the blood calcium is reduced 
to 2.5 mg. per 100 cc. or less, a level incompatible 

W'itb life. 

AMYOTROPHIC LATERAL SCLEROSIS 

To the Editor:— Please supply information regarding 
a toxoid treatment for amyotrophic lateral sclerosis. 
Joseph M. Silver, M.D., Fitchburg, Mass. 

Answer.— Tliis consultant has no informafa'on regard¬ 
ing a to.xoid treatment for amyotrophic lateral sclerosis. 
At the present time, the etiolog}' of this disease has not 
been ascertained, and there is no know'll specific treat¬ 
ment for it. 
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SE^^ERED RECURRENT LARYNGEAL NER^^ 

To THE EoiTOB-.-^E/mf is ihe best swgical technique 
of uniting the cut ends of a severed recurrent lartin- 

J/.D., New I'orfc. 

Ansh'er.-A se\-crccl recurrent laryngeal nerve can 
be united, as any other small nerve, by meticulous 
approximation of its ends with extremely fine silk su- 
tuics, sucli as arc used in cj'c surgcr\\ Unfortunately, 
honevei, this consvillant knows of no repoi't of a sev¬ 
ered neive which has recox'cred its function after 
anastomosis. Anastomosis of the nerves was once advo¬ 
cated b\‘ Dr. Lahey, but no reports of successful 
return of function were made in tire case of patients 
who had had the nerve actually severed. The chief 
advantage of exploration of the rccnr'rerrt rrerve after 
its paralysis has been observed is to remove any liga¬ 
tures which might ha\’e iiiadr’ertcntly been placed on 
the ner\'e. If such a ligature is i'cmo\-od jnomptly, the 
nerve will recover its function. 

VAGINAL CHILDBIRTH AFTER 
CESAREAN SECTION 

To THE Editou;—A .'iO-i/rar-oh/ icomen has presented 
herself for prenatal care. She has had four preg- 
nancieSy three with dclh'crti bij the vaginal route, 
hut ihe second pregnancij was complicated by third 
trimester bleeding, and a cesarean section was done, 
with delivery of a living 4-lh. baby. Can if be as¬ 
sumed that the cesarean scar has healed so well as 
to be no factor in the approaching delivery, or have 
the last two deliveries through the birth canal tested 
the scar to the limit? Arc there any statistics on 
uterine-scar ruptures after several uneventful de¬ 
liveries from below? 

Lester Lando, M.D., Monseij, N. T. 

AxswEir.—The delivery of babies through the birth 
canal after previous cesarean section is iro valid test 
of a uterine scar. Serious and fatal uterine ruptures 
have occurred after such deliveries in women who 
had been subjected to previous cesarean sections. If 
it is decided that this patient is to be delivered from 
below, she should be cautioned to come into the hos¬ 
pital at the first sign of impending labor. The labor 
should bo carefully supervised, so that any unusual 
tenderness of the uterus can be ascertained early and 
properly evaluated. The child should be delivered 
by outlet forceps when dilatation is complete and the 
head has reached the pch'ic floor. 

Eastman reports that on his service the incidence of 
uterine rupture after previous cesarean section is 
—1% in pregnancy and 1.1% in labor. The maternal 
mortality after uterine rupture is at least 10%. Thus, 
the mortality from uterine rupture in women who have 
had irrevious abdominal deliveries is about 0.2%, about 
twice the average risk of cesarean section today. Al- 
thougli this increased hazard is not great, uterine rup¬ 
ture entails an inordinately high infant loss and tlie 
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probable termination of future childbearing. Thus t 
mdreatron for the initial abdominal delivL must 
given the greatest consideration, for tlie uterine sc 
may well make future childbearing an abnormal fo 

,i ■ 

RECTAL INCONTINENCE 
To TOE Editor:~Zs any kind of pouch or bag mm 
which would be helpful when there is complete hu 
of sphincter control in the rectum? ',j 

George B. Lawson, M.D., Roanoke, Va. 

ANSWEK.-Tliere is no effective bag or appliance fir! 
the control of fecal material in rectal incontinence. Tl.-, 
only effective solution is a siicces.sful repair of tl- 
defect. 

Jl 

INGESTION OF FOREIGN BODIES ' 

To THE Editor:— In answer to a query about the ii 
gesiioii of foreign bodies (The Journal, July 2 
1957, page 1422), the consultant says: “Sharp], 
pointed radiopaque foreign bodies that do not lean 
ihe stomach or pass through the duodcmim occo 
sionally require removal by transgastric means!’ 

What of the magnetic removal of such object 
(Equen and others: Nail in Diiodemnn Removc/J hp 
Magnet, J. A. M. A. 135:432 [Oct. 18] 1947; Equen: 
Magnetic Removal of Foreign Bodies, Sprin^cJd. 
Ill., Charles C Thomas, Publisher, 1957)? In the 
latter publication the author summarized more ilwr. 
200 cases of removal of ferrous bodies from the «[>■' 
per gastrointestinal tract with the magnet withow 
a single fatality. When the patient is an infant oi 
small child, removal of such bodies by transgastrk 
or fransduodenal means is both difficult and danger¬ 
ous, involving perhaps a week of hospiiaUzaiion 
and intravenously given fluids. Just giving fhiids 
into the small veins of siwh a patient is no light 
undertaking. Minor Blackford, M.D. 

104 Ponce De Leon Ave. N. E. 

Atlanta 8, Go. 

'The above comment was referred to tlie consultant 
who answered the original quer}^ and his rep!)’ lol' 
lows.—E d. 

To THE Editor:—T he removal of ferrous foreign bodies 
from the upper part of the gastrointestinal fmet <J 
magnet has been proved feasible and satisfactonj 
by Dr. Eqncn, who probably has had the 1^ 
experience of anyone ivUh this method. 
to assess the relative hazards of the use 
net and of surgical procedures. However, h 
iJard or di§c„lUj d,oM he 
the tew mstwwes h ,ehich infraemo® 
no,, of p,ide is mdieeted (ililcs e»d Hems-. 

and Children, J. A. U. A. u 

1956). 
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WASHINGTON NEWS 

from the WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


.1. .V. A. and AHA 
Ask Exclusive Radio Bands . . 
Poliomyelilis Cases Down 80% 
in Tico Years . . 

Serious Reactions to Penicillin 
Increasing . . 

Health Council Acts to Provide 
}lore Health Personnel .. 


.4. M. A. ENDORSES SPECIAL BROADCAST 
BAND FOR PHYSICIANS 


The American Medical Association believes diat 
the future of medical practice calls for the setting 
aside of special radio bands for emergency use by 
doctors and of noncommercial FM channels for 
fducational purposes. 

The Association has filed a brief with the Federal 
Communications Commission on endorsing the allo¬ 
cation nationwade of six 30-kilocycle channels 
aiound the 161 megacycle area in the radio spec¬ 
trum for remote pickup broadcast stations on an 
exclusive basis. Similarlx', it urged use of sex'eral 
channels in the same area for educational broad¬ 
casts. 


Tlie Association believes that tlie use of numer- 
oiH remote pickup broadcast stations in conjunction 
with noncommercial FM broadcast stations repre¬ 
sents an effective method of developing the potential 
of educational programs,” the A. M. A. informed 
the FCC. “To make full utilization of remote pickup 
broadcast stations as an integral part of broadcast 
programs, it is essential that adequate clear chan¬ 
nels be reserx'ed for these remote pickup broadcast 
stations.” 


The brief also notes that the present availabihU' 
of radio communication channels for the medical 
P^^nssion is ver^' limited and that the “value of this 
ro^um in the practice of medicine has not been 
™ly realized.” 

hr a separate brief, the American Hospital Asso¬ 
ciation asked tlie FCC to set aside additional chan¬ 
nels for hospitals and hospital associations for 
similar purposes. The AHA cited an urgent need 
Or special communications for day-to-day opera- 
ions as Well as disaster conditions. 

-4HA also pointed out the need for effective com- 
niunications with ambulances and automobiles of 
^faff physicians and surgeons. 


SECRETARY FOLSOM URGES PUBLIC SUP¬ 
PORT FOR SALK VACCINE CAMPAIGN 

Urging public support for the Salk poliomyelitis 
vaccine campaign. Secretary' Folsom points out that 
“the means to avert the suffering and anguish 
caused by polio are at hand,” and “it is possible to 
give paralytic polio a knockout blow within the 
next year.” 

Cooperating in the drive to induce the public to 
protect itself are tlie American Medical Association, 
State and Territorial Health Officers, the Advertis¬ 
ing Council, and the National Foundation for Infan¬ 
tile Paralysis, as well as the U. S. Public Health 
Service. 

The Secretary' of the Department of Health, Edu¬ 
cation, and W'elfare reported that paralytic polio- 
my'elitis had decreased a spectacular SOYc during 
the last two years but that “millions of Americans 
under 40 still have not received full vaccine pro¬ 
tection and tlius are needlessly risking disability' 
or even death.” 

Paralytic cases so far this y'ear have totaled 1,576, 
in contrast to 7,886 cases for the comparable period 
two years ago, before widespread use of Salk vac¬ 
cine, and 5,241 cases last year. Altliough tire vaccine 
is designed to prevent paralytic poliomyelitis, the 
total number of cases this y'ear also has decreased 
to 4,851 in contrast to 21,667 two y'ears ago, 12,156 
a y'ear ago, and an average of 24,928 over the past 
five y'ears. 

Mr. Folsom rex'iew’ed the ups and dorras of the 
Salk vaccination campaign and the reasons behind 
the nationwide drive, started early' this y'ear, to 
protect the American public. 

He pointed out that a y'ear ago production was 
cut back because use of the vaccine had dropped 
sharply' and supplies piled up in warehouses. Subse¬ 
quently' the A. M. A. initiated its campaign, and by' 
last spring demand had risen and again the X'accine 
was in short supply and many' community' and in¬ 
dustry' vaccination campaigns were postponed. 

Now, tire Secretary' said, supplies are beginning 
to pile up again, “and this is the best time for med¬ 
ical societies, local health departments, schools, 
industries and individual citizens and physicians to 
make sure tliat every'one who needs protection gets 
it. If unx-accinated persons xx-ill start now, they can 
get die full schedule of three doses before the’ next 
polio season begins.” 

Mr. Folsom, noting that more than 37 million 
Americans under 40 have received no vaccine, and 
44 million have had only one or txvo doses, said: 

(Continued on next page) 
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It W 4 ]] be a_ tragedy if, simply because of public 
apathy, vaccine which might prevent parali^is or 

even death lies on the shelf unused." ^ ^ 

frpnn Secretary’s appeal, Sur- 

shuati^n Burney gave this summaiy' of the 

Incidence.--fln]y 65 cases of paralytic poliomye¬ 
litis among the 28 million persons who have re¬ 
ceived three shots of vaccine, and not all of these 
conhrmed. Three doses are estimated to reduce 
paralytic poliomyelitis incidence by up to 90% 
Vaccine ITse.-More than 72 million Americans: 
already hai'e received one or more doses—out of 
a total population of 109 millions persons under 40. 
Estirncites indicate: Of the 67 inillion persons in 
the priority group, under 20 years of age and ex¬ 
pectant motliers, 25 million liave received all three 
injections, 22 million 2 injections, 11 million 1 in¬ 
jection, and 9 million no xraccine. Attention should 
he given particularly to vaccinating teenagers. Of . 
the 42 million persons 20 through 39 years old, 14 
million hax'e been vaccinated-3 million with 3 
doses, 5 million with 2 doses, and 8 million with 
1 dose. But 28 million adults have had no vaccine. 


FOOD AND DRUG ADMINISTRATION 
REPORTS RISE IN PENICILLIN REACTIONS 
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The fifth annual Symposium on Antibiotics heard 
a report from Dr. Henry Welcli, chief of the Food 
and Drug Administration division of antibiotics, 
that serious reactions to penicilh'n are on the in¬ 
crease. Since 1945, Dr, Welch told the meeting,, 
isolated reports of reactions with a relatively high 
percentage of fatalities have been appearing in' 
medical literature. 

The FDA survey, co^*er 2 ng the principal antibi¬ 
otics, showed a substantially higher number of 
reactions to penicillin than to otlier antibiotics. A 
third of the reported reactions to ah antibiotics 
were classified as life-threatening and about nine- 
tenths of these were attributed to penicillin. 

His report has this comment: “The trend of in¬ 
crease in serious reactions, especially from penicillin 
given by intramuscular injection, shows tliere should 
be a clear-cut indication of need before tire drug 
is administered. The studj^ of case histories indicates 
that there has not been indiscriminate use of peni¬ 
cillin by physicians.” 

Dr Welch said the number of reactions to pern* 
cillin is still small when considering that millioiij 
of persons receive it each year and that it has saved 
many lives. An increase is to be expected, he added, 
in tlie u'ise use of a high!)' antigenic substance. 


HEALTH COUNCIL LOOKING INTO 
CAREERS IN HEALTH 

t new commission, this one sponsored by Ae 
tional Health Council, is looking into ways to 
et the acute need for qualified health personnel 
the United States.” It is called the Conm^sm 
Health Careers uitb Dr. Leonard A. Scbem 
mer surgeon general of the Public Health S 
, as chairman. Since leaving the go^>emment Dr. 
leele has been president of Warncr-Chilcott L 
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The commission is made up of persons in indus- 
trj' and other fields. It has one other physician mem¬ 
ber, Dr. Herman Hilleboe, health commissioner for 
New Yorh State. Another member is former Sen. 
Herbert Lehman (D., N. Y.), who was prominent 
in healtli and welfare legislation while in the Senate. 

Basil O’Connor, president of the National Healtli 
Council, beheves that lack of manpower “poses the 
biggest tlireat not only to our present health services 
but to the future progress of medical science.” He 
said workers in more than 150 health occupations 
also guard the well-being of the public and tlie 
great majoriti’ of these posts are “dangerously under¬ 
staffed.” 


ASIAN INFLUENZA ADVISORY GROUP 
REPORTS ON VACCINATIONS 

Adults should be given a full cubic centimeter 
of the Asian influenza vaccine for best results, while 
children nnder 5 may have two inoevvlations of 
0.1 cc. This is the latest recommendation of a Public 
Health Sendee adidsor}’ committee on influenza 
vaccine which reported to Surgeon General Burney. 
The committee said the children’s doses should be 
gii'en a week apart, injected intracutaneously. 

The PHS announcement declared in part: “The 
committee recommended that only tlie subcutane¬ 
ous inoculation of 1.0 cc. be endorsed for general 
use in adults. It noted that in certain special in¬ 
stances 0.1 cc. given intracutaneously might be 
I used advantageous!)' but physicians using this meth¬ 
od must rely on their own judgment regarding its 
usefulness in each instance. The use of trvo 0.1 cc. 
intracutaneous doses, separated by at least one week 
in children under the age of five, as has been rec¬ 
ommended by tlie American Academy of Pediatrics, 
was recognized as an acceptable procedure.” 

71,570 REHABILITATED PLACED ON JOBS 

According to the OflBce of Vocational Rehabilita¬ 
tion, 71,570 disabled, a record number, were re¬ 
stored to useful work in the last fiscal year through 
public training-treatment programs. The last fiscal 
year’s total was 66,296. 

OVR Director Maiy' E. Switzer said the increase 
“was not as great as had been e.xpected, but was 
encouraging since 41 of tlie 52 states and territories 
showed increases.” 

Information comes from state rehabilitation agen¬ 
cies, which work in cooperation U'ith OVR, and 
private agencies, which receive some OVR support. 
Public agencies are credited wtli placing 70,939 
in jobs after helping tliem to overcome difficulties, 
and 631 were placed through the efforts of vol- 
untar)', nongovernment organizations. 

An additional 145,000 disabled were receiving 
rehabilitation seri'ices from public agencies as the 
year ended, most of whom are expected ex’entually 
to be restored to productive work. Pennsyh’ania’s 
total of 6,024 restored to jobs led the nation. 

OVR estimates that those rehabilitated by public 
agencies (70,939) in the 12 months preceding last 
July 1 will increase their annual earnings from 
Sis, 900,000 to about .3127,600,000 their first xl ■ 
the job, and xviW add RB mibion iTiaii-boms t. 
nation’s production potential. 
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Serpasil can always 
be considered 

first in hypertension 

Alone, reduces blood pressure, slowly and 
safely, in about 70 per cent of mild to moderate 
cases.' As a “vnmer,” Serpasil can advanta¬ 
geously be used to begin therapy, however 
severe the case, to adjust the patient to the 
physiologic setting of lower pressure As a 
\lckgrounr agent throughout other thempg. 
Sewasil permits lower dosage of more potent 
ac^nts, thus minimizing side effects. 

0 . 25 -mg. talde^ 

^then maintenance on "-f 

Dl. Chan. J. p.. McAlpIne, J. C., and Beone. J- A.. J. 

(Dec.) 1955. 


one of the safest, least toxic and most effective agen 























